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Iron  deficiency 
is  effectively  treated 
with  Zentinic® 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


Zentinic 


Multifactor  Hematinic  with  Vitamins 
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LACTINEX 


help  restore 
d stabilize  the 
estinal  flora 


'^or  fever  blisters 
nd  canker  sores 
f herpetic  origin 


TABLETS  & 
GRANULES 

LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.*' ^ 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.*' ‘ 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 


(/)  Frykman,  H.M.:  Minn.  Med.,  VoL  38,  Jan.  1955.  (2) 
Path,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(3)  McGivney,  J.:  Texas  Slate  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  A/ner.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  <4  Hasp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  iVeekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 
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''All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer*  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might 
either. 


also  say  that  all  interns  aren't  alike. 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

^MERCKSHARP& DOHME  Division  oI  Merck  t Co  , Isc  .West  Point,  Pa 

where  today’s  theory  is  tomorrow’s  therapy 
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THE  WASHINGTON  SCENE 


I'm; 


A Summary  Report  Prepared  by  the  Washington  Office  of  the 
American  Medical  Association 


The  Public  Health  Service  has  expanded  its 
‘ pap  ' test  program  with  a goal  of  providing  cer- 
vical cancer  tests  for  most  women  who  enter  hos- 
pitals and  many  of  those  who  see  physicians  for 
cny  reason. 

A total  of  S6  million  has  been  allocated  for  the 
expanded  nationwide  campaign. 

(Hants  will  be  made  to  hospitals,  medical  schools, 
state  and  local  health  departments  and  non-gov- 
ernment health  health  groups  for  training  of  tech- 
nician^,  post-residency  training  of  physicians, 
purchase  of  laboratory  equipment,  e.xamination  of 
hospital  outpatients  and  other  such  expenditures. 

Since  last  March,  the  .American  .Academy  of 
General  Practice  has  been  implementing  for  the 
PHS  an  office  cancer  detection  program.  .A  PHS 
spokesman  termed  the  program  “most  effective,’’ 
although  not  costly. 

The  PHS  said  it  expects  to  achieve  its  goal  in 
hospital  tests  within  the  next  five  years,  with  the 
number  of  hospitals  providing  this  service  to  all 
adult  women  patients  increasing  each  year  during 
this  period. 

Hospitals  providing  care  for  the  poor  and  medi- 
cally indigent  will  receive  first  consideration  in 
the  awarding  of  grants.  These  patients  have  not 
been  tested  usually  for  cervical  cancer,  the  PHS 
said.  PHS  Surgeon  (ieneral  William  H.  Stewart 
said  the  new  hospital-based  screening  program 
reaching  high-risk,  low-socio-economic  groups  of- 
fered “a  truly  effective  " means  of  fighting  cancer 
through  the  'pap”  test  for  early  fletection. 

.Although  the  ‘‘pap"  test  was  developed  more 
than  20  years  ago,  only  20  per  cent  of  the  nation’s 
62  million  adult  women  had  received  the  test  last 
year,  the  PHS  said. 

The  report  of  the  President  s Commission  on 
Heart  Disease.  Cancer,  and  Stroke  proiK)sed  a na- 
tional cervical-cancer  detection  program  as  the  next 
logical  step  to  expand  the  limited  program  previ- 


ously available.  The  grant-aided  programs  will  be 
carried  out  by  medical  schools,  hospitals,  and  such 
health  groups  as  the  American  Cancer  Society,  the 
.American  .Academy  of  General  Practice,  and  state 
and  local  health  departments. 

.After  President  Johnson  named  the  National 
.Advisory  Council  on  Regional  Medical  Programs 
to  advise  the  government  on  programs  authorized 
b\‘  the  Heart  Diseases,  Cancer  and  Stroke  law. 
Dr.  James  Z.  .Appel,  .AAI.A  President,  e.xpressed 
regret  that  “the  .AM.A  was  not  asked  to  submit 
any  nominations  to  this  important  body.” 

"Frankly,  we  are  disturbed  that  the  PHS  has 
taken  this  action  in  view  of  our  known  interest 
in  this  .Act  and  the  inclusion  before  its  enactment 
of  the  20  amendments  we  had  proposed,”  .Appel 
said.  ‘‘You  may  remember  that  one  of  the  amend- 
ments incorporated  into  the  final  bill  was  our 
suggestion  that  the  .Advisory  Council  have  final 
authority  in  approving  or  disapproving  grant  re- 
quests rather  than  only  advisory  authority  as  ini- 
tially provided.’’ 

Nonetheless,  .Appel  told  the  .AM.A  House  of 
Delegates  in  Philadelphia: 

"If  we  provide  effective  leadership,  and  if  the 
PHS  cooperates,  it  may  be  that  this  law  wall  per- 
mit the  development  of  programs  which  wall  bene- 
fit the  public  and  be  acceptable  to  the  profession. 
1 cannot  urge  you  strongly  enough,  therefore,  to 
take  steps  now  through  appropriate  state  and  local 
.society  committees  to  meet  with  medical  school 
deans,  state  health  department  directors,  teaching 
hospital  administrators,  and  department  heads  in 
an  effort  to  establish  jointly  a series  of  programs 
under  the  .Act  that  would  be  wholly  beneficial.” 

Named  to  the  .Advisory  Council: 

Dr.  Michael  El.  DeBakey,  Houston,  who  headed 
the  commission  that  recommended  the  program; 
Dr.  John  Willis  Hurst,  .Atlanta,  the  President’s 
(Continued  on  I’age  8) 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\tr,Cranbury,  N.J.  c-  sJei 
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ASHLNGTON  SCENE 

(Continued  from  Page  6) 

heart  specialist;  Dr.  George  E.  iMoore,  Buffalo, 
X.V.;  Dr.  Clark  M.  Millikan,  Mayo  Clinic,  Ro- 
chester. Minn.:  Dr.  Cornelius  M.  Traeger,  New 
York.  X.Y. : Dr.  Leonidas  H.  Better,  Chicago; 
Mary  I.  Bunting.  President  of  Radcliffe  College; 
Gordon  Cuniining.  Sacramenta,  Calif.;  Dr.  Bruce 
Everits.  Ruston.  La.:  Dr.  William  Peeples,  ^lar}’- 
land  Health  Commissioner;  Dr.  Robert  J.  Slater, 
Burlington.  \’t.;  and  Dr.  James  T.  Howell,  Detroit. 

Surgeon  Cieneral  Stewart  will  be  chairman. 

si:  ^ 

Clinical  testing  of  the  experimental  drug  D^ISO 
has  been  discontinued  by  voluntary  agreement  of 
the  drug  sponsors  and  the  Food  and  Drug  Adminis- 
tration. The  action  was  prompted  by  reports  of 
adverse  effects  on  the  eyes  of  laboratory  animals. 
.About  1,000  investigators  had  been  testing  the 
drug  on  thousands  of  human  patients.  Both  the 
.American  Medical  Association  and  FDA  previously 
had  warned  that  attempted  self-medication  isith 
the  material  was  dangerous. 

DMSO  is  produced  as  an  industrial  solvent  as 
well  as  grades  for  medical  research  purposes. 


A special  advisory  committee  of  non-government 
medical  experts  is  conducting  a comprehensive  re- 
view of  side-effects  of  birth  control  pills. 

The  Advisory  Committee  on  Obstetrics  and  Gy- 
necolog}’  was  appointed  in  X'ovember  b\'  the  Food 
and  Drug  Administration  because  of  reports  that 
women  who  had  taken  oral  contraceptive  pills  had 
suffered  thromboembolic  phenomena  including 
strokes,  thrombophlebitis  and  pulmonary  embol- 
lism.  and  various  eye  and  vision  manifestations. 
An  article  in  the  AMA's  Archives  of  Ophthalmol- 
ogy reported  69  cases  of  eye  ailments,  migraine  and 
strokes  among  women  who  had  taken  the  pills. 

As  an  interim  measure,  the  FDA  directed  manu- 
facturers of  the  pills  to  put  on  package  labels  two 
warnings  — 1)  use  should  be  stopped  if  eye  prob- 
lems occur,  and  2 ) women  who  have  had  strokes 
should  not  take  them. 

It  is  estimated  that  more  than  four  million 
American  women  have  been  taking  birth  control 
pills  which  are  manufactured  by  seven  C.S.  drug 
firms. 

At  its  first  meeting  the  seven  members  of  the 
special  committee  — all  medical  school  gynecolo- 
gists and  obstetricians  — concluded  that  there  was 
no  immediate  need  for  immediate  action  on  the 
reports  of  adverse  experience  with  oral  contra- 
ceptive pills.  The  committee  believed  that  “final 
recommendations  . . . can  safely  await  the  con- 
clusion of  its  deliberations.” 

Two  more  committee  meetings  were  scheduled, 
in  Januar\-  and  Alarch.  Dr.  Joseph  F.  Sadusk,  Jr., 
FDA  Aledical  Director,  said  the  Committee  pro- 
bably would  issue  its  final  report  following  the 
March  meeting. 

The  FDA  put  on  computer  tape  and  turned 
over  to  the  Committee  for  evaluation  all  of  the 
clinical  reports  it  had  received  on  suspected  ad- 
verse reactions  from  oral  contraceptive  drugs.  The 
FD.A  pointed  out  that  it  had  “emphasized  previ- 
ously that  these  are  natural!}-  occurring  conditions 
in  some  women  which  have  been  noted  as  far 
back  as  medical  experience  extends.” 

In  a non-related  action,  a thirteen-member  panel, 
one  of  30  making  up  the  \Yhite  House  Conference 
on  International  Cooperation,  proposed  that  the 
I nited  States  make  SI 00  million  available  over 
the  next  three  years  to  help  foreign  governments 
carry  out  family  planning  programs.  The  panel 
also  urged  that  the  Federal  government  set  an  in- 
ternational example  by  cooperating  with  state  and 
local  agencies  to  make  birth  control  information 
services  readily  available  in  this  country.  Richard 
X.  Gardner,  professor  of  law  at  Columbia  Uni- 
versity, headed  the  panel. 


A HUSH... 


fell  over  the  saloon  as  all 
eyes  turned  toward  to  tall 
man  in  the  white  hat, 
“Bully"  Jones,  range  boss  of 
the  Bar  - X,  rose  from  his 
seat,  gun  in  hand.  “.And  who 
might  you  be,  stranger?”  he 
snarled.  “Smith.”  came  the 
calm  reply,  “H.  O.  Smith,” 
“Xot  — not  the  Smith 
who  tamed  Dodge  City?” 
quavered  Jones,  suddenly 
death  - white.  “The  same,” 
answered  the  tall  man,  “and 
I’ve  come  for  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  .Ale.  available 
in  the  full  32-ounce  quart 
bottle.  It  sings  in  the 
glass  . . .” 


JANUARY,  1966 


9 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


.i 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island's  only  Producer  of  Certified  Milk 


The  tell-tale  lesion  on  the  back  of  her  neck 


ARISTOCORT  Topicals  are  particularly  effective  in  controlling  the 
inflammatory  symptoms  of  many  dermatoses  including  neuro- 
dermatitis, atopic  dermatitis,  eczematous  dermatitis,  seborrheic 
dermatitis  and  certain  cases  of  psoriasis.  The  0.1 Cream  or  Oint- 
ment is  usually  effective  in  abating  symptoms  of  skin  conditions 
responsive  to  topical  triamcinolone,  but  the  0.50  Cream  may  be 
preferable  in  more  resistant  cases.  Dotiage:  Apply  small  quantity 
to  area  3 or  4 times  daily.  Side  effects  are  rare.  Contraindications: 
tuberculosis  of  the  skin,  herpes  simple.x,  chickenpo.x,  and  vaccinia. 
Use  with  care  on  infected  areas.  Do  not  use  in  the  eyes.  Supplied  in 
5 and  15  Gm.  tubes  and  lb.  jars.  Also  available  in  foam  form  and 
with  Neomycin. 

k; 

/\  1'*  I O T I'*  T TOPIC.AL  CREAM  0.1% 

XX  1 I AND  OIXTMEXT  0.1% 

Triamcinolone  Acetonide 


L K U E R L E L A R 0 R A T O R I E S 


A 


Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


630*6 
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Here's  A 
New  Car 
Leasing  Service 
With  Special 
Advantages 
for  Physicians  A 


Convenience  — Peace  of  Mind  — You 
will  always  have  a car  when  you  lease 
with  us.  We  will  loan  j'ou  a new  car 
when  your  regular  leased  car  is  getting 
maintenance  or  repair  service.  And 
maintenance  is  provided  free  under 
your  lease.  That’s  not  all.  Your  new, 
1965  car  comes  complete  with  registra- 
tion, plates  and  insurance  ($100,000/ 
$300,000 ) . Your  only  expense  is  gas. 

Tax  Advantages  — completely  tax 
deductible  for  professional  use.  Other 
advantages  too.  Let  us  explain  details 
to  you  personally. 

Frees  Capital  Need  funds  for  equip- 
ment, new  office  space?  No  capital 
investment  needed  when  you  lease 
from  us.  Monthly  payments  are  low. 

Widest  Model  Selection  Any  Buick, 
Cadillac,  Chevrolet,  Oldsmobile,  Pon- 
tiac, Any  Ford  or  Chrysler  product. 
Even  more  . . . you  can  select  any  other 
make  and  model  car.  Immediate  availa- 
bility. 

For  more  information  phone,  or  have  a 
representative  call  on  you.  Or,  visit  us 
yourself.  See  our  wide  selection  of  cars 
and  get  full  details  at  the  same  time. 

"Testimonials  from  doctors  already  leasing 
from  us  are  available  for  your  inspection. 


ELLIOTT 

(fia4e4  Cct/i4,  wc. 


635  Elmwood  Avenue,  Providence 
Phone:  467-6610 
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On  Stelazine®  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 


Susceptibility  Results 
Staphylococci  ^ ^ ‘ 


# OF  CULTURES 

YEAR 

% EFFECTIVE 

6,725 

1962 

88.6%  1 

5,440 

1963 

88.0%  1 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci  ^ 


The  Product 

In  a world  study  of  antibiotics  in  vitro^,  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /3-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being* 


TAO  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References;  1.  Isenberg,  Henry  D : Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al:  Clinical  Medicine  70  547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  Uuly-Aug.)  1964. 
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STANDARDS  OF  PRACTICE  GOVERNING  PHYSICIANS  AND  LAWYERS 

— Adopted  by  the  Rhode  Island  Medical  ociety  House 
of  Delegates,  September  20, 1965  — 


PREAMBLE 


Acnowledging  that  a substantial  part  of  the  prac- 
tice of  law  and  medicine  is  concerned  with  the  prob- 
lems of  persons  who  are  in  need  of  the  combined 
services  of  a lawyer,  doctor  and  hospital,  and  that 
the  public  interest  and  individual  problems  in  these 
circumstances  are  best  served  only  as  a result  of 
standardized  cooperative  efforts  of  all  concerned, 
we,  the  members  of  the  Rhode  Island  Bar  Associa- 
tion and  the  Rhode  Island  iNIedical  Society  do  adopt 
and  recommend  the  following  declaration  of  prin- 
ciples as  standards  of  proper  conduct  for  lawyers, 
doctors  and  others  concerned,  subject  always  to 
rules  of  law  and  standards  of  legal  and  medical 
ethics  prescribed  for  their  individual  professional 
conduct. 

(a)  With  Respect  To  Reports  To  Be  Furnished 
By  Doctors 

1.  The  physicians  upon  proper  authorization 
shall  promptly  furnish  the  attorney  with  a complete 
medical  report,  and  shall  realize  that  delays  in  pro- 
viding medical  information  may  prejudice  the  op- 
portunity of  the  patient  to  either  settle  his  claim 
or  suit,  may  delay  the  trial  of  a case,  or  may  cause 
additional  expense  or  the  loss  of  imjxirtant  testi- 
mony. 

2.  Where  the  report  is  requested  by  someone 
other  than  the  patient,  or  the  patient's  attorney, 
the  doctor  should  insist  upon  written  authorization 
from  the  patient  before  giving  the  information  or 
the  report,  and  his  charge  for  such  report  should 
be  in  an  amount  to  be  agreed  upon  between  him 
and  the  person  seeking  that  report. 

(b)  With  Respect  To  Doctors  Being  Called  To 
Testify  ,h  Witnesses 

1.  It  is  proper,  when  indicated,  that  a confer- 
ence should  be  held  between  the  doctor  and  the 
lawyer  proposing  to  call  him  as  a witness,  at  some 
mutually  convenient  time  before  the  doctor  is  to 
testify. 

Xo  d(Ktor  should  be  subpoenaed  as  a witness  to 
testify  in  any  case  without  giving  the  physician  an 
opportunity  to  confer  with  the  lawyer  calling  him 
concerning  the  matters  about  which  he  is  to  be  in- 
terrogated. unless  both  the  doctor  and  the  lawyer 
agree  that  such  conference  is  unnecessary. 

Because  of  conditions  in  a particular  case  or  juris- 
diction or  because  of  the  necessity  or  protecting 
himself  or  his  client,  the  attorney  is  sometimes  re- 


quired to  subpoena  the  physician  as  a witness.  Al- 
though the  physician  should  not  take  offense  at 
being  subpoenaed  the  attorney  should  not  cause 
the  subpoena  to  be  issued  without  prior  notification 
to  the  physician.  The  duty  of  the  physician  is  the 
same  as  that  of  any-  other  person  to  respond  to 
judicial  process. 

2.  It  is  recognized  that  if  a consultation  fee  is 
to  be  charged  to  the  patient  by  the  doctor  for  such 
conference,  the  amount  of  such  fee  must  in  all  cases 
depend  upon  the  circumstances.  Therefore,  the 
amount  of  the  fee,  if  any,  to  be  charged  to  the  pa- 
tient for  such  conference  shall  be  a matter  of  agree- 
ment betw'een  the  doctor,  lawyer  and  patient. 

3.  It  is  recognized  that  the  duty  of  the  doctor 
includes  not  only  the  treatment  of  the  patient,  but 
also  making  available  for  the  patient’s  use  the  past 
and  present  facts  of  his  situation  to  the  end  that 
justice  may  be  served.  Accordingly,  the  doctor, 
when  properly  requested  by  the  patient,  either  di- 
rectly or  through  his  attorney,  shall  appear  in  court 
and  there  testify  with  full,  fair  and  candid  answers 
to  the  questions  propounded  to  him  concerning  such 
facts  and  his  opinions  relative  thereto.  The  doctor 
is  entitled  to  a fair  and  reasonable  compensation 
for  such  services,  but  the  same  shall  not  be  con- 
ditioned upon  or  measured  by  the  amount  of  the 
patient's  recovery  of  damages  in  the  litigation. 

4.  It  is  recognized  that  the  dispatch  of  the  bus- 
iness of  the  courts  cannot  depend  upon  the  conve- 
niences of  litigants,  the  lawyers  or  the  witnesses, 
including  doctors  who  are  to  be  called  to  testify. 

Insofar  as  it  is  in  their  power  to  do  so,  however, 
lawyers  should  make  advance  arrangements  for  the 
attendance  of  doctors  as  witnesses,  as  will  have  due 
regard  for  the  professional  demands  upon  the  doc- 
tor’s time.  Such  advance  arrangements  contemplate 
some  reasonable  notice  to  the  doctor  of  the  inten- 
tion to  call  him  as  a wdtness,  and  calling  the  doctor 
by  phone  after  the  trial  has  commenced  and  advis- 
ing him  of  the  approximate  time  when  he  w'ill  be 
called  to  testify. 

5.  Xo  arrangement  shall  be  made  whereby  the 
amount  of  the  doctor’s  charge  for  his  time  as  a wit- 
ness shall  be  determined  by  the  amount  of  recov- 
ery by  the  patient  in  the  litigation  and  nothing 
herein  is  intended  to  alter  the  rules  of  law  wdth  re- 

(CoiUinued  on  Page  18) 


^ lower  mg.  intake  per  24  hours 
600  mg.  versus  1000  mg. 
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higher 

activity  levels 
than  other 
tetracyclines- 
with  less 
peak-and-valley 
fluctuation 


From  Sweeney,  W.  M.;  Dornbush,  A.  C.,  and  Hardy,  S.  M.;  Amer.  J.  Med.  Sci.  243:296  (Mar.)  1962 


level  of  antibiotic  control  DEJVanmWHWBTErRACVCLINE 

150  mg.  CAPSULES 


'ffective  in  a wide  range  of  everyday  infections— respiratory,  urinary 
ract  and  others— in  the  young  and  aged— the  acutely  or  chroni- 
ally  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
tide  effects  typical  of  tetracyclines  include  glossitis,  stomatitis, 
roctitis,  nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of 
onsusceptible  organisms,  tooth  discoloration  (if  given  during 
3oth  formation)  and  increased  intracranial  pressure  (in  young 
ifants).  Also,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage 


in  impaired  renal  function.  Because  of  reactions  to  artificial  or 
natural  sunlight  (even  from  short  exposure  and  at  low  dosage), 
patient  should  be  warned  to  avoid  direct  exposure.  Stop  drug 
immediately  at  the  first  sign  of  adverse  reaction.  It  should  not  be 
taken  with  high  calcium  drugs  or  food;  and  should  not  be  taken 
less  than  one  hour  before,  or  two  hours  after  meals. 

Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage;  150  mg.  q.i.d.  or  300  mg.  b.i.d. 


■EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  NewJorM 


Blood-glucose 
screening  for  ^ 
your  patients? 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix?  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 

‘Marks,  V..  and  Dawson.  A.: 

Brit.  M.  J.  7:293,  1965. 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions" 


"•  DEXTROSTIX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


Atvies 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


ing  a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804  P 


Geigy 


Butazolidin^alka 


phenylbutazone  100  mg. 

dried  aluminum 

hydroxide  gel  100  mg. 

tj  magnesium  trisilicate  150  mg. 
9?  homatropine 

Ifl  methylbromide  1.25  mg. 


fi'The  trial  period  need  not  exceed  1 week.  In 
h contrast,  the  recommended  trial  period  tor 
M indomethacin  is  at  least  1 month. 


That’s  why  it’s  logical  to  start  therapy  with 
Jj  Butazolidin  alka — you’ll  know  quickly  whether 
ifj  or  not  it  works.  And  usually,  it  will. 


ij  A large  number  of  investigators  have  re- 
Bj  ported  major  improvement  in  about  75%  of 
4^  cases.  Some  patients  have  gone  into  remis- 
Sion.  Relief  of  stiffness  and  pain  may  be  fol- 
M lowed  quickly  by  improved  function  and  res- 
l"  olution  of  other  signs  of  inflammation.  And 

! ‘Butazolidin  alka  is  well  tolerated,  especially 
j since  it  contains  antacids  and  an  antispas- 
xj  modic  to  minimize  gastric  upset. 

Contraindications 

t|  Edema,  danger  of  cardiac  decompensation; 
K history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile,  or  when  other  potent  drugs  are  given 
is  concurrently.  Large  doses  are  contraindi- 
^|cated  in  patients  with  glaucoma. 

K Precautions 

L Obtain  a detailed  history  and  a complete 
^physical  and  laboratory  examination,  includ- 
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LAWYERS  AND  PHYSICIANS 

(Concluded  from  Page  14) 

ference  to  attendance  of  witnesses  and  fees  for  their 
attendance,  nor  the  law  with  reference  to  privileged 
communications. 

(c)  In  Aid  Oj  Compensation  For  Doctor 

When  the  doctor  has  not  been  fully  paid  by  the 

patient,  either  for  his  regular  professional  services 
or  for  his  time  as  a witness  or  both,  the  lawyer  shall 
request  the  permission  of  the  patient  to  pay  the 
doctor  directly  for  such  services  out  of  any  money 
which  the  lawyer  may  recover  on  behalf  of  such 
patient. 

(d)  Joint  Committee  Continued 

Representatives  appointed  by  the  Rhode  Island 

Bar  Association  and  the  Rhode  Island  Medical  So- 
ciety shall  constitute  a Joint  Committee  to  imple- 
ment this  agreement  and  recommend  revisions  as 
they  become  necessary. 

The  public  airing  of  any  complaint  or  criticism 
by  a member  of  one  profession  against  the  other 
profession  or  any  of  its  members  is  to  be  deplored. 
Such  complaints  or  criticism,  including  complaints 
of  the  violation  of  the  principles  of  this  Code,  shall 
be  referred  by  the  complaining  doctor  or  lawyer 
through  his  own  association  to  the  appropriate  as- 
sociation of  the  other  profession,  and  such  com- 
plaints or  criticism  shall  be  promptly  and  adequate- 
ly processed  by  the  association  receiving  them. 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

fienaclyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamaie-Drov/siness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  considt  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone® 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 2b0  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules'^,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 
upon  request.  EH  Lilly  and  Company, 

Indianapolis,  Indiana.  501280 
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I don’t  think  that  the  title  arouses  much  emotion. 

The  word  ‘‘association”  could  mean  any  number 
of  things.  As  we  go  along,  perhaps  it  will  mean  a 
different  thing  every  15  minutes.  Certainly  we  want 
to  touch  on  hospital  associations,  such  as  the  Amer- 
ican Hospital  Association,  and  state  and  regional 
hospital  associations  and  councils. 

More  central  to  the  issue  perhaps  is  the  future 
and  the  problems  that  all  of  face,  singly  and  to- 
gether, in  the  field  of  hospitals  and  health. 

EVOLUTION  OF  THE  MODERN  HOSPITAL 
First  of  all,  we  might  trace  the  evolution  of  the 
modern  hospital  to  its  present  central  position  in 
health  matters.  No  one  would  deny  that  what  was 
at  one  point  merely  a house  of  despair  for  the  in- 
digent sick  and  the  poor  has  now  evolved  into  a 
medical  health  center  which  is  expected  to  take 
positive  action  for  all  social  and  economic  classes, 
and  not  for  the  indigent  sick  alone. 

I think  today  in  our  society  we  pay  too  little 
attention  to  history.  I am  always  reminded  of  the 
philosopher  George  Santayana  who  said  that  “He 
who  knows  no  history  is  doomed  to  relive  it.”  iMy 
wife  one  night  showed  me  a statement  about  the 
delinquent  state  of  our  children  and  about  how  bad 
and  misbehaved  they  are.  I said  that  is  exactly  so, 
and  then  she  told  me  later  that  .\ristotle  had  written 
the  statement.  It  sounds  just  like  what  we  read 
today.  Furthermore,  if  you  trace  the  problems  of 
medicine  and  doctors  and  hospitals  over  the  last 
century,  or  even  since  the  beginning  of  time,  one 
will  find  certain  inevitable  historical  forces.  There 
has  always  been  a tug-of-war  between  doctors  and 
society  at  large.  There  has  always  been  a tug-of-war 
between  overall  hospital  interests  and  individual 

* Read  at  the  33rd  .Annual  Meeting  of  the  Hospital 
■Association  of  Rhode  Island,  at  Providence,  R.I., 
September  30,  1965.  The  presentation  by  Doctor 
Knowles  was  spontaneous  and  not  from  a prepared 
text.  The  original  stenographic  notes  have  been 
edited  for  this  pul)lication. 


physician  interests.  Some  of  these  conflicts  are 
inevitable  and  are  phenomena,  not  problems,  for 
there  is  no  ultimate  solution. 

.\t  the  turn  of  this  century,  one  hospital  to  which 
I can  refer  if  you  will  forgive  me,  the  Massachusetts 
General  Hospital,  was  a hospital  of  roughly  250 
beds  totally  for  the  indigent  sick  of  the  community. 
It  wasn’t  until  1917  that  the  Phillips  House,  which 
contains  private  rooms  for  private  patients,  was 
built.  This  type  of  building  occurred  at  about  the 
same  time  around  the  country.  It  was  primarily  for 
the  well-to-do  sick,  who  by  that  time  found  it  more 
to  their  advantage  to  go  to  the  hospital  rather 
downtown  to  the  doctor’s  office,  or  more  advan- 
tageous even  than  having  their  surgery  at  home. 
-As  late  as  1915  a member  of  our  own  staff  had  his 
appendix  taken  out  at  home,  not  in  the  hospital 
where  he  took  care  of  his  patients. 

I must  also  remind  you  that  it  wasn't  really  until 
the  turn  of  this  century,  1898,  that  Roentgen  de- 
scribed the  magic  x-ray,  and  it  wasn’t  until  1902 
that  we  in  fact  had  an  x-ray  machine  in  the  hospital. 
It  wasn't  until  the  First  World  War  that  blood 
typing  evolved  and  blood  transfusions  began  to  be 
safe  procedures.  It  wasn’t  until  1945  that  our  own 
hospital  had  a refrigerator  to  keep  blood  on  hand 
to  be  readily  available  to  our  patients. 

The  1930’s  saw  some  remarkable  social  changes 
in  this  country.  Perhaps  the  first  major  social  revo- 
lution in  this  century  occurred  when  the  Social 
Security  .Act  was  made  law  in  1935.  Just  prior  to 
that  time,  and  following  the  Depression,  the  Blue 
Cross  system  was  developed  by  a group  of  profes- 
sors at  Baylor  L’niversity  in  Te.xas.  It  wasn't  until 
the  early  1930’s  that  combined  organized  communi- 
ty philanthropy  was  begun,  federated  giving.  United 
Funds,  Community  Chests,  and  so  on. 

By  1930  or  1935  most  hospitals  has  provisions  for 
the  rich  sick  and  the  poor  sick.  But  there  was 
nothing  for  those  people  in  between.  The  great 
.American  middle  class  would  either  be  driven  to 
the  poor  house  if  they  went  through  our  Phillips 
House,  or  they  could  not  qualify  for  charity  in  our 
Bulfinch  Building.  In  the  1930’s  most  hospitals 
developed  semi-private  facilities  and  small  efficient 
(Continued  on  next  page) 
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rooms.  Many  of  them  started  their  own  informal 
prepayment  systems  and  guaranteed  by  a means 
test  who  could  qualify  for  them.  The  staff  would 
charge  these  patients  minimal  and  nominal  fees.  In 
the  period  1928  to  1935.  most  of  the  social  changes 
in  medicine  that  we  know  today  started. 

By  the  1940’s.  in  the  Second  World  War,  it  be- 
came quite  clear  that  private  philanthropy  and  pri- 
vate institutions  could  no  longer  support  medical 
research.  It  wasn't  until  the  end  of  the  Second  World 
War  that  federal  intervention  became  an  absolute 
necessity  in  the  financing  of  medical  science.  ^lany 
of  the  teaching  hospitals  and  universities  of  this 
country  built  their  medical  science  buildings  during 
t'ne  years  1940  to  1950.  Those  that  didn't  are  now 
far  behind  in  terms  of  their  contribution,  their  abil- 
ity to  attract  first-class  students,  and  so  on. 

Finally  today,  after  100  years  of  advance  in  me- 
dicine. we  have  a hospital,  a house  which  is  designed 
for  all  social  and  economic  classes.  It  has  turned 
its  eyes  towards  the  prevention  of  disease  as  well  as 
the  curative  passive  function  of  letting  you  come 
in  after  the  fact.  It  has  to  solve  all  types  of  social 
and  economic  problems,  and  social  disease  as  well 
as  organic  disease,  and  remember  that  the  word 
“disease"  really  means  dis-  ease,  a lak  of  ease.  When 
people  today  feel  a lack  of  ease,  they  usually  come 
to  the  hospital  or  to  the  doctor  first. 

THE  CENTRAL  POSITION  OF  THE  HOSPITAL 

There  are  many  social  and  economic  problems  in 
our  community  over  which  medicine  and  doctors 
and  hospitals  have  absolutely  no  control.  These 
social  and  economic  problems  frequently  result  in 
a feeling  of  disease,  which  we  call  mental  illness 
or  a mild  neurosis.  They  may  result  in  actual  or- 
ganic disease,  such  as  ulcers  and  hypertension.  All 
classes  of  people  come  to  the  hospital  and  to  doc- 
tors expecting  some  sort  of  magic,  whereas  the  doc- 
tor really  only  has  control  over  certain  segments 
of  the  things  that  give  rise  to  the  problems  at  large 
in  the  community  and  in  each  one  of  us  as  indi- 
viduals. 

With  the  hospital  assuming  its  very  central  po- 
sition as  a health  center,  more  and  more  people  are 
coming  to  the  hospital,  sometimes  looking  to  the 
hospital  as  the  doctor.  Doctors  are  human  beings. 
Many  of  them  are  becoming  busier  and  busier,  and 
the  shortage  of  doctors  increases.  They,  as  the  rest 
of  us.  feel  that  an  .occasional  half-a-day  off,  or  an 
occasional  weekend  off  will  lead  to  better  work  on 
their  part,  and  greater  longevity,  and  a better  state 
of  health  for  themselves,  .-^n  emergency  room  has 
developed  to  pick  up  the  various  gaps  in  no-home 
visits,  or  non-availability  at  certain  times.  1 am 
not  criticizing  this. 


The  doctor  today,  as  has  been  shown  time  and 
again,  is  doing  three  or  four  times  as  much  work 
as  his  counterpart  did  20  or  30  years  ago.  He  can 
do  it  more  efficiently.  He  has  more  technical  fa- 
cilities at  hand  and  is  under  more  pressure  to  do 
a greater  volume  of  work.  You  and  I who  like  to 
be  talked  to  can't  get  that  talk,  which  is  why  we 
went  there.  Occasionally  we  use  the  pretense  that 
we  have  a stomache  ache  because  we  like  to  have 
someone  listen  to  us. 

AHA  ESTABLISHES  STUDY  COMMITTEE 

year  or  two  ago  it  became  quite  clear  that  the 
■American  Hospital  .Association  ought  to  review  what 
it  was  doing.  Its  dilemma  really  became  obvious  as 
the  debate  on  the  federal  Aledicare  Bill  reached  a 
climax.  In  that  the  one  thing  that  the  hospital 
wanted  preserved  was  its  current  status  as  a social 
instrument,  a coordinating  force  to  provided  all 
types  of  health  services  under  some  central  organi- 
zation of  doctors,  nurses  (and  so  on)  the  main 
battle  was  lost. 

■As  a result,  today  we  are  going  to  have  a major 
disruption  in  the  relationship  of  physicians  to  hos- 
pitals and  to  patients,  when  as  of  July  1.  1966  we 
no  longer  send  one  bill  for  hospitalization,  but  as 
many  as  six  different  bills.  If  you  come  into  the 
hospital  with  a stomach-ache,  you  have  an  x-ray, 
and  have  anesthesia,  and  the  urine  goes  to  a pathol- 
ogist, and  you  have  physiotherapy  afterwards  be- 
cause your  leg  pains  bother  you.  In  the  meantime 
you  have  a couple  of  cardiograms  and  couple  of 
encephalograms  because  you  acted  peculiar  one 
night  about  2 in  the  morning.  Pretty  soon  you  will 
get  a separate  bill  from  each  of  the  professional 
services,  whereas  the  hospital  over  the  last  hundred 
years  in  this  country  had  finally  reached  the  point 
where  it  could  guarantee  you  organized  services  on 
a well-organized  basis. 

Doctors  have  always  been  the  avowed  enemy  of 
bureaucracy.  The  doctor  is  trained  to  take  immedi- 
ate action  and  to  be  in  complete  control  of  the 
patient  and  the  team  that  surrounds  the  care  of  the 
patient.  .As  he  carries  out  his  role,  he  learns  to 
e.xpect  immediate  rewards,  emotional  rew'ards,  intel- 
lectual rewards,  and  ultimately  financial  rewards  — 
the  immediate  reward  when  taking  care  of  the  acute 
situation,  the  emotional  and  intellectual  reward  from 
being  able  to  help  you,  and  make  decisions,  and 
run  a team  which  may  consist  of  as  many  as  15 
people  at  3 in  the  morning,  if  you  have  a dire  situ- 
ation. He  has  to  have  a certain  degree  of  freedom, 
and  freedom  to  move  and  control  the  situation.  .All 
of  a sudden,  this  man  whom  you  have  brainwashed 
into  the  situation  through  four  years  of  medical 
school,  and  four  years  on  the  house  staff,  you  say. 
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“Doctor,  I want  you  to  sit  on  committee  with  us 
for  the  next  ten  months,  and  with  15  other  people, 
and  take  a balanced  view  of  this  whole  thing.”  You 
can't  take  immediate  action.  There  are  no  immedi- 
ate rewards.  Any  that  will  come  will  be  long  in 
coming,  and  be  shared  with  everybody  else.  How 
would  you  like  that? 

Physicians  have  not  been  prepared  by  training 
and  experience  to  interest  themselves  in  overall 
problems  of  planning.  While  the  Massachusetts  Me- 
dical Society  spends  much  time  talking  about  fi- 
nancial and  political  relationships  to  hospitals,  pa- 
tients, and  the  government,  there  is  almost  no  dis- 
cussion devoted  to  long-range  planning  or  to  major 
issues  of  positive  action. 

It  was  decided  that  the  American  Hospital  Asso- 
ciation ought  to  try  to  review  its  tremendous  struc- 
ture and  program  and  decide  what  over  the  next 
20  or  30  years  are  going  to  be  the  problems  arising 
from  this  very  central  position  that  the  hospital 
occupies,  and  how  its  national  organization  should 
be  reorganized,  cut  down,  or  expanded  in  certain 
areas  in  order  to  meet  these  problems. 

The  initial  review  started  out  with  the  so-called 
Erown  Report  which  traced  the  historical  evolution 
of  the  hospital  to  the  medical  center  today.  It  is  a 
very  articulate,  well-written,  and  balanced  state- 
ment. After  the  Brown  Report  was  submitted,  this 
author  was  asked  to  be  the  chairman  of  the  com- 
mittee to  review  and  reorganize  the  structure  of  the 
American  Hospital  Association  for  the  future.  I 
have  had  two  or  three  meetings  so  far.  It  is  a great 
responsibility.  The  first  thing  we  did  was  to  try  to 
enumerate  the  forces  that  the  hospital  will  have  to 
contend  with  in  the  future.  What  are  the  forces  that 
the  hospital  will  have  to  contend  with  in  the  future? 
What  are  the  forces  that  are  going  to  shape  the 
future  of  hospitals  and  medical  care  in  this  country? 

POPULATION 

First  of  all,  and  very  important,  is  the  population 
itself,  the  study  of  which  is  called  demography. 
What  about  population?  W want  to  know  the  num- 
ber. We  want  to  be  aware  of  the  fact  that  the  num- 
ber of  people  over  age  65  by  1970  will  go  from 
17j4  million  to  20  million,  which  is  roughly  ten  per 
cent  of  the  entire  population  of  the  United  States 
and  interestingly  enough  is  almost  half  of  the  popu- 
lation of  the  Briti.sh  Isles. 

We  also  want  to  know  about  their  concentration 
and  whether  there  is  a shift  to  urban  or  suburban 
living.  There  is  plenty  of  evidence  in  the  northeast- 
ern United  States,  stretching  from  Boston,  Xew 
York,  and  Providence  to  Washington,  that  there 
is  suburban  concentration  and  an  exodus  from  ur- 
ban locations.  Xow  that  shift  is  beginning  to  be 
reversed  because  of  the  urban  renewal  program. 
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which  is  building  more  and  more  low-cost  housing 
in  our  cities. 

We  also  want  to  know  about  their  social,  eco- 
nomic, and  cultural  groupings.  We  have  to  pay 
attention  to  the  cultural  differences  among  people. 
There  is  a difference  between  the  Italian,  Jew, 
Chinese,  English  Protestant,  X'egro,  and  so  on  as 
to  their  view's,  medical  care,  and  health  wants  and 
needs,  and  the  best  way  they  can  be  made  to  under- 
stand our  services  so  that  they  can  utilize  them  well. 

DISTRIBUTION  OF  PHYSICIANS  AND 
PARAMEDICAL  PERSONNEL 

Secondly,  we  wanted  to  know  about  the  number 
and  distribution  of  physicians,  dentists,  nurses, 
technicians,  and  hospital  personnel  generally.  We 
all  know  that  there  unquestionably  is  a shortage  of 
physicians  in  this  country.  In  certain  areas  it  is 
worse  than  others.  The  cities  of  XTw  York  and  Bos- 
ton have  probably  the  highest  ratio  of  physicians  to 
population  of  any  places  in  the  world.  But  30  miles 
aw'ay,  you  may  find  the  lowest  concentration. 

We  all  know  that  there  is  a shortage  of  nurses. 
We  know  that  the  nurses’  position  in  the  hospital 
has  always  been  an  ambiguous  one.  The  very  fact 
that  they  are  women  makes  a difference.  Why 
haven’t  we  been  able  to  attract  more  girls  to  come 
in  nursing?  Because  it  has  been  kept  a low-status 
occupation.  Hospital  administration  and  third-party 
payers  will  pay  the  girls  only  an  average  of  $2.50 
to  $3.00  an  hour,  while  our  bricklayers,  electricians, 
and  hod  carriers  are  up  to  $5  and  $6  an  hour. 

Today  for  example  in  our  hospital  where  the  cost 
is  $50  a day,  $12  of  the  $50  goes  into  the  salaries 
of  our  nurses.  That  is  roughly  what  it  is  around 
the  country  today.  Twenty-four  or  25  per  cent  of 
the  daily  hospital  cost  goes  into  nurses’  salaries. 
Yet,  we  don’t  have  enough  nurses  in  the  Massa- 
chusetts General  Hospital;  we  still  don’t  pay  them 
enough.  They  ought  to  be  paid  $5  an  hour  as  far 
as  I am  concerned,  which  would  double  that  $10 
or  $12  a day  to  $24  or  $25  a day  on  the  hospital’s 
total  per  diem  cost. 

I laugh  when  the  politician  and  third-party  pay- 
ers tell  us  to  cut  our  costs.  When  we  finally  get, our 
employees  salaries  and  fringe  benefits  up  to  where 
they  ought  to  be  in  hospital  life,  our  cost  per  day 
will  be  a hundred  dollars.  If  I had  my  way  about 
it,  it  would  be  a hundred  dollars  a day,  because  we 
could  then  recruit  these  crucial  people  to  work  in 
the  hospital  and  we  could  treat  them  like  decent 
human  beings  instead  of  counting  on  their  love  and 
commitment  to  humanitarian  purposes  to  satisfy 
them  completely.  It  is  not  fair  to  ask  that  of  them 
continually,  although  it  is  certainly  one  of  the 
major  attractions  for  all  of  us  who  work  in  hospitals. 

(Continued  on  next  page) 
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AFTERCARE  AND  EXTENDED  CARE  FACILITIES 

Thirdly,  what  about  the  whole  situation  of  after- 
care and  extended  care  facilities  in  relation  to  me- 
dical care,  hospitals,  and  the  federal  government? 
Physicians  in  private  agencies  and  private  systems 
would  never  pay  much  attention  to  nursing  homes. 
They  were  not  built  on  a voluntary  basis,  but  were 
left  to  proprietary  and  sometimes  underworld  in- 
terests to  be  operated  for  a handsome  profit.  The 
federal  government  in  its  wisdom  decided  to  ration- 
alize our  use  of  them.  I believe  they  are  right.  The\'^ 
are  going  to  require  everybody  over  the  age  of  65 
to  go  to  a hospital  before  going  to  a nursing  home. 
The  hospital,  therefore,  now  has  to  assume  respon- 
sibility for  assuring  that  its  patients  are  referred  to 
the  appropriate  extended  care  facility. 

We  shall  be  required  to  furnish  some  evidence 
of  affiliation  with  extended  care  facilities  such  as 
nursing  homes.  We  shall  now  have  an  obligation  to 
go  out  and  look  at  them.  If  the  proprietary'  inter- 
ests hadn't  built  nursing  homes,  we  wouldn't  have 
them  today,  simply  because  those  responsible  for 
medical  education  and  the  teaching  hospitals,  which 
set  the  standards  of  excellence  in  this  country  today, 
have  never  assumed  the  responsibility. 

FINANCING 

What  about  the  fourth  area,  that  of  financing? 
Over  the  last  15  years  as  industry  and  business 
have  become  more  complicated,  the  comptroller,  who 
knows  how  the  dollars  come  in  and  about  the  sub- 
division of  income  and  where  it  goes,  is  really  the 
only  person  who  knows  what  is  going  on  in  an 
institution.  Many  comptrollers  have  become  leaders 
of  major  industries. 

When  I became  Director  1 determined  to  see 
the  accountant  and  find  out  where  the  dollars  came 
from  and  where  they  went.  The  first  thing  I found 
out  was  that  the  State  Welfare  in  ^lassachusetts 
had  never  paid  the  hospitals  their  costs  for  services. 
We  poured  in  our  endowment  income  of  a million- 
and-a-half  dollars  a year.  But  two  years  ago,  we 
were  up  to  the  rate  of  four-and-a-half  million  dol- 
lars of  free  and  unreimbursed  care  as  against  this 
endowment  income  of  one-and-a-half  million.  We 
had  three  million  dollars  to  make  up.  Where  did 
we  overcharge  the  paying  patients? 

In  the  Phillips  House  we  charged  S50  when  it 
could  be  $40.  and  similarly  in  the  Baker  House. 
Third-party  payers,  the  commercial  carriers,  and 
Blue  Cross  were  paying  this,  until  two  years  a.go 
Massachusetts  Blue,  Cross  with  its  comprehensive 
contract  refused  to  pay  the  overcharge  and  the  wel- 
fare department  balking  on  raising  the  welfare  rate. 
.\nd  the  direct-paying  patients  were  diminishing  in 
number. 

We  worked  on  this  for  a year-and-a-half.  We 
succeeded  in  getting  a change  in  the  Blue  Cross 
contract  which  is  now  before  the  supreme  judicial 


court;  and  perhaps  this  year  the  Welfare  Depart- 
ment may  actually  give  up  our  costs  for  the  first 
time  since  the  State  of  Massachusetts  began. 

\\’hat  we  finally  decided  to  do  was  to  study  all 
the  various  economic  lifelines  of  the  hospital.  We 
were  struggling  to  straighten  out  everybody’s  re- 
sponsibility and  have  everybody  understand  why 
he  had  to  supjwrt  what  had  now  become  an  inalien- 
able birth-right.  These  are  problems  not  only  in 
Massachusetts  and  Rhode  Island,  but  all  over  the 
country. 

Furthermore,  I became  involved  in  the  problem 
of  what  happens  when  politicians  are  in  complete 
control  of  hospitals.  I can  tell  you  what  happens.  I 
have  seen  this  in  Jackson  Memorial  Hospital  in 
iMiami,  in  the  Jefferson  Davis  Hospital  in  Houston, 
Texas,  in  the  Philadelphia  General  Hospital,  and  in 
the  Boston  City  Hospital.  Politicians  have  never 
given  enough  money  to  keep  up  hospital  facilities. 
Practically  speaking,  there  isn’t  a single  county, 
municipal,  state,  or  federal  hospital  in  the  country 
today  more  than  20  or  30  years  old  which  can  hold 
a candle  to  a voluntary  hospital. 

If  this  is  what  happens  when  our  political  repre- 
.sentatives  have  complete  control,  what  are  we  going 
to  do  when  the  federal  government  is  paying  for 
everybody  over  65  and  State  Welfare  for  the  indi- 
gent sick.  By  July  1,  1966,  perhaps  30  or  40  per 
cent  of  our  whole  income  will  be  coming  from  state 
and  federal  sources.  Political  forces  have  never  kept 
health  facilities  up  to  snuff.  We  don’t  want  to  see 
histor\’  repeat  itself  over  the  next  ten  years. 

STANDARDS  AND  CONTROLS 

The  fifth  force  to  contend  with  is  the  business 
of  standards  and  controls.  Traditionally  in  this 
country  we  set  minimal  standards  and  never  maxi- 
mum standards  — always  minimal  and  frequently 
inadequate.  Xo  one  ever  talks  about  what  is  maxi- 
mum. We  are  in  a state  of  confusion. 

The  Joint  Commission  on  .Accreditation  of  Hos- 
pitals which  is  a combined  joint  committee  of  the 
-American  College  of  Physicians,  the  .American  Col- 
lege of  Surgeons,  the  .AM.A,  and  the  .American  Hos- 
pital .Association,  accredits  hospitals  throughout  the 
country  and  sets  standards.  It  has  done  a creditable 
and  valuable  job.  X'ow  what  will  happen  to  nursing 
homes? 

For  some  reason,  the  .AAI.A  objected  to  the  Joint 
Commission  on  .Accreditation  having  much  to  do 
with  the  accreditation  of  nursing  homes.  They 
thought  they  should  be  doing  it  by  themselves.  Why 
do  you  suppose  that  was?  It  appears  that  one  minor 
reason  was  because  so  many  doctors  own  profit- 
making nursing  homes  in  this  country  today.  .At 
least  they  do  in  Alassachusetts.  One  of  my  main 
antagonists  owns  a string  of  them;  he  complains  to 
the  public.  “They  are  going  to  raise  standards  and 
costs  so  high,  that  the  people  will  suffer.”  That  is 
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true  about  standards  and  costs.  It  will  also  drive 
him  out  of  business. 

AREA-WIDE  AND  REGIONAL  PLANNING 

The  sixth  consideration,  regional  and  so-called 
area-wide  planning,  involves  the  whole  business  of 
voluntary  regional  planning  versus  mandatory  re- 
gional planning  via  state  and  federal  legislation. 
The  handwriting  is  on  the  wall.  The  federal  cancer, 
heart  disease,  and  stroke  legislation  implies  you 
must  have  regional  planning.  The  ^Medicare  Bill 
enforces  some  regional  planning  by  requiring  hos- 
pitals to  have  communication  with  community  fa- 
cilities and  by  requiring  patients  to  be  admitted  to 
hospitals  before  they  are  eligible  for  payments.  The 
federal  government  has  decided  to  rationalize  our 
services  for  us.  The  federal  government  picks  up 
what  voluntary  agencies  and  local  communities  are 
not  willing  or  able  to  do  themselves. 

SOCIAL  CONCEPTS 

Seventh,  we  must  consider  the  social  concept  in- 
volved in  the  provision  of  health  care.  First  of  all 
in  this  connection,  there  is  the  mobility  of  popula- 
tion. In  this  country  something  like  25  per  cent 
of  the  people  move  every  four  or  five  years.  It  would 
never  happen  in  Europe.  We  are  an  extremely 
mobile  population.  We  move  from  here  to  Cleveland 
for  a new  job,  and  ten  years  later  we  move  over 
to  Arizona.  We  just  keep  moving.  This  is  important 
in  terms  of  health  needs  and  continuing  care,  and 
so  on. 

Second  in  this  context  is  the  greatly  increased 
sophistication  of  the  procurers  who  are  demanding 
the  best.  Why  are  they  so  sophisticated?  Every 
newspaper,  the  Ladies  Home  Journal,  every  news 
media  in  the  United  States  today  bombards  you 
constantly.  If  you  escape  the  newspaper  or  the  La- 
dies Home  Journal,  you  will  get  it  at  eleven  o’clock 
in  your  bedroom  looking  at  that  thing  that  stupefies 
the  intelligence  and  intellectual  capacity  of  175 
million  people,  television.  The  public  is  more  so- 
phisticated; they  know  more.  They  understand  the 
successes  and  failures  of  medicine.  They  have 
stripped  the  charismatic  robes  from  the  medical 
profession.  We  don’t  have  secrets  any  more  and  the 
long  white  coats  to  hide  behind.  People  know  more 
about  us  and  want  us  to  be  the  best  people  in  the 
community.  They  have  ways  of  finding  out  whether 
we  are  or  not,  which  creates  a challenge. 

Next  is  the  social  concept.  We  live  in  an  extremel}' 
affluent  society,  but  with  major  pockets  of  poverty. 
It  is  estimated  there  may  be  as  many  as  40  million 
of  200  million  people  with  less  than  $2,000  or 
$3,000  a year,  and  therefore  qualify  for  the  defi- 
nition of  poverty. 

It  also  means  that  most  of  the  house  staffs  in 
this  country  qualify  for  the  poverty  program.  We 
are  paying  them  $3,000  a year.  We  are  charging 
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third-party  payers  only  $2.50  for  24  hours  of  cov- 
erage by  a graduate  medical  man  in  training  as  resi- 
dent. We  want  to  get  the  $2.50  up  to  $5  for  24 
hours  all  day  and  all  night.  For  a charge  of  only 
$5  we  can  raise  the  house  officers’  salaries  up  to 
S6,000  to  help  recruit  good  men.  The  AMA  two 
or  three  years  ago  by  failing  to  accept  the  report 
of  the  Council  on  Medical  Education  which  recom- 
mended payment  to  interns  and  residents  out  of 
third  party  payments  lost  one  of  the  major  oppor- 
tunities to  recruit  more  and  better  people  to  their 
own  profession. 

Next  are  national  policy  considerations.  We  have 
to  take  cognizance  of  tthe  definite  trend  towards 
t'ce  welfare  state  and  socialization  in  our  country 
today.  The  issue  is  whether  we  can  start  a new 
type  of  dialogue  with  the  state  and  federal  govern- 
ments so  that  we  can  maintain  a voluntary  system, 
help  a federal  system  to  be  optimal,  and  have  a 
nice  balance  of  power  between  the  two  for  the  ulti- 
mate benefit  of  the  community. 

Then  there  is  the  changing  role  of  the  hospital 
which  we  have  touched  upon  briefly.  Lmtil  recent 
years  the  whole  function  of  the  hospital  was  acute 
curative.  If  you  had  an  acute  ailment,  you  were 
admitted  and  it  was  either  cured  or  stabilized,  and 
you  were  sent  out.  There  was  no  extension  of  the 
hospital  through  its  staff  or  its  interest  to  public 
health  associations,  or  to  the  communitv  caring 
professions,  no  communication  with  nursing  homes, 
and  no  attempt  to  educate  pupils  about  their  health 
or  bring  preventive  measures  to  bear.  All  of  this 
was  done  by  the  public  health  officers  who  long 
ago  were  sent  to  the  back  room  and  never  allow'ed 
to  see  medical  students. 

SPECIALIZATION  AND  ADVANCES  IN 
MEDICAL  TECHNOLOGY 
The  eighth  subject  has  to  do  with  the  whole  phe- 
nomenon of  specialization  and  advances  in  medical 
technology.  We  are  building  a Uj/j  million  dollar 
building  in  our  hospital  which  was  started  a week 
or  two  ago.  The  major  part  of  that  building  is  de- 
signed to  provide  increased  facilities  and  housing 
for  our  technical  facilities,  radiology,  and  blood- 
banking. We  give  20,000  units  of  blood  a year, 
which  is  one-fifth  of  all  the  blood  given  in  - the 
State  of  Massachusetts.  Why  should  that  be?  Be- 
cause we  have  two  or  three  open  heart  cases  going 
all  day  long,  and  one  must  prime  the  pump  with 
eight  or  ten  quarts.  You  must  have  10  to  15  people 
in  the  room.  Then  there  is  the  clinical  chemistry 
laboratory  in  a thousand-bed  hospital.  We  do  be- 
tween 1300  and  1400  determinations  on  the  blood 
each  dav  in  this  one  hospital. 

' RELIGIOUS  CONSIDERATIONS 
Xinth,  we  must  consider  the  whole  problem  of 
where  the  religious  profession  fits  into  the  picture 
(Continued  on  next  page) 
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and  its  relationship  particularly  to  the  question 
of  regional  planning.  There  has  been  much  resistance 
from  various  religious  organizations,  Protestant, 
Catholic,  and  Jewish,  which  has  hindered  joint  plan- 
ning. This  is  not  good.  It  must  be  considered  when 
talking  about  the  future. 

Under  this  heading  we  should  consider  sources 
of  philanthropic  funds.  What  happens  to  private 
philanthropy  when  government  is  ta.xing  us  all  to 
pay  for  it?  One  will  say  what  is  the  sense  of  giving 
money  to  the  hospital,  when  the  federal  government 
will  take  care  of  it.  I hope  that  this  will  not  happen. 

LEGAL  LIABILITY 

The  tenth  consideration  is  the  whole  issue  of 
legal  liability  and  its  influence  on  the  hospital  and 
on  the  practice  of  physicians.  Legal  liability  may 
prevent  us  from  delegating  to  nurses  more  and  more 
things  that  physicians  do.  and  in  turn  delegating 
things  that  nurses  have  done  to  licensed  practical 
nurses  or  others.  We  might  thus  conserve  the  ener- 
gies of  nurses,  doctors,  and  technicians  and  assume 
that  they  are  doing  what  they  really  should  be  do- 
ing. By  defining  their  roles,  you  get  more  work  out 
of  them  that  is  more  satisfying  to  them.  The  legal 
implications  here  have  to  be  contended  with,  but 
there  is  a great  body  of  knowledge  on  this  subject 
at  the  present  time. 

AVAILABILITY  AND  RECRUITMENT 
OF  PERSONNEL 

The  eleventh  point  is  the  availability  of  quali- 
fied personnel  and  the  general  problems  of  recruit- 
ment. Here  again  we  get  into  the  question  of  how 
much  are  we  going  to  pay  them?  What  kind  of 
fringe  benefits  do  we  have?  Does  the  community 
understand  that  even  with  our  $50  a day  charge  we 
still  aren't  paying  them  adequately?  Until  we  pay 
them  properly  and  give  them  good  surroundings 
with  good  status  and  good  fringe  benefits,  we  simply 
aren’t  going  to  get  good  people  to  .serve  the  prime 
function  of  taking  good  care  of  us.  It  requires 
capable,  intelligent,  and  well-motivated  people. 

ETHICS  IN  RESEARCH 

The  twelfth  point  concerns  certain  ethical  con- 
siderations in  the  application  of  research.  We  all 
know  the  thalidomide  story  and  various  other  stories 
where  careless  abandon  has  resulted  in  tragedy. 
We  know  stories  about  the  patients  who  go  to  cer- 
tain hos])itals  where  they  may  be  used  for  their 
research  interest  rather  than  treatment  in  own  in- 
terest. When  is  treatment  in  the  patient's  interest 
as  against  the  research  interest?  When  can  you 
logically  withhold  penicillin  from  a group  of  army 
recruits  to  find  out  whether  indeed  thev  get  rheu- 
matic valvulitis  or  not,  knowing  that  most  of  the 
evidence  in  the  past  indicates  that  it  prevents  rheu- 
matic activity,  even  though  you  don't  have  the  final 


proof?  Then  ten  years  later  30  out  of  60  recruits 
end  up  with  severe  rheumatic  heart  disease. 

We  have  a committee  in  our  hospital  chaired  b\’ 
a former  chairman  of  our  board.  Bishop  Sherrill, 
to  deal  with  ethical  moral  considerations  respecting 
the  hospital's  interaction  with  its  patients. 

RELATIONSHIP  TO  UNIVERSITIES 
The  thirteenth  consideration  concerns  education 
and  our  relationship  to  universities  with  regard  to 
medical  students.  The  question  is  whether  or  not 
the  hospitals  should  take  charge  of  vocational  and 
technical  training  and  leave  medical  education  and 
univ'ersity  medical  student  education  to  the  medi- 
cal schools. 

RELATIONSHIP  TO  HEALTH  AGENCIES 
The  fourteenth  problem  is  relationship  with  health 
associations,  organizations,  and  agencies.  Here  we 
get  into  the  question  of  whether  the  central  organi- 
zations of  hospitals  have  adequate  communication 
with  state  and  regional  hospital  counselors.  What 
sort  of  service  should  the  central  organizations  be 
giving  to  them,  and  what  in  turn  should  you  expect 
from  them?  We  hope  to  solve  all  these  problems 
shortly. 

CHANGING  PATTERNS  OF  DISEASE 
AND  TREATMENT 

The  fifteenth,  final,  and  very  crucial  point  regards 
the  changing  patterns  of  disease  and  their  treatment 
and  prevention.  F'or  example,  pollution  of  the  en- 
vironment has  become  a very  central  issue  today. 
It  is  something  we  never  anticipated  ten  years  ago. 
We  are  leaving  our  new  building  at  the  Massachu- 
setts General  Hospital  half  unfinished  so  that  ten 
years  from  now,  as  we  fill  in  each  floor,  we  shall  be 
able  immediately  to  turn  that  floor  to  whatever 
may  be  the  health  problem  at  that  time.  The  world 
is  spinning  very  rapidly.  It  could  be  radiation  sick- 
ness. It  could  be  air  pollution  from  noxious  agents. 
It  could  be  that  mental  and  social  unrest  and  dis- 
ease will  be  such  ten  years  from  now  that  we  shall 
have  to  devote  most  of  our  hospital  to  that. 

We  do  know  that  the  whole  field  of  surgery  has 
lieen  revolutionized  fantastically.  What  you  and  I 
thought  was  Buck  Rogers  foolishness  20  years  ago 
has  turned  out  to  be  incredibly  true.  Be  assured 
that  either  with  ether  people's  organs  or  with  spare 
part  prosthetic  devices  made  out  of  other  materials 
we  are  going  to  be  able  some  day  to  do  almost  any- 
th'ng  with  the  human  body.  .\nd  at  that  point,  we 
get  into  economic,  ethical  and  moral  considerations, 
such  as  who  jhould  have  the  part  for  $4,000.  I hope 
1 am  on  the  committee  when  they  decide  about  me. 
if  1 am  80  and  in  pretty  good  health,  and  want  to 
live  a few  more  years.  1 hope  they  don't  decide  that 
someone  40  years  old  should  have  the  spare  part. 
We  might  disagree  at  that  time  about  who  is  more 
valuable,  and  about  a value  judgment  of  who  is 
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doing  work,  who  is  productive,  and  who  is  not. 
There  is  considerable  disagreement  today. 

SUMMARY 

At  this  point  it  would  be  well  to  summarize  and 
to  give  tthe  content  of  future  meetings  of  this  com- 
mittee of  the  American  Hospital  Association.  We 
have  categorized  all  of  these  various  considerations 
into  some  ten  broad  areas.  We  are  using  consultants 
and  staff  personnel  to  try  to  know  what  the  prob- 
lems are.  We  shall  then  look  at  thhe  organization 
of  the  American  Hospital  Association  and  its  rela- 
tionship to  state  associations,  and  try  to  find  out 
where  we  should  put  more  emphasis,  and  expand 
space  and  personnel,  and  where  some  functions 
should  perhaps  even  be  cut  off. 

We  shall  consider  whether  the  American  Hospi- 
tal Association  should  now  be  in  Chicago  or  in 
Washington.  There  are  many  considerations  here. 
One  of  our  meetings  we  shall  devote  entirely  to  the 
so-called  Neely  report  concerning  the  relationship 
of  the  .^HA  to  state  hospital  associations. 

CONCLUSION 

In  conclusion,  we  have  several  emerging  broad 
issues  which  must  be  dealt  with.  In  the  first  place, 
all  of  us  live  in  an  increasingly  complicated  highly 
specialized  society.  This  hasn’t  happened  just  in 
the  medical  profession.  It  has  happened  in  the  legal 
profession  and  in  business. 

These  things  are  not  peculiar  to  medicine.  Medi- 
cine now  is  trying  to  get  itself  back  into  the  uni- 
versity and  to  make  better  use  of  the  social  sciences. 
There  will  be  a dialogue  with  political  economists, 
political  scientists,  economists,  demographers,  and 
social  scientists.  Interestingly  enough,  the  Harvard 
School  of  Business  Administration  sees  the  need 
for  the  social  scientists  to  tell  us  how  to  come  to 
grips  with  social  problems,  and  next  door  the  legal 
profession  is  doing  the  same.  Each  one  of  these 
highly  specialized  graduate  schools  is  trying  to  draw 
itself  back  into  the  university  as  it  should  and  to 
play  a more  effective  role  in  society. 

Secondly,  if  we  constantly  carp  at  state  and  fed- 
eral government,  we  must  realize  that  we  have  let 
our  responsibility  go  to  them  by  default.  There 
is  a ^Dower  vacuum  in  the  inner  councils  of  decision- 
making in  regard  to  the  future  of  medicine  in  this 
country.  There  aren't  many  politicians  who  will 
listen  to  the  state  medical  society  and  the  AM.A 
much  longer.  It  hasn't  been  getting  them  many 
votes.  Perhaps  a new  pattern  will  emerge,  unless 
medicine  steps  back  into  its  social  responsibility  and 
stops  talking  about  who  is  paying  whom,  and 
whether  radiologists  should  receive  higher  salaries. 

P'inally,  trustees  are  in  a wonderful  position  to 
do  a lot  of  this  work.  Unfortunately,  most  hospital 
trustees  meet  once  a month  for  an  hour.  They  don’t 


honestly  know  what  is  going  on.  They  are  still  get- 
ting more  information  from  the  doctor  on  the  staff 
than  from  the  administrator.  This  is  an  unhealthy 
state  of  affairs.  Trustees  should  meet  every  week 
and  have  sub-committees  that  meet  an  hour  or  two 
each  day.  They  should  be  fully  up  on  the  major 
issues,  and  be  able  to  confront  the  public  and  talk 
intelligently,  either  at  a cocktail  party  or  in  an 
office,  or  when  an  irate  citizen  calls  in  and  wants 
to  find  out  what  is  the  matter  with  the  hospital. 
Conceivably  all  of  us  could  develop  what  Max 
Weber  once  said  were  the  three  cardinal  qualities 
of  the  good  politician:  passion,  a feeling  of  respon- 
sibility, and  a sense  of  proportion. 

If  we  are  not  good  politicians,  there  will  be  some- 
one else  telling  us  what  to  do  — Madison  Avenue, 
the  television  set,  or  state  and  federal  government. 
Live  that  way  if  you  will.  At  the  end  of  your  lives 
you  will  try  to  decide  what  happened.  You  must 
participate  and  keep  democracy  viable  and  keep 
voluntary  local  initiative  alive,  if  you  don't  want 
to  see  everything  go  down  to  Washington. 

I think  we  can  perhaps  preserve  the  best  in  a 
well-developed  system  of  health  services  in  this 
country  without  destroying  doctors,  or  hospitals,  or 
politicians,  or  our  inalienable  birthright  to  good 
health. 
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INTRODUCTION 

STEPHEN  J.  HOYE,  -M.D. 


As  A BRIEF  INTRODUCTION,  I am  going  to  read 
perfaces  from  two  books  on  Clinical  Shock: 
The  first  is  as  follows: 

•'Because  of  its  mysterious  onset  and  nature, 
traumatic  shock  has  long  suggested  problems  of 
an  unusual  clinical  and  scientific  interest.  Its  fre- 
quent occurrence  and  association  with  severe 
wounds  renders  a solution  of  these  problems  par- 
tiularly  important,  but  in  spite  of  the  large  amount 
of  attention  which  it  has  received,  it  has  remained 
an  enigma.  I need  only  point  to  the  numerous  the- 
ories as  to  the  cause  and  character  of  shock  to 
prove  that  there  has  been  insufficient  evidence  to 
give  definite  answers  to  the  questions  which  have 
been  raised  by  it.’’ 

I shall  now  quote  from  the  second  preface,  and 
note  the  similarity  of  the  language: 

■'.Active  research  interest  in  shock  dates  back  to 
the  earliest  years  of  this  century.  Awareness  of  the 
clinical  problem  of  shock  e.xisted  much  before  this. 
The  history  of  this  long  effort  to  determine  the 
true  nature  of  the  syndrome  provides  eloquent  tes- 


timon\-  to  its  inherent  complexity.  For  at  this  mo- 
ment. the  critical  shock  mechanism  still  remains  an 
elusive  entity.  Yet  much  of  great  importance  has 
undoubtedly  been  learned  about  the  subject  over 
the  years.  But  this  great  mass  of  information  looms 
as  a poorly  defined,  amorphus  body  of  accumulated 
data  in  that  no  one  can  say  which,  if  any,  of  its 
features  reliably  point  to  the  path  of  a precise, 
complete  solution  to  the  fundamental  problem  posed 
b\’  shock.” 

These  two  quotations  could  practically  be  super- 
imposed. They  are  interesting  to  me  because  the 
first  quotation  is  from  Walter  Cannon’s  original 
classic  monograph  on  ‘‘Traumatic  Shock”  published 
in  1923.  The  latter  quotation  is  from  Solomon  G. 
Hershey,  taken  from  the  1964  Compendium  on 
"Shock”  which  he  edited. 

This  delineates  the  problems  which  face  us.  To 
make  practical  clinical  sense  of  a wealth  of  physio- 
logical experimental  patho-physiologic  data,  we  are 
very  fortunate  to  have  with  us  two  e.xperts,  one  on 
the  medical  aspects  and  one  on  the  surgical  aspects 
of  shock. 


1.  MEDICAL  ASPECTS  OF  SHOCK 
The  Effects  of  1 asopressor  Agents  in  Shock 
John  H.  Moyer,  m.d.  and  Lewis  C.  Mills,  m.d. 


Professor  of  Medicine.  Hahneman 

INTRODUCTION 

Shock  is  often  thought  of  as  synonymous  with 
acute  hypotension,  but  this  is  a misconception.  The 
physiologic  changes  in  shock  are  both  more  com- 
plex and  more  variable  than  those  that  occur  as  a 
result  of  simple  reduction  in  blood  pressure.  .A  great 
deal  of  experimental'  work  has  been  devoted  to  the 
study  of  physiologic  changes  associated  with  varia- 
tions in  blood  pre.'^sure.  Often,  the  results  of  work 
done  in  the  laboratory  may  not  be  applicable  in 

♦ Pre.siMUfd  at  the  1.^4tli  .\nnual  .Scientific  .Xssemhly 
of  the  Rhode  Island  Medical  Society,  at  Providence, 
R.I..  .May  6,  l%.s. 
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any  wa\'  to  the  patient  who  is  in  a state  of  shock, 
for  various  reasons.  Likewise,  although  most  of  the 
observations  that  follow  are  limited  to  observations 
on  patients,  some  of  them  may  not  alwa\-s  be  com- 
pletely apropos  since  they  report  hemodynamic  al- 
terations associated  with  artificial  reduction  of  blood 
pressure,  and  this  is  not  identical  with  shock. 

CEREBRAL  CIRCULATORY  CHANGES 
ASSOCIATED  WITH  REDUCTION  IN  BLOOD 
PRESSURE 

Cerebral  Hemodynamics.  It  is  difficult  to  study 
the  cerebral  hemodynamics  in  the  hypotensive  state 
in  patients  because  the  techniques  are  difficult  and 
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impose  a strain  on  the  patient.  Yet  such  studies 
have  been  done  and  have  contributed  to  our  under- 
standing of  cerebral  derangement  occurring  as  a 
result  of  shock. 

The  cerebral  circulation  is  not  under  the  control 
of  the  sympathetic  nervous  system  as  the  preipheral 
circulation  is.  Yasoconstriction  in  the  brain  is  con- 
trolled directly  by  the  amount  of  carbon  dioxide 
and  the  pH  of  the  blood  flowing  through  the  brain, 
which  in  turn  reflect  the  state  of  cerebral  tissue 
metabolism.  That  this  is  somewhat  different  from 
the  peripheral  circulation,  which  is  directly  under 
sympathetic  control,  is  demonstrated  by  the  re- 
sponse to  vasopressor  agents.  When  administered 
to  a normal  person,  epinephrine  increases  not  only 
the  blood  pressure  but  also  the  cardiac  output,  and 
the  cerebral  blood  flow  may  be  somewhat  increased 
(Table  1).  Norepinephrine,  however,  does  not  ap- 
preciably increase  the  cardiac  output,  and  there 
is  no  change  or  actually  a slight  reduction  in  the 
cerebral  blood  flow.  In  final  analysis,  vasopressors 
actually  have  little  effect  on  the  cerebral  circulation 
in  normal  persons  with  normal  blood  pressure. 

TABLE  1 

The  Effect  of  Sympathicomimetic  Drugs  on  Cerebral 
Blood  Flow 


(expressed  in 

percent 

of  control 

value 

MBP 

CBF 

CVR 

CMRO2 

King  et  al. 
Epinephrine 

120 

121 

98 

122 

Norepinephrine 
( Levophed®) 

129 

91 

143 

95 

Moyer  et  al. 
Norepinephrine 

124 

88 

153 

95 

M etaraminol 
( .Aramine®) 

120 

91 

150 

94 

MBP=mean  blood  pressure,  mm.  Hg 
OBFrzcerehral  blood  flow,  cc/100  gm.  of  brain/miniite 
C\’R=cerebral  vascular  resistance 

CMR02=oxygen  consumption/100  gm.  of  brain/minute 

On  the  other  hand,  reduction  of  the  mean  arterial 
pressure  through  the  use  of  drugs  such  a ganglionic 
blocking  agents  will  reduce  the  cerebral  blood  flow. 
This  is  significant;  but  unless  the  blood  pressure 
is  greatly  reduced,  the  consequent  reduction  in  ce- 
rebral blood  flow  is  not  enough  to  impair  cerebral 
oxygen  uptake  and  cerebral  metabolism.  Under  these 
circumstances,  the  brain  extracts  more  oxygen  from 
the  blood  circulating  to  it  than  it  normally  extracts. 
Nevertheless,  it  is  obvious  from  clinical  observations 
that  if  the  pressure  is  severely  reduced,  the  degree 
of  oxygen  extraction  becomes  insufficient  and  tissue 
anoxia  results.  Figure  1 shows  the  direct  relation 
between  the  reduction  in  blood  pressure  and  the 
reduction  in  cerebral  blood  flow. 

The  point  at  which  ischemia  develops  is  of  some 
significance.  Initially,  as  the  blood  pressure  is  re- 
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Fig.  1.  Mean  arterial  blood  pressure  plotted  against 
cerebral  blood  flow,  in  per  cent  of  control  values  eacb. 
Altbougb  some  individual  variation  is  observed,  a gen- 
eral tendency  can  be  seen  for  cerebral  blood  flow  to 
be  maintained  even  wben  tbe  blood  pressure  is  de- 
creased. Tbat  is,  tbe  reduction  in  cerebral  blood  flow 
is  not  great  as  tbe  reduction  in  blood  pressure,  by 
comparison  witb  control  values. 


duced,  there  is  little  effect  on  cerebral  blood  flow. 
However,  when  the  blood  pressure  drops  below  60 
to  70  mm.  Hg  (mean  arterial  pressure),  the  cerebral 
blood  flow  begins  to  decrease.  At  this  time  anoxia 
has  not  yet  developed,  but  when  the  blood  pressure 
drops  below  40  to  50  mm.  Hg,  the  decrease  in  ce- 
rebral blood  flow  is  severe  and  o.xygen  extraction 
can  no  longer  compensate;  therefore,  cerebral  tissue 
anoxia  ensues. 


TABLE  2 

Tbe  Effect  of  Sympatbicomimetic  Drugs  on  Cerebral 
Blood  Flow  After  Hypotension  Due  to  Ganglionic 
Blockade 


(expressed  in 

per  cent 

of  control 

value  j 

MBP 

CBF 

CVR  CMROo 

Hexamethonium 

61 

66 

94 

100 

Metaraminol 

111 

105 

100 

121 

He.xamethonium 

63 

73 

82 

94 

Norepinephrine 

119 

87 

135 

97 

(See  Table  1 for  e.xplaiiation  of  column  headings) 


From  a clinical  point  of  view,  if  the  fall  in  blood 
pressure  were  the  only  component  of  shock,  there 
would  ordinarily  be  no  cause  for  serious  concern 
as  long  as  the  mean  arterial  pressure  has  not 
dropped  below  40  to  50  mm.  Hg.  Below  that  level, 
problems  related  to  the  brain  begin  to  dev^elop;  and 
at  the  level  of  30  mm.  Hg,  many  patients  suffer 
from  rather  severe  tissue  anoxia  and  may  show 
serious  manifestations  of  reduced  cerebral  metabo- 
lism. However,  when  normal  blood  pressure  is  re- 
(Continued  on  next  page) 
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stored  by  the  use  of  a vasopressor  agent,  the  cere- 
bral blood  flow  again  returns  to  normal  (Table  2). 
This  shows  that  the  maintenance  of  cerebral  blood 
flow  is  dependent  upon  the  arterial  blood  pressure, 
it  is  important  to  keep  that  fact  in  mind,  and  to 
remember  that  the  critical  level  below  which  the 
mean  arterial  brood  pressure  should  not  be  allowed 
to  fall  is  probably  about  40mm.  Hg  in  a person  who 
was  previously  normotensive. 

Although  not  quantitatively  the  same,  the  alte- 
rations in  cerebral  hemodynamics  resulting  from 
hypotension  due  to  reduced  blood  volume  and  those 
resulting  from  hypotension  due  to  sympathetic  de- 
pressant drugs  are  qualitatively  similar  for  equi- 
valent degrees  of  blood  pressure  reduction.  Table  3 
shows  the  changes  in  cerebral  blood  flow  in  a patient 
in  shock,  and  a comparison  of  the  response  to  vaso- 
pressor agents  during  the  state  of  shock  and  again 
one  week  later  after  the  patient  had  recovered,  .^s 
the  blood  pressure  is  increased  to  normosensitive 
levels,  the  blood  flow  through  the  brain  increases, 
but  if  the  blood  pressure  is  raised  excessively  to 
hypertensive  levels  there  is  a slight  reduction  in  ce- 
rebral blood  flow  as  compared  with  observations 
made  at  normotensive  levels  of  arterial  pressure. 
The  results  are  about  the  same  with  transfusion 
as  with  the  vasopressure  agents.  The  blood  volume 
itself  does  not  make  too  much  difference  in  cerebral 


blood  flow  as  long  as  the  pressure  in  the  carotid 
and  the  aorta  is  adequate  to  maintain  the  intra- 
carotid pressure  and  thus  the  blood  flow  through 
the  brain.  So  far  as  the  brain  is  concerned,  the 
carotid  and  aortic  pressures  are  the  important  fac- 
tors. However,  blood  volume  becomes  more  critical 
as  far  as  other  tissue  beds  are  concerned. 

TABLE  3 

The  Effect  of  Norepinephrine  Administration  to  a 
Patient  in  Shock  as  Compared  With  Normal  Values 
in  the  Same  Patient  Studied  a Week  Later 


Cerebral 
Blood  Flow 
( cc/min.)* 

Mean  Blood 
Pressure 
(mni.  Hg) 

Shock 

5'8 

40 

Norepinephrine 

90 

51 

(Xornioten.sive 

level) 

Norepinephrine 

120 

46 

( Hypertensive 

level ) 

.After  one  week 

86 

54 

( post-shock ) 


* Xormal  control  value:=54  cc/100  gni.  brain/min. 

Efiects  of  Morphine.  It  is  interesting  to  consider 
the  effect  of  morphine  on  cerebral  hemodynamics 
and  cerebral  metabolism.  As  is  well  known,  mor- 
phine relieves  symptoms  that  are  particularly  re- 
lated to  the  brain,  and  this  is  not  all  just  a sub- 
jective effect;  it  is  real.  Table  4 summarizes  the 
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Fig.  2.  The  marked  reduction  in  arterial-venous  oxy- 
gen difference  (nearly  50  per  cent)  following  admin- 
is '.ration  of  morphine  indicates  a significant  decrease 
in  uptake  of  oxygen  by  the  brain,  or  a decrease  in 


cerebral  oxygen  requirement,  which  rises  sharply  after 
Nalline®  is  given  to  counteract  the  effects  of  the  mor- 
phine. 
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results  of  a study  done  to  show  the  effect  of  mor- 
phine on  cerebral  blood  flow  and  cerebral  oxygen 
consumption,  as  compared  with  the  effect  of  chlor- 
promazine.  Figure  2 shows  the  effect  on  the  oxygen 
content  of  jugular  blood  resulting  from  administra- 
tion of  morphine,  followed  by  the  administration 
of  n-allylnormorphine  (Xalline®).  Here  the  im- 
portant effect  is  that  morphine  reduces  the  oxygen 
requirement  of  the  brain  by  nearly  50  per  cent 
without  affecting  cerebral  blood  flow  — an  effect 
that  is  particularly  beneficial  in  the  presence  of 
ischemia  due  to  inadequate  blood  flow  to  the  brain. 

TABLE  4 

Comparison  of  the  Effects  of  Morphine  and 
Chlorpromazine  on  Cerebral  Hemodynamics 


Control 

Drug 

Morphine 


CFB  cc/lGO  gm./inin. 

52 

53 

CMRO2  cc/100  gni./niin. 
Chlorpromazine 

.3.0 

1.0 

GBF  cc/100  gin. /min. 

52 

49 

CMRO2  cc/lOO  gm./min. 

3.2 

3.3 

CVR 

2.1 

2.0 

CBF=cerel)ral  l)lood  flow 
CM  R02=oxygen  consumption 
C\'R=cerel)rovascular  resistance. 


Therefore,  in  the  shock  state,  this  is  a very 
efficacious  agent  in  that  it  actually  protects  the 
brain  by  reducing  the  cerebral  requirement  for 
oxygen  when  the  amount  that  is  available  is  re- 
duced. If  the  effects  of  morphine  are  blocked  by  the 
administration  of  Xalline,  the  demand  for  oxygen 
returns,  as  shown  in  fig.  2. 

CARDIAC  OUTPUT 

Figure  3 shows  the  blood  pressure  response  ob- 
tained by  infusing  epinephrine,  and  that  obtained 
w'ith  norepinephrine.  Infusion  of  norepinephrine  in- 
creases both  systolic  and  diastolic  pressure.  Epine- 
phrine, however,  actually  is  not  good  as  a vaso- 
pressor in  man;  although  it  greatly  increases  the 
systolic  pressure,  it  causes  a decrease  in  diastolic 
pressure,  as  can  be  seen  in  fig.  3.  Taking  into  con- 
sideration the  whole  body  and  all  the  vascular  sys- 
tems combined,  epinephrine  is  actually  a vasodilator 
in  man,  as  well  as  a cardiac  stimulant.  This  is  not 
true  in  dogs,  since  epinephrine  produces  in  them 
exactly  the  same  diastolic  vasopressor  response  as 
does  norepinephrine.  It  can  be  seen  from  this  ex- 
ample that  observations  on  dogs  and  other  animals 
are  not  always  applicable  to  the  use  of  drugs  in 
man. 

Another  point  worth  making  is  that  the  level  of 
blood  pressure  is  quite  important,  as  far  as  cardiac 
arrhythmias  are  concerned.  The  critical  level  below" 
which  cerebral  circulation  becomes  completely  in- 
adequate is  30  mm.  Hg  (mean  arterial  pressure). 


BLOOD  P/?E55UQE  EFFECT  OF  t.V. 
EPINEPHRINE  AND  NOREPINEPHRINE 
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Fig.  3.  By  increasing  peripheral  vascular  resistance, 
norepinephrine  raises  both  the  systolic  and  the  diastolic 
blood  pressure.  By  contrast,  epinephrine  — which  has 
a predominantly  cardiostimulatory  action  in  man  — 
raises  the  systolic  but  not  the  diastolic  pressure. 

On  the  other  hand,  continued  infusion  of  a vaso- 
pressor agent  until  the  level  of  mean  arterial  pres- 
sure is  above  90  mm.  Hg  tends  to  bring  out  cardiac 
arrhythmias  because  of  reflex  cardiac  stimuli  medi- 
ated largely  through  the  autonomic  nerves  (de- 
pressor reflexes).  When  using  vasopressor  agents 
to  raise  the  blood  pressure  to  a normotensive  level, 
therefore,  it  is  well  to  keep  in  mind  that  the  mean 
arterial  pressure  does  not  have  to  be  more  than 
70  mm.  Hg;  in  fact,  the  patient  will  be  much  bet- 
ter off  if  the  pressure  is  maintained  somewhere 
between  70  and  80  mm.  Hg. 

RENAL  EFFECTS  OF  ALTERATIONS  IN 
BLOOD  PRESSURE 

The  effect  of  vasopressors  on  renal  function  is 
sometimes  overlooked  in  the  management  of  shock, 
and  the  response  is  quite  different  from  that  seen 
in  normal  individuals.  Figure  4 shows  the  effect  of 
an  infusion  of  norepinephrine  in  dogs.  .\s  the  blood 
pressure  rises  to  a moderately  hypertensive  level, 
the  renal  mechanisms  are  not  appreciably  affected 
at  first;  but  as  the  blood  pressure  becomes  marked- 
ly elevated,  the  renal  blood  flow  is  reduced,  indi- 
cating preferential  vasoconstriction  of  the  renal  ar- 
teries at  hypertensive  levels  of  blood  pressure.  This 
renal  effect  can  be  blocked  by  giving  phenoxyben- 
zamine  ( Dibenzyline®)  injected  directly  into  the 
(Continued  on  next  page) 
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renal  arteries.  The  effects  are  the  same  in  man  as 
in  the  experimental  animal  u.nder  the  same  cir- 
cumstances. 

EFFECT  OF  NOREPINEPHRINE 
IN  THE  NORMOTENSIVE  STATE 


TIME  IN  MINUTES  ► 


Fig.  4.  An  injection  of  norepinephrine  causing  a mo- 
derate rise  in  blood  pressure  does  not  greatly  reduce 
renal  blood  flow  and  has  a negligible  effect  on  the 
glomerular  filtration  rate.  H owever,  when  more  nore- 
pinephrine is  given,  raising  the  blood  pressure  to  se- 
verely hypertensive  levels,  renal  blood  flow  decreases 
sharply,  as  does  the  glomerular  filtration  rate. 

The  response  to  vasoconstrictors  under  hypovo- 
lemic and  hypotensive  conditions  is  even  more  diffi- 
cult to  interpret.  In  the  severely  hypotensive  state, 
a paradoxical  effect  on  visceral  blood  flow  is  ob- 
served — at  least  if  the  kidney  can  be  used  as  an 
index  of  response.  As  stated  above,  an  infusion  of 
norepinephrine  at  first  has  little  effect  on  visceral 
flow  in  the  normal  experimental  animal,  and  then 
as  the  blood  pressure  rises,  visceral  flow  decreases. 
This  same  resjionse'is  also  observed  in  the  normal 
human  subject.  However,  the  effect  is  somewhat 
different  if  the  animal  is  first  bled  continuously  (or 
if  severe  hemorrhage  occurs  in  man)  so  that  the 
blood  pressure  falls  to  levels  of  extreme  hypoten- 
sion or  shock,  with  a consequent  reduction  in  renal 
blood  flow.  Under  these  circumstances,  when  vaso- 


pressors are  given  to  raise  the  blood  pressure,  the 
blood  flow  through  the  viscera  increases  initially 
(Fig.  5).  Then,  if  the  blood  pressure  is  raised  still 
further  by  infusing  more  norepinephrine  under  con- 
ditions of  severe  hypovolemia,  the  reduction  in  renal 
blood  flow  and  renal  ischemia  are  actually  aggra- 
vated. 

EFFECT  OF  NOREPINEPHRINE 
IN  HEMORRHAGIC  SHOCK 


TIME  IN  MINUTES 

Fig.  5.  In  shock  due  to  decreased  blood  volume  re- 
sulting from  hemorrhage  caused  by  a severed  artery 
in  a previously  normotensive  person,  the  rise  in  blood 
pressure  produced  by  administration  of  norepinephrine 
is  accompanied  by  a rapid  increase  in  renal  blood  flow 
and  a slower  increase  in  glomerular  filtration  rate.  A 
similar  response  is  observed  following  a transfusion 
of  blood. 

This  response  is  also  observed  in  patients  who 
are  hypotensive  because  of  hemorrhage.  Initially, 
when  norepinephrine  is  given  and  the  blood  pres- 
sure begins  to  rise,  the  circulation  to  the  viscera  is 
improved,  as  shown  by  an  increase  in  renal  blood 
flow  ( Fig.  5 ).  A similar  response  is  seen  when  blood 
volume  is  returned  to  normal.  Moreover,  the  bene- 
ficial response  to  blood  replacement  lasts  indefi- 
nitely, whereas  the  response  to  vasopressors  lasts 
for  a short  while  only  and  could  be  considered  a 
temporary  therapeutic  expedient. 

The  whole  question  of  using  vasopressors  to  com- 
bat shock  is  rather  complex.  There  is  the  necessity 
of  maintaining  the  blood  pressure  at  a level  ade- 
quate to  maintain  circulation  through  the  brain. 
On  the  other  hand,  there  is  the  problem  of  ischemia 
of  the  gut  and  viscera  caused  by  vasoconstriction 
resulting  from  the  reflex  sympathetic  response  that 
occurs  in  an  attempt  to  maintain  the  blood  pres- 
sure. The  latter  effect  can  be  blocked  by  using 
phenozybenzamine  ( Uibenzyline® ) . but  this  drug 
then  causes  hypotension  and  resultant  cerebral 
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EFFECT  OF  BLOOD  REPLACEMENT 
ON  REGIONAL  BLOOD  FLOW  IN 
HEMORRHAGIC  SHOCK  IN  DOGS. 


EFFECT  OF  VOLUME  REPLACEMENT 
WITH  HIGH  MOLECULAR  WEIGHT  DEXTRAN 
IN  HEMORRHAGIC  SHOCK  IN  DOGS. 


MEAN  BLOOD  PRESSURE -PERCENT  OP  CONTROl 


Fig.  6.  A.  When  the  blood  volume  is  restored  to 
normal  in  hypovolemic  shock,  blood  flow  in  all  major 
vascular  beds  returns  toward  normal  as  the  bloodpres- 


sure  rises,  although  the  rate  at  which  this  occurs  varies 
both  according  to  the  specific  vascular  bed  and  ac- 
cording to  whether  whole  blood  or  a plasma  expander 
is  used. 


ischemia.  Consequently,  the  physician  is  on  the 
horns  of  a dilemma  when  considering  the  use  of 
adrenergic  blocking  agents  such  as  phenozybenza- 
mine  for  treating  a patient  in  shock:  whether  to 
maintain  the  blood  pressure  and  thus  maintain  cere- 
bral blood  flow  with  the  risk  of  greater  visceral 
ischemia,  or  to  allow  cerebral  ischemia  to  occur  and 
thus  minimize  visceral  vasoconstriction. 

It  should  be  noted  that  the  vascular  response 
differs  significantly,  depending  not  only  on  the 
vascular  bed  studied,  but  also  on  the  vasopressor 
agent.  For  example,  the  same  degree  of  blood  pres- 
sure elevation  can  be  obtained  by  using  norepine- 
phrine or  by  using  metaraminol  (Aramine®),  yet 
the  latter  agent  has  minimal  renal  vasoconstrictive 
effect  by  comparison  w'ith  the  former.  The  point 
here  is  not  that  any  one  agent  is  superior  to  another, 
but  merely  that  the  problem  of  deciding  which 
vasopressor  agent  to  use  is  complicated  by  the  fact 
that  different  agents  cause  different  degrees  of  vaso- 
constriction in  the  various  vascular  beds. 

THE  EFFECT  OF  DRUGS  GIVEN  TO  DOGS 
IN  DIFFERENT  TYPES  OF  SHOCK 

Figures  6A  and  6B  show  the  effect  of  blood  trans- 
fusions on  the  cardiac  output  and  the  blood  flow 
through  various  vascular  beds.  As  can  be  seen  by 
comparing  the  effect  of  norepinephrine  with  the 
effect  of  blood  replacement,  the  return  of  the  blood 
volume  to  normal  is  specific  in  reversing  the  al- 
tered hemodynamics  of  the  shock  state. 

Although  Gourzis  et  al,'  have  reported  good  re- 
sults with  the  use  of  phenoxybenzamine  (Dibenzy- 
line®)  as  an  adrenergic  blocking  agent  in  the  treat- 


ment of  shock,  the  effects  of  this  drug  can  be  haz- 
ardous. This  is  particularly  true  if  it  is  given  to  a 
hypovolemic  animal,  or  — for  that  matter  — to  a 
patient  who  has  lost  a good  deal  of  blood.  In  an 
e.xperimental  study  done  in  our  laboratory  (Dr. 
INlills),  pheno.xybenzamine  was  given  to  a series 
of  dogs  that  were  made  hypovolemic,  and  the  ani- 
mals died  quickly.  The  response  to  the  drug  is 
(Continued  on  next  page) 

EFFECT  OF  NOREPINEPHRINE  ON  REGIONAL  BLOOD  FLOW 
IN  HEMORRHAGIC  SHOCK  IN  DOGS 


B.  When  the  blood  pressure  is  raised  by  adminis- 
tration of  norepinephrine  in  sever  hemorrhagic  shock, 
blood  flow  in  some  vascular  beds  increases  moderately, 
but  renal  blood  flow  decreases  steadily  (L.  C.  Mills). 
This  is  in  contrast  to  the  response  seen  in  the  experi- 
mental animal  (or  man)  after  only  a moderate  amount 
of  bleeding.  In  the  latter  instance,  renal  blood  flow 
increases  with  the  increase  in  blood  pressure. 
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unpredictable,  and  this  would  be  especially  true  of 
its  clinical  use  in  patients,  since  it  can  be  quite 
difficult  to  evaluate  the  exact  blood  volume  and 
the  general  condition  of  the  patient  who  requires 
emergency  treatment.  If  the  patient  has  not  been 
completely  and  properly  evaluated  as  to  blood  vol- 
ume, the  effects  of  phenoxybenzamine  can  be  harm- 
ful. It  is  often  impossible  to  know  exactly  when  a 
patient  is  hypovolemic,  and  when  all  of  the  tissue 
electrolytes  are  entirely  normal. 

In  shock  due  to  endoto.xin,  on  the  other  hand, 
the  blcod  volume  is  probably  normal.  When  phe- 
noxybenzamine is  given  under  these  circumstances, 
the  blood  pressure  does  not  fall  so  dramatically 
as  in  the  hypovolemic  animal  or  patient.  The  hypo- 
tension in  endotoxin  shock  is  apparently  caused  by 
rather  generalized  vasodilation.  Therefore,  the  ad- 
ministration of  pheno.xybenzamine  does  not  cause 
additional  hyjMtension,  and  the  drug  may  improve 
blood  flow  in  specific  vascular  beds  where  vasocon- 
striction exists. 

.Although,  according  to  our  laboratory  observa- 
tions up  to  the  present  time,  phenoxybenzamine  is 
not  effective  in  preventing  the  death  of  animals  with 
endotoxic  shock,  its  use  may  delay  the  death  of  the 
animal.  This  indicates  that  if  the  underlying  cause 
of  the  shock  can  be  corrected,  the  patient  might  be 
given  the  drug  to  increase  his  chances  for  recovery. 
That  is,  since  the  resulting  adrenergic  blockade  can 
sometimes  delay  death,  it  would  given  the  physician 
additional  time  to  correct  the  specific  cause  of  shock 
in  such  cases.  Nevertheless,  the  primary  cause  of 
the  shock  must  be  corrected  if  the  patient  is  to  sur- 
vive. 
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Fig.  7.  Norepinephrine  given  to  patients  in  severe 
shock  due  to  myocardial  infarction  is  fairly  effective 
in  raising  the  blood  pressure  initially,  but  the  number 
of  those  surviving  is  not  large.  For  patients  in  mode- 
rate shock,  in  which  the  overall  rate  of  survival  is 


The  effects  of  norepinephrine  may  be  deleterious 
in  this  type  of  shock.  Its  use  in  a patient  completely 
poisoned  with  endotoxin  leads  to  more  rapid  deteri- 
oration, for  unknown  reasons.  Its  action  probably 
aggiavates  tissue  ischemia,  resulting  in  further  aci- 
dosis and  tissue  electrolyte  abnormalities. 

CLINICAL  USE  OF  VASOPRESSORS  IN  SHOCK 

Hemorrhagic  and  Toxic  Shock.  Some  of  the  previ- 
ous observations  are  applicable  to  the  clinical  treat- 
ment of  shock.  The  clinical  aspects  of  endotoxic 
shock  have  already  been  discussed.  At  this  point  it 
must  be  emphasized  that  if  a patient  is  in  severe 
shock  and  the  basic  cause  cannot  be  determined  or 
corrected,  it  makes  no  difference  what  measures 
are  taken  to  improve  the  blood  pressure,  because 
thhe  patient  will  die.  Obviously,  the  cause  of  the 
shock  must  be  corrected  if  recovery  is  to  be  expected. 

In  hemorrhagic  shock,  blood  flow  studies  show 
that  in  a moderately  hypotensive  state,  a substan- 
tial increase  in  blood  pressure  may  be  achieved  by 
giving  norephrine,  and  this  will  improve  visceral 
blood  flow  in  general.  But  it  is  important  to  remem- 
ber that  the  improvement  is  only  temporary:  defi- 
nitive treatment  consists  of  replacing  the  blood  as 
rapidly  as  possible.  In  final  analysis,  transfusion  is 
specific  and  much  more  effective  than  vasopressors. 

As  visceral  blood  flow  increases,  urine  volume  and 
sodium  excretion  increase  concurrently.  In  fact,  the 
urinary  output  reflects  rather  well  the  rate  and  ade- 
quacy of  the  renal  blood  flow. 

On  the  other  hand,  a patient  suffering  from  shock 
due  to  mercury  poisoning,  for  e.xample,  would  have 
renal  failure  on  the  basis  of  renal  damage  as  well  as 
generalized  tissue  toxicity.  Increasing  the  blood  pres- 
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higher,  metaraminol  and  norepinephrine  are  about 
equally  effective  in  correcting  the  initial  hypotension, 
but  the  survival  rate  is  approximately  50  per  cent 
greater  when  metaraminol  is  given. 
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sure  under  these  circumstances  would  have  little 
effect  on  prognosis. 

Clinical  Observations  in  Hypotension  and  Shock 
Due  to  Myocardial  Infarction.  The  vasopressor 
drugs  are  best  used  to  treat  acute  hypotension,  such 
as  occurs  in  myocardial  infarction  (coronary  occlu- 
sion). The  survival  rate  following  coronary  occlu- 
sion depends  almost  completely  on  the  severity  of 
the  infarction.  Vasopressors  are  used  to  keep  the 
blood  pressure  within  normal  range,  but  only  as 
adjunctive  therapy.  iNIills,^  in  a study  of  survival 
after  coronary  occlusion,  compared  the  response  ob- 
tained with  norepinephrine  and  that  obtained  with 
metaraminol  (Aramine)®  and  found  the  blood  pres- 
sure response  to  be  the  same.  Metaraminol,  how- 
ever. is  apparently  less  likely  to  produce  arrhythm- 
ias. Although  it  is  not  as  potent  a drug  as  nore- 
pinephrine, the  rate  of  survival  seemed  to  be  better 
with  metaraminol  in  this  particular  study  (Fig.  7). 

When  a patient  becomes  hypotensitive  following 
ar  acute  myocardial  infarction,  the  renal  blood  flow 
and  glomerular  filtration  rate  are  reduced  below 
normal.  In  fact,  oliguria  or  anuria  is  a rough  index 
of  the  severity  of  the  circulatory  derangement.  As 
shown  in  Figures  8A  and  8B,  renal  blood  flow  was 
not  severely  disturbed  in  a patient  whose  blood 
pressure  was  70/38,  but  was  severely  depressed  in 
a patient  whose  blood  pressure  was  60/0  or  less.  In 
treating  such  a patient,  it  is  necessary  to  use  an 
increasing  amount  of  norepinephrine  despite  the 
possibility  of  harmful  effects  if  the  patient’s  con- 
dition is  deteriorating.  When  some  return  of  myo- 
caidial  function  can  be  obtained,  chances  for  re- 
coveiy  are  improved;  otherwise,  the  patient  dies. 

The  first  consideration  is  to  increase  the  blood 
pressure  to  the  minimal  level  that  will  maintain 
cerebral  blood  flow  and  coronary  blood  flow  — that 
is,  70  to  80  mm.  Hg  in  a previously  normo tensive 
individual.  The  mean  arterial  blood  pressure  should 
never  be  raised  above  110  mm.  Hg,  which  causes 
severe  arrhythmias  and  is  likely  to  precipitate  ven- 
tricular fibrillation. 

Many  of  these  patients  have  congestive  failure 
and  should  be  treated  intensively  for  failure  at  a 
very  early  stage,  with  digitalization,  diuretics,  and 
salt  restriction.  Early  treatment  is  essential  in  order 
to  prevent  complications.  When  giving  vasopressors 
to  these  patients,  the  problem  of  overtransfusion 
must  always  be  kept  in  mind.  From  tbe  very  early 
phases,  it  is  important  to  avoid  using  an  excess  of 
fluids,  particularly  since  a severely  hypotensive 
patient  who  requires  a large  amount  of  a vasopressor 
tends  to  have  reduced  renal  function  and  is  not 
able  to  dispose  of  the  fluids. 

.■\s  to  sedation,  it  is  well  to  remember  that  mor- 
phine is  not  only  good  as  a sedative,  but  also  re- 
(Contiiiued  on  next  page) 
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Fig.  8.  A.  Renal  function  was  at  first  moderately 
depressed  in  a patient  whose  blood  pressure  fell  to 
70/38following  a myocardial  infarction.  As  the  blood 
pressure  responded  to  administration  of  norepine- 
phrine, renal  blood  flow  and  glomerular  filtration  rate 
quickly  returned  toward  normal.  Except  for  a slight 
decrease  when  the  norepinephrine  was  briefly  discon- 
tinued, both  blood  pressure  and  renal  function  were 
maintained  at  nearly  normal  levels  and  remained  stable 
even  after  the  drug  was  stopped  at  the  end  of  six. 


RESPONSE  TO  NOREPINEPHRINE -MTOCAROIAL  INFARCTION 


B.  A patient  in  severe  shock  as  a result  of  myo- 
cardial infarction  had  only  minimal  renal  function 
when  the  infusion  of  norepinephrine  was  started.  De- 
spite fairly  good  response  of  the  blood  pressure  to 
increasingly  large  doses  of  the  vasopressor,  renal  func- 
tion improved  for  only  a short  time  and  never  became 
adequate.  Thereafter  it  decreased  steadily  until  the 
time  of  death  (15  hours  post-infarction)  even  though 
the  blood  pressure  was  maintained  at  nearly  normo- 
tensive  levels  with  massive  doses  of  norepinephrine. 
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duces  the  cerebral  oxygen  requirement,  which  is 
advantageous  when  cerebral  blood  flow  is  impaired. 

SUMMARY  AND  CONCLUSIONS 

In  conclusion,  the  basic  approach  to  the  treatment 
of  shock  is.  first  of  all.  to  determine  the  cause  and. 
if  at  all  possible,  to  correct  it.  This  is  the  corner- 
stone of  treatment.  If  the  cause  of  the  shock  remains 
untreated,  measures  directed  only  against  the  hemo- 
dynamic manifestations  of  shock  can  have  only  poor 
therapeutic  results.  Any  treatment  of  hypotension 
or  shock,  as  such,  is  no  more  than  an  adjunct  to  the 
primary  corrective  measure  of  treating  the  cause. 

It  is  essential  to  exercise  care  in  choosing  and 
administering  a vasopressor  agent,  and  familiarity 
with  thhe  state  of  the  primary  disease  being  treated 
is  essential  to  the  use  of  the  correct  vasopressor 
agent  at  the  correct  time.  There  seems  to  be  little 
doubt  that  these  agents  are  helpful  and  effective, 
under  the  right  circumstances. 


Unless  the  blood  volume  is  normal,  the  use  of 
drugs  that  block  the  sympathetic  nervous  system 
(such  as  phenoxybenzamine)  can  be  extremely  ha- 
zardous and  may  hasten  the  patient's  death.  On  the 
other  hand,  the  effect  of  adrenergic  blocking  drugs 
in  endoxic  shock  and  other  types  of  toxic  shock  is 
still  to  be  determined.  The  use  of  vasopressors  under 
these  circumstances  should  also  be  considered  ex- 
perimental, not  only  until  the  results  have  been 
studied  more  extensively,  but  also  until  the  hemo- 
dynamics of  these  shock  states  are  better  understood. 
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II.  SURGICAL  ASPECTS  OF  SHOCK 
The  Management  of  Shock  As  Related  to  Bedside  Monitoring 
EDWARD  D.  FRANK,  M.D. 


During  the  past  twenty-five  years  our  laboratory 
has  been  engaged  in  a study  of  the  patho-physiology 
of  shock  in  animals  in  an  effort  to  uncover  lethal 
mechanisms.  It  is  now  possible  to  return  our  atten- 
tion to  man,  because  accurate  bedside  methods  are 
available  for  continuous  or  repeated  monitoring  of 
many  physiologic  parameters.  These  methods  can 
be  applied  quickly  and  safely  with  minimal  disturb- 
ance of  critically  ill  people. 

It  is.  in  fact,  a great  pleasure  to  be  able  to  report 
that  the  clinical  studies  in  progress  during  the  past 
two  and  a half  years  have  been  of  help  in  the 
management  of  each  of  the  fifty  patients  studied  to 
date. 

This  is  a bedside  approach.  The  shock  team  and 
its  apparatus  are  on  a constant  ready-alert  basis. 
When  the  alarm  rings,  all  other  responsibilities  and 
pleasures  are  put  aside  and  total  attention  is  given 
to  the  single  patient. 

The  small  team  and  our  equipment  go  to  the 
patient.  The  space  required  is  only  that  of  a two- 
bed  area.  This  could  be  anywhere  in  the  hospital. 
This  happens  to  be  in  the  recovery  room  (Fig.  1). 

The  responsibility  for  the  total  care  of  the  patient 
is  required  and  assumed,  with  welcome  collaboration 
from  the  physician  who  had  been  caring  for  the 
patient  until  then.  - 

single,  small,  cut-down  is  made  for  placement 
of  a brachial  artery  needle  and  the  introduction  of 
a catheter  via  an  ante-cubital  vein  into  the  superior 
vena  cava.  The  latter  is  guided  into  position  by 
observation  of  re  piratory  deflections  and  catheter 
tip  pressures  during  introduction.  This  does  not  re- 
quire fluoroscopic  guidance. 


Arterial  pressure  is  recorded  continuously.  Cen- 
tral venous  pressure  is  measured  by  attaching  the 
catheter  to  a saline  column  in  front  of  a meter  stick. 
Cardiac  output  is  determined  by  the  dye-dilution 
method.  The  circulation  time  from  the  vena  cava  to 
the  brachial  artery  is  determined  in  the  process. 
Blood  volume,  pH  and  chemistries  ere  determined 
at  the  bedside  as  often  as  indicated  by  the  clinical 
situation. 

Perhaps  the  most  significant  feature  of  our  shock 
team  effort  so  far  is  that  our  team  has  been  at  the 
bedside  continuously,  with  two  or  three  of  us 
standing  by  the  bed  through  the  shock  course  to 
pick  up  all  the  known  defects  as  they  occur  and  to 
apply  appropriate  therapy  immediately. 

.Another  part  of  our  effort  which  can  be  used 
anywhere  without  a lot  of  elaborate  apparatus  is 
the  chart.  .A  large,  single  wall  chart  is  initiated  to 
record  all  findings.  As  soon  as  we  arrive,  we  put 
the  graph  paper  on  the  wall,  putting  on  it  all  the 
information  we  have.  It  is  a great  help  to  have  all 
of  the  pertinent  clinical  and  physiological  data,  and 
all  treatments,  recorded  on  the  same  horizontal 
time  axis,  so  that  we  can  visualize  continuously  the 
effect  of  the  therapeutic  program. 

The  following  case  abstract  is  presented  in  order 
to  indicate  how  the  data  are  used  as  guides  to  treat- 
ment. 

CASE  REPORT 

A sixty-year-old  man  was  in  the  recovery  room, 
following  drainage  of  a subphrenic  abscess  due  to 
leakage  from  a colon  anastomosis.  Antibiotics  had 
been  started. 

The  shock  team  was  called  at  2:00  p.m.  because 
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the  arterial  pressure  was  low  in  spite  of  increasing 
amounts  of  nor-epinephrine.  When  we  arrived,  this 
drug  was  running  at  a rate  of  24  drops  per  minute, 
in  a concentration  of  10  ampules  per  liter.  The 
patient  was  confused,  apprehensive,  dyspneic,  gray, 
cold,  and  moist.  The  urine  flow  of  the  previous 
hour  had  been  only  10  ml.  A superior  vena  cava 
catheter  and  brachial  artery  needle  were  introduced. 

At  2:30,  the  blood  volume  was  4150,  which  was 
considered  to  be  about  1,000  ml.  low  for  this  71  Kg. 
man.  He  was  transfused  1,000  ml.  in  the  next  one 
and  one-half  hours.  Now,  the  arterial  pressure  was 
120  systolic  and  the  pressor  drip  date  had  been 
reduced  one-half. 

However,  the  central  venous  pressure  had  risen 
to  10  cm.  of  water.  He  was  given  a rapid-acting 
digitalis  preparation  (Cedilanid)®  by  vein.  Basal 
rales  appeared,  but  half  an  hour  later.  5:00  p.m., 
the  lungs  were  drier  and  dyspnea  was  less.  Repeat 
blood  volume  was  a reasonable  4950  ml.,  but  now 
the  hematocrit  was  54  per  cent,  consistent  with 
plasma  loss  into  the  inflamed  peritoneal  cavity. 

During  the  next  hour,  it  was  clear  that  he  was 
still  in  trouble,  for  even  though  the  arterial  pressure 
was  stable  at  95/55,  the  pressor  drip  was  still  re- 
quired, the  cardiac  output  was  still  low  (3L  m). 
the  circulation  time  prolonged  (21  seconds)  and 


urine  flow  meager.  10  ml.  per  hour.  Perhaps  most 
ominous  of  all,  the  central  venous  pressure  had 
crept  slowly  upward  to  15  cm. 

-At  this  moment,  now  6:00  p.m.,  a new  finding 
was  reported.  The  serum  sodium  concentration  was 
quite  low  at  119  niEq  L.  The  decision  was  made  to 
treat  the  hemo-concentration  and  the  hyponatremia 
concurrently;  therefore,  250  ml.  of  blood  were  re- 
moved by  slow  phlebotomy,  and  at  the  same  time 
a drip  of  5 per  cent  saline  was  started. 

This  was  a risky  move  in  the  face  of  the  high 
central  venous  pressure,  but  within  one  hour,  the 
SN'stolic  pressure  was  up  10  mm.,  the  urine  output 
had  risen  abruptly  to  33ml.  in  that  hour,  dyspnea 
was  decreased,  the  patient  was  more  alert  and  the 
central  venous  pressure  had  turned  downward  to 
13  cm. 

The  next  goal  was  to  reduce  and  omit  the  pressor 
drip  infusion,  which  was  running  8 ampules  per  liter 
at  21  drops  per  minute  at  midnight.  By  now,  how- 
ever, the  cardiac  output  had  come  up  nicely  to  7 
liters,  with  a concurrent  reduction  of  the  circulation 
time  to  15  seconds. 

Decreasing  the  pressor  drip  resulted  in  the  ex- 
pected decline  of  arterial  pressure  to  70  mm.  systolic. 
However,  at  this  low  pressure  the  cardiac  output 
(Continued  on  ne.xt  page) 
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remained  good,  over  7 liters  per  minute  at  2:00 
a.m.,  the  urine  flow  was  excellent,  44  ml.  per 
hour,  and  the  patient  was  resting  comfortably. 
Therefore,  we  were  encouraged  to  permit  him  to 
remain  hypotensive.  By  4:00,  the  arterial  pressure 
was  90/45  without  any  pressor  therapy  and  the 
patient  was  warm  and  dry  and  sleeping.  At  9:00 
a.m..  he  was  awake  and  alert,  the  arm  catheters 
were  removed  and  the  shock  team  withdrew. 


It  is  quite  evident  that  each  patient  in  shock, 
from  whatever  cause,  presents  an  ever-changing 
constellation  of  clinical  and  physiologic  defects, 
some  subtle  and  insidious,  others  obvious  and 
abrupt,  all  potentially  lethal. 

Doctor  Moyer  has  talked  about  cerebral  insuffi- 
ciency rather  extensively.  ]\Iany  of  our  patients  are 
dving  of  cerebral  complications.  The  only  thing  that 
1 would  say  in  addition  to  the  primary  work  that 
he  has  done  in  this  field  is  that  here  again,  if  one 
compares  the  healthy  dog  or  human  volunteer  with 
the  old  arteriosclerotic  man  or  woman,  somebody 
who  has  had  extensive  sclerotic  narrowing  of  the 
cerebral  vessels,  the  tolerance  of  hypotension  is  apt 
to  be  markedly  less  in  the  latter. 

These  are  characteristic  findings  in  clinical  septic 
shock  (Fig.  2).  Many  of  our  patients  are  hypovo- 


Clinical  Shock 

Blood  \‘olunie 
Cardiac  Output 
Circulation  Time 
Central  \’enous  Pr. 

.Arterial  O2  Sat. 

.Arterial  pH 


500-1000  ml  Low 
0.8-2.5  L/min. 
20-45  secs. 
0-3  cm. 
75-90% 
7.0-7.4 


lemic,  even  though  they  have  been  transfused  on 
the  basis  of  the  usual  bedside  considerations.  Un- 
suspected initial  and  continuing  blood  volume  losses 
have  been  revealed  often  by  measuring  the  blood 
volume  directly  and  repeatedly.  The  cardiac  output 
is  low.  Higher  values  may  be  observed  in  the  pres- 
ence of  fever.  The  circulation  time  is  invariably 
prolonged.  Shortening  of  this  value  is  a useful  indi- 
cation of  favorable  therapy.  Central  venous  pressure 
is  often  low,  but  may  be  normal,  even  in  the  pres- 
ence of  hypovolemia.  The  major  usefulness  of  this 
measurement  is  its  warning  of  pulmonarj^  edema 
when  values  rise  above  normal.  The  relation  between 
central  venous  pressure  and  blood  volume  is  not 
linear  so  that  each  must  be  measured  and  interpre- 
ted separately.  The  central  venous  pressure  is  in- 
creased by  defective  cardiac  or  pulmonary  function 
or  both.  The.se  defects  are  common  when  shock  is 
due  to  or  complicated  by  infection.  They  include: 
heart  failure,  aggravated  or  induced  by  shock;  in- 
creased alveolar  pressure,  due  to  airway  obstruction 
or  the  u.se  of  a positive  pressure  re.spirator;  de- 
creased inspiratory  amplitude,  due  to  physical  ex- 


haustion, potassium  intoxication  or  severe  acidosis; 
primary  pulmonary  edema,  due  to  pulmonary  sepsis 
or  toxemia,  over-expanded  interstitial  space  or  phys- 
ical pulmonary  trauma.  Other  possible  factors  are: 
increased  venous  tone  due  to  the  use  of  venocon- 
strictor  agents  (notably  angiotensin)  and  increased 
blood  viscosity  due  to  hemoconcentration.  There- 
fore in  septic  shock  the  central  venous  pressure  is 
often  normal  or  elevated  in  the  presence  of  hypo- 
volemia. 

Serious  and  potentially  lethal  defects  are  ob- 
served often  in  all  the  major  organs  during  septic 
shock  in  man. 

Oxygenation  is  adequate  in  e.xperimental  animals 
in  shock,  but  not  so  in  man  (Fig.  3).  Early  in 

Respiratory  Insufficiency  in  Clinical  Shock 

-Art.  O2  Sat.  Below  90%  in  9 of  17  cases 
PCO2  Above  45  mm  (45-781  in  7 
PCO2  Below  35  mm  (22-35)  in  11 

shock  there  is  hyper-ventilation  and  often  alkalosis 
due  to  blowing  off  of  carbon  dioxide.  Within  a few 
hours,  however,  the  destruction  of  tissue  and  the 
renal  insufficiency  together  result  in  a serious  meta- 
bolic acidosis.  iMany  patients  in  shock,  due  to  poor 
blood  flow  to  the  brain,  have  inadequate  cough  and 
gag  reflexes,  and  aspirate  gastric  content.  I ask 
you  to  note  this  v'ery  well  because  we  have  lost 
many  patients  due  to  acute  air-way  obstruction  or 
to  aspiration  pneumonia.  This  should  be  entirely 
preventable  but  we,  ourselves,  are  still  losing  pa- 
tients in  this  manner.  Preventive  measures  include: 
1)  no  fluid,  food,  or  drugs  by  mouth;  2)  gastric 
suction;  and  3)  cuffed  endotracheal  or  tracheos- 
tomy tube.  Catheter  gastrostomy,  when  surgery  an- 
ticipates shock,  has  been  very  useful. 

Respiratory  Failure  (Fig  4)  in  shock  may  be 
due  to  one  or  more  of  the  several  mechanisms  indi- 
cated. These  problems  occur  often  in  patients  in 
septic  shock. 


Respiratory  Failure  in  Shock 

Cerebral  Arterial  Iiisufficieny 
Airway  Obstruction 
Physical  Exhaustion 
Respiratory  Overload 
CXS  Effects  of  Toxins 

Alonitored  Respirator  Often  Essential 


Respiratory  assistance  may  be  essential.  The  ef- 
ficiency of  the  assistance  should  be  monitored  by 
assay  of  blood  gases.  Additional  benefits  to  be  de- 
rived from  respiratory  assistance  include  a decreased 
work  load  for  the  patient,  and  increased  venous 
return  and  cardiac  output  resulting  from  the  im- 
proved mechanics  of  ventilation. 
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Cerebral  Insujficiency  (Fig.  5).  Severe  depression 
of  the  sensorium  is  often  observed  in  septic  shock 
and  is  due  to  decreased  blood  flow  to  the  brain  plus 
bacterial  toxemia. 

Elderly  patients  may  suffer  lethal  damage  to  the 
brain  if  the  arterial  pressure  is  allowed  to  decline 
below  70-80  mm.  Hg.  systolic. 

Cerebral  Insufficiency  in  Clinical  Shock 

Stupor  or  Coma  in  22  of  35  Cases 
.\cute  CVA  in  7 of  35 

Cardiac  Insujjiciency  (Fig.  6)  is  difficult  to  dem- 
onstrate in  experimental  shock  in  the  absence  of 
hypervolemia.  But  this  is  not  true  in  man,  for 
elevated  central  venous  pressure  and  pulmonary 
edema  are  often  observed  in  normovolemic  septic 
.=hock  and  may  even  occur  before  the  measured 
blood  volume  deficit  has  been  corrected.  This  indi- 
cates that  some  patients  cannot  tolerate  a ‘‘normal” 
blood  volume.  Rapid  digitalization  is  useful  in  this 
situation. 

Cardiac  Insufficiency  in  36  Patients  in  Shock 

Blood  Central  Pulm.  Pre-Existing 
Patients  \'olunie  \’en.  Pr.  Edema  Heart  Dis. 

15  X UP  YES  5 

3 X X YES  0 

There  is  another  smaller  group  of  patients  who 
exhibit  pulmonary  edema  in  the  absence  of  in- 
creased central  venous  pressure,  suggesting  that  this 
may  be  due  to  the  direct  effect  of  bacteria  or  their 
toxins  upon  the  pulmonary  capillaries. 

Renal  Insujficiency  (Figs.  7 and  8).  Renal  fail- 
ure, common  to  all  types  of  shock,  is  especially 
dangerous  when  shock  is  due  to  infection.  This  is 
because  the  rate  of  tissue  destruction  is  increased 
by  infections  so  that  uremia  may  progress  very 
rapidly  and  produce  lethal  effects  within  hours 
rather  than  days. 

Renal  Insufficiency  in  Clinical  Shock 

Uremia  in  13  of  35  Case.s 

Major  Contribution  to  Death  in  11 
Art.  pH  Below  7.35  in  8 
K Intoxication  in  3 

Rapid  Progression  of  Uremia  in  Clinical  Septic  Shock 

Patient  Plasma  Change  Within 

M.M.  Potassium  4.5  to  6.7  20  Hours 

'5.D.  Potassium  6.5  to  9.1  12  Hours 

J.B.  Bicarbonate  20  to  8 10  Hours 

We  have  found  the  early  use  of  peritoneal  dialy- 
sis to  be  essential  under  these  circustances.  This  is 
a very  effective  way  to  combat  severe  acidosis  or 
hyperkalemia  or  both.  The  existence  of  peritonitis 
is  not  a contraindication  to  dialysis  and  in  fact  is 
often  relieved  in  the  process  which  includes  the  use 
of  appropriate  antibiotics. 


Hyponatremia  (Fig.  9).  Smith  and  Moore  have 
reported  hyponatremia  in  clinical  shock.  We  con- 
firm this  finding  but  do  not  believe  it  is  always  or 
even  commonly  due  to  dilution.  Some  of  our  data 
is  best  explained  by  the  movement  of  sodium  into 
damaged  cells. 

Hyponatremia  in  Clinical  Shock 

1.  Erequent — Below  130  mEq/L  in  19  of  36  Cases 

2.  Xot  .'Mways  Uilutional — 


Plasma 

Initial 

3 Hours  Later 

Sodium 

131 

123 

Potassium 

5.6 

5.6 

Chloride 

96 

96 

Elevation  of  serum  sodium  toward  a normal  value 
is  helpful  in  sustaining  the  arterial  pressure  but 
must  be  done  with  one  eye  on  the  central  venous 
pre-sure  and  a stethoscope  over  the  lung  bases. 

Pressor  or  Antipressor  Therapy  (Fig.  10).  When 
hypotension  persists  in  spite  of  adequate  blood  vol- 
ume replacement  pressor  drugs,  which  raise  the  ar- 
terial pressure,  would  seem  to  be  useful.  However, 
considerable  evidence  from  the  laboratory,  as  well 
as  from  the  bedside,  indicates  that  pressor  therapy 
may  not  be  helpful  and  in  fact  may  act  in  ways 
that  are  harmful. 

Pressor  Drugs  in  Shock 

Favorable  Effects 

1.  .Arterial  Pressure  Increased 

2.  Blood  Flow  Increased  to; 

-A.  Heart 

B.  Brain 

Unfavorable  Effects 

1.  Failure  to  Cure  Shock 

2.  Decreased  Renal  Blood  Flow 

3.  Experimental  Data 

•A.  A'isceral  Blood  Flow  Decreased 

B.  Protection  by  .Adrenergic  Blockade 

C.  Synergism  with  Endotoxin 

The  increase  in  arterial  pressure  that  occurs  with 
pressor  therapy  is  all  too  often  a temporary  response 
that  offers  false  security  and  relaxes  vigilance  con- 
cerning the  fundamental  defects  (e.g.  hypovolemia 
and  uncontrolled  infection).  The  need  for  an  in- 
creasing amount  of  pressor  drug  to  sustain  arterial 
pressure  is  a strong  warning  that  the  total  thera- 
peutic program  is  failing.  The  only  excuse  for  using 
pressor  therapy  at  all  in  shock  is  to  insure  an  ade- 
quate blood  supply  to  the  heart  and  brain.  These 
organs  are  threatened  by  systemic  systolic  pressures 
of  less  than  70  mm.  of  mercury,  especially  if  the 
arteries  supplying  them  are  markedly  narrowed  by 
pre-existing  disease.  Therefore  the  maintenance  of 
this  minimal  level  by  pressor  infusion  is  indicated. 

The  evidence  that  pressor  therapy  may  be  unfa- 
vorable has  been  accumulating  for  many  years  and 
comes  largely  from  the  experimental  laboratory.  In 
most  types  of  shock  in  animals,  pre-treatment  with 
adrenergic  blocking  agents  (dibenamine,  Dibenzy- 
( Continued  on  Page  50) 
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THE  HOUSEWIFE’S  SECRET  ILLNESS* 

Hoif  To  Recognize  The  Female  Alcoholic 

Laurence  A.  Senseman,  m.d. 


The  Author.  Ltuiiciice  A.  Senseman , M.D.  oj  Lincoln, 
R.I.,  Chief,  Department  oj  Xetiro/ogy  and  Psychiatry, 
Memorial  Hospital,  PaivUtchet.  R.I.;  Medical  Director, 
hitler  Memorial  Sanitarium  South  .-{ttleboro,  Massa- 
chusetts. Chairman . Rhode  Island  .Adiisory  Council 
Dirislon  of  Alcoholism,  1951-. 


IN  EVERY  TOWN  AND  CITY  in  Rhode  Island,  as 
in  the  rest  of  the  USA,  there  are  women  despe- 
rately ill  and  in  need  of  treatment.  This  treatment 
is  available,  but  they  fear  detection  by  their  fami- 
lies and  friends.  Their  cwn  guilt  and  shame  keeps 
these  lonely,  terrified  women  from  seeking  help 
from  their  secret  sickness  — alcoholism,  which  af- 
fects 750,000  to  1 million  females  in  the  US.\. 
iNIrs.  ^larty  ^lann  of  the  National  Council  on 
Alcoholism  has  said,  "The  stigma  of  being  a woman 
alcoholic  is  so  great  that  women  with  a drinking 
problem  hide  it. 

The  female  alcoholic  is  harder  to  detect  and 
more  often  missed  than  diagnosed.  It  has  been 
estimated  by  the  Fairfield  County  Connecticut 
Council  on  .Alcoholism  that  there  are  9 hidden 
alcoholics  for  every  one  who  is  under  treatment.- 
I have  attempted  to  describe  the  typical  alco- 
holic woman  from  the  statistics  and  information 
compiled  by  a detailed  study  of  166  female  alco- 
holics who  had  232  admissions  between  January 
1.  1959  to  December  31,  1964. 

We  will  name  her  Mrs.  .A.  L.  Cohol.  She  has 
been  drinking  since  her  late  teens  or  early  twenties. 
This  began  as  social  drinking  at  high  school  or 
college  functions.  She  is  married  and  has  an  ave- 
rage of  two  children,  she  is  in  her  mid-forties  but 
Icoks  older  than  her  given  age.  She  has  had  a 
definite  problem  with  alcohol  for  at  least  eight 
years  prior  to  her  hospitalization.  She  is  in  the 
middle-income  group  with  better  than  average  in- 
telligence. She  is  seldom  if  ever  seen  intoxicated 
but  is  frequently  incapacitated  by  ‘‘sickness.”  She 
can  be  a most  convincing  fabricator,  but  fortu- 
nately she  is  only  deceiving  herself,  using  the  me- 
chanism of  denial. 

If  you  were  to  meet  this  average  alcoholic  house- 
wife, you  probably  could  not  detect  any  evidence 
of  this  problem  by  her  apptearance  or  her  manner. 
The  concept  of  the  female  alcoholic  as  an  “old 

♦Presented  at  the  John  F.  Kenney  Clinic,  at  Paw- 
tucket Memorial  Hospital.  Pawtucket,  R.  I..  Xoveni- 
her  .3,  1965. 


hag"  or  “blowsy  creature"  just  isn’t  true.  The 
National  Council  on  Alcoholism  estimates  that 
only  3 per  cent  of  all  confirmed  alcoholics  are 
derelicts.^ 

When  Airs.  A.  L.  Cohol  is  frank  and  honest,  she 
will  most  frequently  excuse  her  drinking  as  the 
result  of  marital  troubles,  loneliness,  boredom,  and 
depression.  These  feelings  she  has  tried  to  dissolve 
by  secretively  drinking,  only  to  find  that  she  has 
created  a more  serious  problem  — alcoholism. 

Mrs.  A.  L.  Cohol  remained  in  the  hospital  for 
12  days  and  during  this  time  she  received  medi- 
cation. individual  and  group  therapy,  remotivation, 
and  family  counselling.  She  usually  will  cooperate, 
but  she  is  frequently  a difficult  person  to  handle 
during  the  drying-out  stage.  ForU’-three  per  cent 
of  this  group  of  women,  like  Mrs.  A.  L.  Cohol. 
showed  evidence  of  liver  damage,  and  22.5  per  cent 
had  an  elevated  white  blood  count  on  admission. 
When  discharged,  90  per  cent  were  greatly  im- 
proved, but  4.7  per  cent  died. 

The  secretive  female  alcoholic  may  present  her- 
self with  a wide  variety  of  suspicious  complaints 
such  as  multiple  functional  disturbances  or  an  ob- 
scure mononeuritis.  Her  physical  demeanor  can 
also  provide  valuable  clues.  There  may  be  scars 
on  her  arms,  the  result  of  tremor  burns  from  the 
edge  of  the  oven.  She  may  have  palmar  erythema 
or  spider  angiomas  on  her  chest.  She  may  be  under- 
weight, with  thin  red  legs,  and  have  a waxy  trans- 
parency to  the  ears  and  finger  webs.  Shaking  hands 
reaching  for  a cigarette  may  reveal  a shiny  red- 
dened hypothenar  eminence.  Excessive  smoking  in 
a female  is  in  itself  an  alerting  sign  for  further  in- 
vestigation. Her  manner  may  be  suspiciously  de- 
mure, with  a soft  voice,  fluttery  eyes,  and  a ten- 
dency toward  being  over-cooperative."* 

-As  Mead  points  out,  it  is  necessary  to  be  infi- 
nitely subtle  in  interviewing  the  suspected  female 
alcoholic.  It  is  essential  to  remember  that  the  pa- 
tient herself  often  does  not  know  that  she  is  an 
alcoholic,  so  that  she  can  scarcely  be  e.xpected  to 
reveal  this  fact  to  her  physician.  It  is  all  too  easy 
for  the  physician  to  regard  as  utterly  preposterous 
the  notion  that  the  grey-haired,  pleasant  lady  in 
his  office,  perhaps  the  staid  town  librarian  or  the 
minister’s  wife,  is  an  alcoholic. 

For  the  male  especially,  but  also  in  the  case  of 
the  female,  flagrant  absenteeism  from  work  is  more 
usually  a manifestation  of  very  advanced  alcohol- 
ism; during  the  early  stages  of  her  illness  the  al- 
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coholic  usually  manages  to  maintain  a relatively 
good  attendance  record.  It  is  after  arriving  at  the 
job  that  the  early  alcoholic  begins  to  fail.®  When 
the  early  alcoholic  is  an  absentee,  she  tends  to 
resort  to  certain  characteristic  subterfuges  to  ac- 
count for  her  periodic  absences.  The  physician 
must  therefore  be  alerted  to  the  patient  who  peri- 
odically appears  in  his  office  complaining  of  vague 
symptoms  which  appeared  a few  days  beforehand 
and  requests  a letter  to  her  employer. 

The  fact  that  few  of  these  drinking  females  end 
up  in  a general  hospital  is  proven  by  the  fact  that 
in  Pawtucket  Memorial  Hospital  there  were  only 
10  female  patients  admitted  with  a primary  diag- 
nosis of  acute  or  chronic  alcoholism  during  the  five 
year  period,  January  1960  through  December  1964. 
There  were  12  other  female  patients  admitted  dur- 
the  same  period  with  a secondary  diagnosis  of  al- 
coholism. Their  ages  ranged  from  27  to  80  years. 

Perhaps  a definition  of  alcoholism  at  this  point 
would  be  helpful: 

“In  essence,  any  individual  who  relies  on  alco- 
hol to  meet  the  ordinary  demands  of  living 
and  continues  to  drink  after  alcohol  has  caused 
(her)  marital  or  occupational  difficulty  is  an 
alcoholic,  whether  (she)  drinks  only  in  the 
evening,  has  never  taken  a drink  when  alone, 
or  has  not  touched  anything  but  beer  for  five 
years.’"® 

The  female  alcoholics  have  certain  characteristics 
that  make  it  difficult  to  pin  down  the  diagnosis 
of  alcoholism.  They  are  notoriously  secretive  in 
their  drinking  habits.  They  use  denial  as  their 
main  defense  when  confronted  with  the  problem. 
They  are  frequently  protected  by  their  families 
until  it  becomes  obvious  to  others  what  is  taking 
place,  they  themselves  denying  the  problem  to  the 
very  end. 

With  increased  numbers  of  people  of  both  sexes 
using  alcohol  in  ever-increasing  quantities  year 
after  year,  the  problem  with  women  becomes  more 
acute  and  ever  larger.  Doctor  Marvin  Block,  Chair- 
man of  the  AiMA  National  Committee  on  Alcohol- 
ism, has  stated  that  there  are  as  many  female 
alcoholics  as  male  alcoholics.  We  have  not  found 
this  to  be  true  in  our  hospital,  although  it  is  ap- 
proaching this  ratio  of  1:1. 

The  study  in  our  sanitarium  for  the  six  year 
period  1959  through  1964  revealed  that  there  were 
232  female  admissions  for  the  problem  of  alcohol- 
ism. One  hundred  and  sixty-six  of  these  were  first 
admissions  and  66  re-admissions.  For  the  same  pe- 
riod, we  admitted  561  male  patients  with  alcohol- 
ism as  a primary  problem.  Three  hundred  and 
ninety-eight  were  first  admissions  and  one  hundred 
and  sixty-three  re-admissions  (Table  T). 


TABLE  I 

Fuller  Memorial  Sanitarium 


Female 

( .Alcoholics ) 

Male 

166 

1st  admissions 

.398 

W) 

re-admissions 

163 

232 

Total  .Admissions 

561 

(29.2%) 

(70.8%) 

1 Ration  2.4 


The  total  admissions  for  all  diagnoses  during  the 
same  six  year  period  was  3,310.  Thus,  the  total  of 
793  alcoholics  was  24  per  cent  of  the  total.  The 
total  alcohol  re-admission  rate  of  21.4  per  cent 
is  high,  as  would  be  expected  with  this  difficult 
and  complex  problem.  The  total  female  alcoholic 
admission  rate  was  7 per  cent  (Table  II). 


TABLE  II 

Fuller  Memorial  Sanitarium 

Total  .\dniissions  1959-1964 

1775 
1535 


First  admission 
Re-admissions 


TOTAL 


3310 


■Alcoholism 

232 

.Alcoholism 

793 


Female  admissions 
7% 

Alale  admissions 
24Cr 


Thus  a total  of  793  alcoholic  patients  were  ad- 
mitted for  treatment.  Of  this  total,  29.2  per  cent 
were  female,  70.8  per  cent  were  male,  giving  a 
ratio  of  2.4  men  to  each  female  alcoholic.  You  will 
note  that  this  is  an  unusually  high  ratio  when  com- 
pared to  the  Portal  House  Survey’’  and  the  male- 
female  ratio  of  alcoholics  in  the  F'nited  States 
which  is  5:D  (Table  III). 


TABLE  III 

Portal  House  Survey 
Chicago,  Illinois 

I'emale  Male 

Sex  Ration 

Office  Practice  ! 3 

Social  Agencies  1 4 

Hospitals  1 ■ 6 

Police  Custody  1 11 

Cultural  Differences 

United  States  1 5 

Japan  1 32 


The  female  alcoholic  patient  gave  an  average  of 
8.4  years  for  the  period  of  drinking  prior  to  his- 
pitalization.  Their  ages  were  as  shown  in  Table  IV. 

Their  average  age  was  46.2  years.  Religion  and 
marital  status  are  also  shown  in  Table  I\’.  The 
average  number  of  children  was  2.5. 

(Continued  on  next  page! 
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TABLE  IV 

Female  Alcoholics  1959-1964 


Age 


20-39  years 

2,5.  IQ 

40-59  years 

04.9Q 

.Average  age  40.2  years 

Religion 

Catholic 

547f 

Protestant 

44'T 

Jewish 

1.2Q 

None 

.8Q 

Marital  Status 

Married 

70Q 

Widowed 

I.IQ 

Divorced 

9% 

Separated 

5% 

Single 

4% 

The  most  frequent  reasons  or  excuses  for  drink- 
ing in  their  order  of  importance  are:  1)  iNlarital 
problems,  2)  Loneliness,  3)  Boredom,  and  4)  De- 
pression. It  is  of  interest  to  note  that  66.7  per  cent 
of  th^  female  alcoholics  gave  a family  history  of 
alcoholism. 

Xow  we  shall  take  a brief  look  at  what  has  hap- 
pened to  these  alcoholic  women.  We  attempted  for 
this  study  to  write  to  as  many  as  possible  of  the 
female  patients  and  sent  out  106  questionnaires 
with  three  questions  to  be  answered: 

1.  Are  you  in  good  health  at  present? 

2.  Have  you  been  hospitalized  since  admission 
to  Fuller  ^lemorial  Sanitarium? 

3.  .\re  \'ou  using  alcohol  at  present? 

Table  summarizes  the  results  of  the  106  ques- 
tionnaires. There  were  52  responses. 


TABLE  V 


Re 

spouse 

Xo. 

9? 

.Arc  yon  in  good  health? 

Yes 

,18 

,15.8 

Have  you  been  hospitalized 

Xo 

,19 

8.0 

since  FMS? 

Yes 

9 

8.0 

Xo 

,18 

,15.8 

.Are  you  using  alcohol  at  irresent? 

Yes 

12 

11.3 

Deaths  reported  — 5 

Xo 

,15 

3,1.0 

4.7 

resume  of  the  Rhode  Island  Division  of  .-Mco- 
holism  statistics  of  patients  treated  in  an  out- 
jiatient  clinic  reveals  a ratio  of  1 female  to  4.8 
male  alcoholics  over  a 10  year  period  (Table  \'l). 


TABLE  VI 

R.I.  Division  of  Alcoholism 

1956-65 


Total  Patients 

3809 

Male 

31,57 

82.9^ 

I'emale 

652 

17.1Q 

Ration  1 :48 

Age 

20-39 

29.1</r 

40-,59 

Total  .Average  46  yrs. 

57.9Q 

CONCLUSION 

.A  surve\’  of 

female  alcoholics  admitted 

to  Fuller 

^Memorial  Sanitarium  for  a six  year  period,  1959 
to  1964,  was  made  and  a follow-up  study  was  at- 
tempted. The  typical  female  alcoholic  was  described 
and  her  statistics  compiled.  The  ratio  of  female  to 
male  alcoholics  is  high  in  our  study  but  this  reflects 
the  nature  of  a private  institution  catering  to  the 
middle-income  class  of  patients.  The  alcoholic  re- 
admission rate  is  high  and  this,  too,  reflects  the 
nature  of  this  complex  and  ever-increasing  problem. 

XOTE.  The  author  of  this  paper  is  indebted  to  Miss 
Merrily  Salyer,  a student  in  Psychology  at  American 
University,  Washington,  D.C.,  who  prepared  the  pro- 
tocols and  summaries  for  this  series  of  cases  and  to 
Miss  Ruth  Coogan  for  the  statistical  studj-  as  shown 
in  Table  \T  from  the  R.I.  Division  of  .Alcoholism. 
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Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treat- 
ment of  nervous  and  emotional  disorders  as  well  as 
long  term  geriatric  problems. 

Physical,  neurological  psychiatric  and  psychological 
examinations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  In  a beautiful  and 
conveniently  located  institution. 

L.  A.  Senseman  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 
Oliver  S.  LIndberg,  M.D.  William  H.  Dunn,  M.S.W. 
P.  Wendel  Johnson,  Ph.D.  Therba  Johnston,  Ph.D. 

Referred  oatients  are  seen  daily  (except  Saturdays) 
9-12  A.M.,  and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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HEART  DISEASE,  CANCER,  AND  STROKE  AMENDMENTS  OF  1965 

— An  Analysis  Pr pared  by  the  Legislative  Department  of  the 
American  Medical  Association  of  Public  Late  89-239, 

Enacted  October  6, 1965  — 


Purposes 

As  enacted,  this  law  amends  the  Public  Health 
Service  Act  by  adding  a new  title,  the  purposes  of 
which  are: 

(a)  To  encourage  and  assist,  through  grants,  in 
the  establishment  of  regional  cooperative  arrange- 
ments among  the  medical  schools,  research  institu- 
tions, and  hospitals  for  research  and  training  (in- 
cluding continuing  education)  and  for  related  dem- 
onstrations of  patient  care  in  the  fields  of  heart 
disease,  cancer,  stroke,  and  related  diseases. 

(h)  To  afford  the  medical  profession  and  medical 
institutions,  through  cooperative  arrangements,  the 
opportunity  of  making  available  to  their  patients 
the  latest  advances  in  the  diagnosis  and  treatment 
of  these  diseases. 

(c)  To  improve  the  health  manpower  and  facili- 
ties available  to  the  nation  without  interfering  with 
the  patterns  or  methods  of  financing  of  patient  care 
or  professional  practice  or  with  the  administration 
of  hospitals  in  cooperation  with  practicing  physi- 
cians. medical  center  officials,  hospital  administra- 
tors, and  representatives  of  voluntary  health  agen- 
cies. 

Appropriations 

The  law  authorizes  the  appropriation  of  $50  mil- 
lion in  fiscal  1966,  $90  million  in  fiscal  1967,  and 
$200  million  in  fiscal  1968  to  be  used  for  grants  to 
assist  public  or  nonprofit  private  universities,  medi- 
cal schools,  research  centers,  and  other  public  or 
nonprofit  private  institutions  and  agencies  in  (a) 
planning,  (b)  conducting  feasibility  studies,  and  (c) 
operating  pilot  projects  for  the  establishment  of 
regional  medical  programs  of  research,  training,  and 
demonstration  activities  to  carry  out  the  above  pur- 
poses. Sums  appropriated  under  this  part  of  the 
program  will  remain  available  until  the  end  of  the 
fiscal  year  following  the  year  they  are  appropriated. 

grant  will  be  for  part  or  all  of  the  cost  of  the 
planning  or  other  activities  for  which  the  applica- 
tion is  made.  However,  a grant  for  the  construction 
of,  or  provision  of  built-in  (as  determined  in  regu- 
lations) equipment  for,  any  facility  may  not  exceed 
90/(  of  the  cost. 

The  law  specifically  states  that  appropriated 
funds  will  not  be  available  to  pay  the  cost  of  hos- 
pital. medical,  or  other  care  of  patients  except  to 
the  extent  it  is,  as  determined  in  regulations,  in- 


cident to  those  research,  training,  or  demonstration 
activities  which  meet  the  purposes  of  the  law.  Fur- 
ther, the  law  provides  that  no  patient  may  be  fur- 
nished hospital,  medical,  or  other  care  at  any  fa- 
cility under  this  program  unless  he  has  been  re- 
ferred to  the  facility  by  a practicing  physician. 

Dejinitions 

A “regional  medical  center”  means  a cooperative 
arrangement  among  a group  of  public  or  nonprofit 
institutions  engaged  in  research,  training,  diagnosis, 
and  treatment  relating  to  heart  disease,  cancer,  or 
stroke,  and,  at  the  option  of  the  applicant,  related 
diseases,  but  only  if  the  group:  ( 1 ) is  situated  with- 
in a geographic  area  composed  of  any  part  of  one 
or  more  states  which  the  Surgeon  General  deter- 
mines in  accordance  with  regulations  to  be  appro- 
priate for  carrying  out  the  purposes  of  the  law; 

( 2 ) consists  of  one  or  more  medical  centers,  one 
or  more  clinical  research  centers,  and  one  or  more 
hospitals;  and  (3)  has  in  effect  cooperative  ar- 
rangements among  its  components  which  the  Sur- 
geon General  finds  will  be  adequate  for  carrying 
out  the  purposes  of  the  law. 

A “medical  center"  means  a medical  school  or 
other  medical  institution  involved  in  postgraduate 
medical  training,  or  one  or  more  hospitals  affiliated 
therewith  for  teaching,  research,  and  demonstration 
purposes. 

A “clinical  research  center”  means  an  institution 
or  a part  thereof,  the  primary  function  of  which  is 
research,  training  of  specialists,  and  demonstrations, 
and  which  provides  specialized  high  quality  diag- 
nostic and  treatment  services  for  inpatients  and  out- 
patients. 

A “hospital"  means  a hospital  as  defined  in  the 
Hill-Burton  Act  or  other  health  facility  in  which 
local  capability  for  diagnosis  and  treatment  is  sup- 
ported and  augmented  under  this  program. 

“Construction”  includes  alteration,  major  repair 
(as  permitted  in  regulations),  remodeling,  and  reno- 
vation of  existing  buildings  (including  initial  equip- 
ment), and  replacement  of  obsolete  built-in  (as  de- 
termined in  regulations)  equipment  of  existing  fa- 
cilities. 

Planning  Grants 

The  law  authorizes  the  -Surgeon  General,  upon 
(Continued  on  Page  46) 
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brand  of 

metronidazole 


Flagyl  eliminates  the  difficulties  and  frus- 
trations that  have  long  attended  the  treat- 
ment of  trichomonal  infection. 

These  difficulties  arose  mainly  from: 

1)  the  failure  of  any  previously  known 
agent  to  destroy  the  protozoan  in  para- 
vaginal crypts  and  glands; 

2)  the  failure  of  any  previously  known 
agent  to  prevent  reinfection  by  eradicat- 
ing the  disease  in  male  consorts. 

The  introduction  of  Flagyl  removed  both 
of  these  long-standing  deficiencies.  Hun- 
dreds of  published  investigations  in  thou- 
sands of  patients  have  confirmed  the  ability 
of  Flagyl  to  cure  trichomoniasis. 

Correctly  used,  with  due  attention  to  re- 
peat courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  a cure  rate 
of  up  to  100  per  cent  in  large  series  of 
patients. 

Nothing  cures  trichomoniasis  like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tablet  t.i.d.  for 
ten  days.  A vaginal  insert  of  500  mg.  is  avail- 
able for  local  therapy  when  desired.  When  the 
inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been 
demonstrated,  one  250-mg.  oral  tablet  b.i.d. 
for  ten  days. 

Contraindications 

Pregnancy;  disease  of  the  central  nervous  sys- 
tem; evidence  or  history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts  should  be  made 
before  and  after  therapy,  especially  if  a sec- 
ond course  is  necessary. 

Infrequent  and  minor  side  effects  include: 
nausea,  unpleasant  taste,  furry  tongue,  head- 
ache, darkened  urine,  diarrhea,  dizziness,  dry- 
ness of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of 
trichomonads  may  aggravate  moniliasis. 

Dosage  Forms 

Oral-250-mg.  tablets/ Vaginal-500-mg.inserts 
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recommendation  of  the  National  Advisory  Council 
on  Regional  Medical  Programs  (established  by  the 
law)  to  make  grants  to  public  or  nonprofit  private 
universities,  medical  schools,  research  institutions, 
and  other  public  or  nonprofic  private  agencies  to 
assist  them  in  planning  the  development  of  regional 
medical  programs.  Grants  may  be  made  only  upon 
applications  approved  by  the  Surgeon  General. 

An  application  may  be  approved  only  if  it  con- 
tains: (1)  reasonable  assurances  that  the  federal 
funds  will  be  used  only  for  the  purposes  for  which 
they  are  paid;  2)  reasonable  assurances  that  the 
applicant  will  provide  for  fiscal  control  and  fund 
accounting  procedures  as  are  required  by  the  Sur- 
geon General;  (3)  reasonable  assurances  that  the 
applicant  will  make  reports  as  the  Surgeon  General 
may  from  time  to  time  require  and  will  keep  records 
and  afford  access  thereto  as  the  Surgeon  General 
may  find  necessary  to  verify  the  reports;  and  (4) 
a satisfactory  showing  that  the  applicant  has  desig- 
nated an  advisory  group  to  advise  the  applicant 
(and  participating  agencies)  in  formulating  and 
carrying  out  the  planning  for  the  establishment  and 
operation  of  the  regional  medical  program.  (The 
advisory  group  must  include  practicing  ph\"sicians, 
medical  center  officials,  hospital  administrators, 
representatives  from  appropriate  medical  societies, 
voluntary  health  agencies,  representatives  of  other 
organizations  concerned  with  activities  of  the  kina 
carried  on  under  the  program,  and  members  of  the 
public. 

Grants  for  Regional  Medical  Programs 

The  Surgeon  General,  upon  recommendation  of 
the  National  Advisory  Council  on  Regional  ^Medical 
Programs,  is  authorized  to  make  grants  to  public 
or  nonprofit  universities,  medical  schools,  research 
institutions,  and  other  nonprofit  or  private  agencies 
to  assist  in  the  establishment  and  operation  of  re- 
gional medical  programs,  including  construction 
and  equijiment  of  facilities.  Grants  may  be  made 
only  for  applications  approved  by  the  Surgeon  Gen- 
eral. 

An  application  may  be  approved  only  if  it  is 
recommended  by  the  local  advisory  group  and  con- 
tains reasonable  assurances  that;  (1)  the  federal 
funds  (a)  will  be  used  only  for  the  purposes  for 
which  they  are  paid,  and  (b)  will  not  supplant 
funds  that  are  otherwise  available  for  establishment 
or  operation  of  the  regional  medical  program  with 
re.spect  to  which  the  grant  is  made;  (2)  the  appli- 
cant will  provide  for  fiscal  control  and  accounting 
procedures  as  are  required  by  the  Surgeon  General; 
(3)  the  applicant  will  make  such  reports  as  the 


Surgeon  General  may  from  time  to  time  require  and 
keep  records  and  afford  access  thereto  as  the  Sur- 
geon General  may  find  necessary  to  verify  the  re- 
ports; and  (4)  laborers  and  mechanics  will  be  paid 
in  accordance  with  the  Davis-Bacon  Act  and  other 
regulations  relating  to  overtime  pay. 

National  Advisory  Council  on  Regional  Medical 
Programs 

The  Surgeon  General,  with  the  approval  of  the 
Secretary,  is  authorized  to  appoint  a National  Ad- 
visory Council  consisting  of  the  Surgeon  General  as 
chairman,  and  twelve  members  not  otherwise  full- 
time employees  of  the  U.S.  who  are  leaders  in  the 
fields  of  fundamental  sciences,  medical  sciences,  or 
public  affairs.  At  least  two  of  the  appointed  mem- 
bers must  be  practicing  physicians;  one  must  be 
outstanding  in  the  study,  diagnosis,  or  treatment  of 
heart  disease;  one  must  be  outstanding  in  the  study, 
diagnosis,  or  treatment  of  cancer;  and  one  must 
be  outstanding  in  the  study,  diagnosis,  or  treatment 
of  stroke.  The  Council  is  to  advise  and  assist  the 
Surgeon  General  in  the  preparation  of  regulations 
and  policy  matters  arising  with  respect  to  the  ad- 
ministration of  the  law.  It  will  also  consider  all  ap- 
plications for  grants  and  make  recommendations  to 
the  Surgeon  General  with  respect  to  approval  of 
applications  and  amounts  of  grants. 

Regulations 

The  Surgeon  General,  after  consultation  with  the 
Council,  will  prescribe  general  regulations  (a)  cov- 
ering the  terms  and  conditions  for  approving  ap- 
plications for  grants,  and  (b)  for  the  coordination 
of  programs  assisted  under  the  law  with  programs 
for  training,  research,  and  demonstrations  relating 
to  the  same  diseases  assisted  or  authorized  under 
this  law  or  other  laws. 

Listing  of  Treatment  and  Training  Centers 
The  Surgeon  General  must  establish  and  maintain 
on  a current  basis  lists  of  facilities  in  the  U.S. 
equipped  and  staffed  to  provide  the  most  advanced 
methods  and  techniques  in  the  diagnosis  and  treat- 
ment of  heart  disease,  cancer,  or  stroke,  together 
with  related  information,  including  the  availability 
of  advanced  specialty  training  in  those  facilities. 
He  must  make  the  lists  and  related  information 
readily  available  to  licensed  practitioners  or  other 
persons  requiring  such  information.  In  order  to  make 
the  lists  and  information  most  useful,  the  Surgeon 
General  must  consult  with  interested  national  pro- 
fessional organizations. 

Report  of  the  Surgeon  General 
On  or  before  June  30,  1967,  the  Surgeon  General, 
after  consultation  with  the  Council,  will  have  to 
submit  to  the  Secretary  for  transmission  to  the 
President  and  then  to  the  Congress,  a report  of  ac- 
( Continued  on  Page  76) 
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THE  FUTURE  OF  SPECIALTY  HOSPITALS,  AND  LYING-IN 
HOSPITALS  IN  PARTICULAR* 

Hospitals  With  Specialized  Interests,  If  ISot  Merged  Into  General  Hospitals, 
Must  Affiliate  Closely  With  Other  Hospitals  In  Ambulatory, 
Diagnostic,  Special  Care,  and  Emergency  Room  Services 

Duncan  E.  Reid,  m.d. 


The  Author.  Duncan  E.  Reid,  M.D.,  oj  Boston,  Massa 
chusetts.  Kate  Macy  Ladd  Professor  of  Obstetrics  and 
Gynecology , and  Chairman,  Department  of  Obstetrics 
and  Gynecology,  Harrard  Medical  School;  Chief  of 
Staff,  Boston  Lying-In  Hospital. 

Recognizing  that  we  live  inwhat  is  commonly 
referred  to  as  ‘‘an  age  of  rapid  change,”  un- 
doubtedly it  iis  appropriate  and  indeed  essential  to 
assess  periodically  the  relationship  of  public  insti- 
tutions including  hospitals  to  the  socio-economic 
environment  and  existing  needs.  Of  precise  concern 
to  us  here  is  the  relationship  of  an  obstetrical-gyne- 
cological unit  or  hospital  to  the  totality  of  clinical 
medicine.  The  record  will  attest  to  the  fact  that 
these  specialty  hospitals  have  contributed  substan- 
tially to  the  development  of  medicine.  But  now, 
what  of  the  future?  I suspect  that  this  question  has 
been  posed  here  because  of  its  relevance  to  the  de- 
velopment of  the  new  mediical  school  in  this  com- 
muniity. 

CHANGE  COMES  SLOWLY 
Whenever  there  is  a call  for  change,  we  must  be 
reminded  that  tradition  is  deeply  rooted  and  that 
institutions  change  at  a much  slower  rate  than  does 
the  individual  or  society  in  general.  This  thought 
reminds  me  of  a story  that  goes  something  like  this. 
One  of  this  country’s  representatives  to  the  United 
Nations  was  requested  to  address  a certain  alumni 
club  in  New  York  City.  After  the  initial  invitation 
and  his  acceptance,  he  received  no  further  word 
from  the  club.  When  the  time  came  for  him  to  speak 
he  reminded  the  membership  that  he  had  not  been 
assigned  a topic  but  that  since  he  was  at  the  U.  X. 
he  assumed  he  was  to  talk  about  it.  He  began  by 
saying  that  many  of  its  programs  and  operations 
reminded  him  of  a pair  of  elephants  making  love. 
The  method  of  procedure  appears  to  start  with  a 
good  deal  of  noise  followed  by  something  which 
occurs  at  a high  level.  However,  one  must  wait  at 
least  22  months  to  find  out  if  anything  really  did 
happen.  This  deliberate  process  would  seem  to  ap- 
ply to  faculties  of  medicine,  to  curriculum  commit- 
tees, and  to  hospital  boards  of  trustees  as  they  pon- 

*Rca(l before  a Staff  Meeting  of  the  Providence  (R.I.) 
Lying-In  Hospital,  June  17,  1965. 


der  their  decision  making.  I can  attest  that  it  ap- 
plies to  certain  Harvard  affiliated  hospitals,  some 
of  which  must  merge  and  all  rebuild,  with  a view 
toward  meeting  the  demands  of  medical  care  and 
teaching  in  the  decades  ahead.  This  calls  to  mind 
a remark  attributed  to  President  Conant  who  is 
supposed  to  have  said,  ‘‘Harvard  moves  with  glacial 
speed.” 

If  I possess  any  qualifications  to  discuss  the  fu- 
ture of  the  speciialty  or  lying-in  hospital  it  is  per- 
haps because  I have  observed  first-hand  some  of 
the  problems  of  a univ'ersity  affiliated  voluntary 
hospital.  Many,  whose  opinions  I respect,  have  said 
that  the  voluntary  teaching  hospital  may  not  sur- 
vive the  next  decade  at  least  in  the  sense  with  which 
we  are  familiar.  For  economic  reasons  principally, 
it  is  becoming  increasingly  difficult  for  many  of 
these  hospitals  to  care  for  the  medically  indigent 
and  to  provide  the  facilities  for  teaching  and  re- 
search that  have  been  their  traditional  hallmark. 

RELATIONS  WITH  UNIVERSITY 

Before  becoming  more  specific,  it  is  perhaps  in 
order  to  make  some  statements  of  a general  nature 
relative  to  the  uniiversity-hospital  relationship  par- 
ticularly as  it  applies  to  the  voluntary  teaching 
hospital. 

First,  it  is  essential  to  develop  methods  of  com- 
munication between  the  medical  school  faculty  and 
the  hospital  and  between  each  of  the  university  af- 
filiated hospitals.  In  practical  terms  it  is  suggested 
that  the=e  include  regular  meetings  of  the  dean  or 
his  representative  wiith  an  executive  committee 
comprised  of  trustees  of  the  variious  hospitals.  Sim- 
ilar meetings  should  be  held  wiith  the  chiefs  of 
service  or  heads  of  departments  of  the  various  uni- 
versity-aiffiliated  hospitals.  These  meetings  would 
foster  understanding  and  encourage  joint  plan- 
ning which  would  serve  to  eliminate  costly  redupli- 
cation of  plant  and  services.  I do  not  believe  that 
cooperation  of  this  kind  would  lead  to  loss  of  tradi- 
tional identification  of  each  separate  institution. 

Second  is  the  question  of  financial  responsibility. 
What  portion  of  the  costs  of  teaching,  research  and 
patient  care  is  to  be  assumed  by  the  medical  school 
and  what  portion  by  the  affiliated  teaching  hospi- 
{ Continued  on  next  page) 
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tal?  In  some  instances  the  answer  is  obvious.  Ln- 
questionably,  the  hospital  should  be  responsible  for 
the  financing  of  teaching  beds  with  the  assistance 
of  the  medical  school.  In  the  very  near  future  it 
may  be  necessary  to  seek  government  support  to 
defray  the  costs  of  teaching  beds.  It  is  a personal 
opinion  that  these  funds  should  come  to  the  medical 
school  rather  than  to  the  respective  hospitals  and 
that  they  be  distributed  by  the  Dean  and  the  fac- 
ulty in  accordance  wiith  community  needs  and  in 
support  of  teaching  efforts.  This  obviously  will  re- 
quire something  like  a partnership  arrangement 
between  the  Trustees  and  .\dministration  of  the 
hospital  and  medical  school  at  least  with  respect 
to  teachiing  activities.  How  the  clinical  faculty 
and  the  hospital  research  effort  are  to  be  sup- 
ported is  not  nearly  so  evident  but  the  resolu- 
tion of  these  problems  will  have  direct  bearing 
on  the  staff  structure  of  the  hospital.  It  has 
been  saiid  that  teaching  can  be  carried  out  on 
private  patients,  and  to  some  extent  this  is  true; 
but  at  the  same  time  the  so-called  medically 
indigent  patient  must  be  provided  for,  and  I would 
bike  to  dwell  on  this  for  a moment.  Despite  all 
that  has  been  said  to  the  contrary,  there  are  some 
20  per  cent  of  the  population  of  this  country  not 
covered  by  any  form  of  medical  insurance,  and, 
short  of  a national  health  act,  it  has  been  estimated 
that  by  1970  some  40  million  individuals  will  fall 
into  this  group,  mostly  concentrated  in  our  large 
urban  areas.  It  is  my  personal  conviction  that  much 
of  the  medical  care  for  these  individuals  must  be 
provided  by  the  university  hospital  whose  philoso- 
phy must  be  one  of  complete  committal  to  the  care 
of  patients  regardless  of  their  economic  status.  In 
other  words,  anyone  who  comes  to  an  ambulatory  or 
diagnostiic  clinic  of  a university  hospital  should  be 
entitled  to  admission  when  indicated.  It  is  abso- 
lutely imperative  that  this  philosophy  be  clearly 
understood  and  accepted  by  the  hospital  trustees 
and  by  the  medical  school  administration.  But, 
whatever  type  of  patient  is  utilized  for  teaching, 
private  or  otherwise,  the  program  must  be  a de- 
partmental effort  of  the  medical  school  and  under 
its  control,  and,  however  financed,  a certain  number 
of  beds  must  be  designated  ' resident  beds"  as  part 
of  the  '‘Professor’s  serviice." 

NUCLEUS  OF  FULL-TIME  TEACHERS 
Xo  longer  is  there  any  question  that  every  medi- 
cal school  requires  a nucleus  of  full-time  faculty  in 
the  clinical  department.  But  the  term  “full-time"  has 
become  much  misused  and  subject  to  a variety  of 
definitions.  For  example,  I once  visited  a mid- 
Western  medical  school  and  was  introduced  to  what 
was  described  as  a full-time  system.  What  it 
amounted  to  in  fact  was  practicing  full  time  for 
the  university  for  over  half  the  patients  in  the  clinic 


were  in  reality  private  patients  of  the  university. 
Xot  only  did  a portion  of  the  staff  earnings  provide 
the  funds  for  the  departmental  budget  of  the  school 
but  the  remainder  was  turned  back  toward  the  op- 
eration of  the  hospital.  How  can  this  type  of  so- 
called  full-time  system  allow  staff  members  to  con- 
duct research  and  teaching  programs  which  should 
be  their  primary  responsibility?  It  is  self-evident 
why  this  system  may  appeal  to  some  university  and 
hospital  trustees.  But  there  is  ample  proof  that 
wherever  unversity-hospital  financing  is  an  obliga- 
tion of  the  staff  it  is  self-defeating.  For  such  an 
arrangement  has  little  appeal  to  those  individuals 
with  truly  scholarly  bent  and  if  they  are  forced  to 
accept  it  theiir  productivity  will  suffer  proportion- 
ately. Furthermore,  under  such  a system,  oppor- 
tunities and  promotions  maj'  be  based  more  on 
earning  power  than  on  academic  contribution.  Xo 
system  should  exist  whiich  requires  the  staff  to  as- 
sume an  obligation  for  hospital  financing.  The  finan- 
cing of  any  voluntary  teaching  hospital  should  be 
the  responsibility  of  iits  trustees  working  in  close 
collaboration  with  the  medical  school. 

By  my  definition,  a truly  full-time  faculty  is  one  for 
which  the  school  budget  is  adequate  to  provide  the 
individual  with  an  income  sufficient  to  permit  him 
to  educate  his  children,  to  protect  his  family  against 
catastrophic  illness,  and  to  retire  with  an  adequate 
pension.  A full-time  faculty  member  should  not  be 
dependent  upon  income  from  private  practice.  In 
my  book  this  is  the  meaning  of  a “full-time”  sys- 
tem, and  anything  short  of  it  is  nothing  but  an 
exercise  in  semantics.  Of  course,  this  system  would 
imply  the  provision  of  ample  clinical  material  for 
teaching  which  is  possible  only  where  the  major 
teaching  effort  is  geared  to  state  and  municipal 
hospitals.  Few  voluntary  hospitals  with  their  large 
priivate  patient  loads  can  qualiW  to  meet  the  needs 
of  this  system. 

Whatever  the  system  it  is  my  personal  conviction 
that  cliniical  medicine  should  be  taught  by  physi- 
cians of  wide  clinical  experiience  of  almost  daily 
contact  with  patients.  ]\Iany  of  these  may  be  per- 
sons who  are  primariily  interested  in  teaching  and 
patient  care  and  less  so  in  research,  and  much  of 
theiir  income  might  well  come  from  the  care  of 
private  patients.  These  staff  members  should  be  se- 
lected and  ajipointed  by  the  department  on  the  basis 
of  their  being  dediicated  teachers  and  outstanding 
clinicians.  Although  referred  to  as  “part-time”  they 
should  be  ‘‘geographically  full-time'’  with  their 
offices  located  in  the  hospital.  Undoubtedly,  some 
form  of  “university  group  practice”  would  emerge. 
In  many  medical  schools  including  some  State  in- 
stitutions. the  so-called  full-time  members  of  the 
staff  receive  a base  salary  from  the  university  or 
the  department  and  this  iis  supplemented  by  what 
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in  essence  is  limited  uniiversity  group  practice,  or- 
ganized and  operating  within  the  individual  depart- 
ments. Being  closely  allied  in  the  common  objec- 
tives of  teaching,  research  and  patient  care,  such 
an  arrangement  should  encourage  harmony  between 
full-  and  part-time  staffs,  and  it  is  envisioned  also 
that  the  community  would  be  optimally  served. 
Whatever  the  proportion  of  full-time  to  part-time 
staff,  it  should  be  variable  with  majority  part-time, 
but  geographically  full-time. 

ROLE  OF  OBSTETRICS  AND  GYNECOLOGY 

To  return  to  the  more  specific  question  of  the 
place  of  a specialty  hospital  in  a period  of  expand- 
ing knowledge  which  fosters  specialization  in  medi- 
cine, some  definition  is  required  as  to  just  what  is 
encompassed  by  the  various  fields  of  medicine  and 
how  they  should  relate  to  each  other.  As  in  other 
fields  of  medicine,  obstetrics  and  gynecology  must 
be  examined  from  the  points  of  view  of  its  research 
and  clinical  potential,  for  the  answers  to  these  ques- 
tiions  will  in  large  measure  determine  which  field 
of  medicine  an  individual  will  choose  for  his  life’s 
work. 

In  the  area  of  research,  there  should  be  agree- 
ment that  none  is  more  challenging  than  that 
concerned  with  reproductive  biology.  To  mention 
two  examples  briefly;  one  is  the  problem  of  organ 
transplantation  which  will  not  be  resolved  until 
more  is  known  about  the  fetal  immuologic  mecha- 
nism. Another  is  the  area  of  normal  and  abnormal 
growth,  for  certainly  the  prevention  of  malforma- 
tion rather  than  its  correctiion  is  the  ultimate  hope. 

With  respect  to  the  clinical  area,  I would  like  to 
define  obstetrics  and  gynecology  in  the  broadest 
sense  as  that  area  of  medicine  concerned  with  the 
“care  of  women’’  in  contrast  to  pediatrics  which  is 
concerned  wit  hthe  “care  of  children.”  With  the  pass- 
ing of  the  family  physician  so  often  alluded  to  these 
days,  one  may  well  ask  who  is  to  care  for  the  female 
from  adolescence  through  old  age.  To  whom  can  she 
turn  for  help  and  advice  for  either  herself  or  her 
family  during  this  period?  Certainly  not  to  the  in- 
ternist or  surgeon,  for  the  former  will  be  interested 
if  there  is  a medical  condition  to  be  diagnosed  and 
the  latter  if  there  is  an  operation  to  be  performed. 
Here  the  implications  are  clear,  namely,  that  the 
obstetriciian-gynecologist  must  be  prepared  to  meet 
this  medical  need.  Hence,  he  must  be  well 
grounded  in  medicine,  pediatrics,  and  psychiatry, 
and  he  must  possess  superior  technical  skill  in  his 
special  field  of  competence. 

CONTINUITY  OF  PATIENT  CARE 

One  of  the  greatest  challenges  of  current  medical 
practice  is  to  provide  continuity  of  patient  care.  It 


is  here  that  I believe  the  woman’s  hospital  has  a 
major  role  to  play.  Encompassing  the  entire  family 
it  can  serve  as  the  great  “feeder”  of  patients  to  me- 
dicine, pediatrics,  psychiatry  and  surgery.  Certainly 
a woman’s  hospital  must  interface  with  all  other 
areas  of  medicine,  and  a notable  example  might  be 
cited  in  the  care  of  the  female  with  pelvic 
malignancy,  for  the  management  of  the  pa- 
tient wiith  this  condition  represents  the  ultimate  in 
the  cooperative  effort  of  many  services  or  depart- 
ments, more  precisely,  radiiology,  chemotherapy, 
gynecological  surgery  and  oftentimes,  urology. 

In  planning  for  the  maternity  service  of  a wom- 
an’s hospital  some  consideration  must  be  given  to 
th  optimal  number  of  patients  necessary  to  render 
the  highest  caliber  of  patient  care  through  the  acqui- 
sition and  profitable  utilization  of  ancillary  services 
as  well  as  a competent  professional  staff.  No  less 
than  5,000  deliveries  are  required  for  a superior 
teaching  and  residency  program.  How  many  beds 
are  needed  is  another  question  that  must  be  faced, 
and  the  answer  will  depend  in  large  measure  on  the 
type  of  patient  served.  The  problem  of  balancing 
the  prolonged  hospitalization  of  the  so-called  “high 
risk”  and  complicated  pregnancy  against  the  now 
short  stay  of  the  normal  pregnancy  must  be  re- 
solved. It  is  now  evident  that  there  should  be  fewer 
but  larger  and  more  efficient  maternity  services  and 
that  our  existing  institutions  should  begin  to  think 
about  pooling  facilities  rather  than  about  continu- 
ing small  and  inadequate  units  which  cannot  pro- 
vide total  patient  care  and  which  tend  to  become 
economically  unsound. 

Whether  or  not  the  total  program  of  teaching, 
research,  and  patient  care  should  be  conducted 
through  the  medium  of  a large  general  hospital  or 
through  the  close  affiliation  or  confederation  of  sev- 
eral hospitals  with  specialized  interests  is  still  un- 
settled, and  I feel  that  there  is  no  one  answer  for 
all  medical  schools.  A close  association  is  unques- 
tionably required  for  consultative  services  and  for 
educational  exercises.  Perhaps  more  important  in 
the  interfacing  of  several  hospitals  is  the  establish- 
ment of  common  ambulatory  and  diagnostic  clinics, 
special  care  units,  and  emergency  wards. 

The  attitudes,  desires,  and  efforts  of  the  trustees 
of  the  various  hospitals  will  determine  the  form 
and  extent  of  the  services  and  facilities.  Trustees 
must  be  aware  of  their  increasing  responsibility. 
They  must  be  dissuaded  from  patching  up  old  plants 
when  new  structures  are  contemplated.  They  must 
be  working  trustees,  who  visit  the  hospital  regularly 
and  frequently  and  who  are  deeply  involved  in  the 
financing  of  the  teaching  service.  Finally,  they  must 
realize  that  the  actual  survival  of  the  institution(s) 
is  dependent  on  their  efforts. 

(Continued  on  next  page) 
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Regarding  the  above.  I would  like  to  say  that 
we  do  not  need  3 billion  dollars  of  federal 
funds  for  new  centers  for  the  study  of  specific  dis- 
eases such  as  stroke,  heart  disease,  and  cancer;  but 
rather  we  need  the  proper  financing  of  existing  fa- 
cilities. This  applies  particularly  to  the  voluntary 
teaching  hospital  of  which  there  are  some  375  in 
this  country  with  sturdy  connections  with  medical 
schools.  It  is  these  institutions  that  have  trained  our 
finest  physiciians  and  if  they  were  to  fade  from  the 
scene  a great  deal  of  humanity  will  disappear  from 
the  entire  medical  operation.  Perhaps  if  we  talked 
in  terms  of  strengthening  and  maintaining  what  in- 
stitutions we  have,  and  where  necessary  replacing 
old  with  new,  a great  deal  more  good  would  be  avail- 
able to  the  community  at  large. 

CONCLUSION 

In  conclusion,  certain  questions  have  been  raised 
and  a few  answers  offered.  We  believe  that  obste- 
trics and  gynecology  has  an  expanding  and  key 
role  to  play  both  in  medical  education  and  in  pa- 
tient care.  Put  we  would  emphasize  that  efforts 
should  be  directed  toward  unification  and  centrali- 
zation of  staffs  and  hospitals.  Xo  longer  will  the 
economy  permit  tradition  and  professional  self- 
interest  to  determine  the  interrelationship  of  uni- 
versity affiliated  voluntary  hospitals  as  they  at- 
tempt to  meet  directly  the  overall  health  needs  of 
a community  and  indirectly  those  of  the  nation. 


SURGICAL  ASPECTS  OF  SHOCK 

(Concluded  from  Page  39) 

line)®  is  clearly  protective.  Pressor  agents  aggravate 
the  deficiency  of  blood  flow  to  the  splanchnic  area 
(abdominal  viscera),  produce  intestinal  hemorrha- 
ges in  several  .species  including  man,  and  reduce 
the  capacity  of  the  reticuloendothelial  system  to 
detoxify  endotoxins.  Endotoxin  and  noradrenalin 
are  synergistic  in  producing  tissue  damage.  Sym- 
pathetic denervation  or  blockade  of  the  abdominal 
viscera  protects  against  hemorrhagic  and  endotoxin 
shock  in  dogs  and  rabbits.  The  possible  value  of 
adrenergic  blocking  agents  in  shock  in  man  is  there- 
fore under  investigation  in  several  clinics.  These 
agents  must  be  used  with  great  caution,  however, 
because  they  may  cause  sudden  profound  lowering 
of  arterial  pressure. 

In  balance,  then,  a reasonable  program  at  jiresent 
would  attempt  to  treat  shock  in  man  without  the 
use  of  pres.sor  agents,  but  would  use  them  if  a safe 
minimal  arterial  jiressure  cannot  be  sustained  other- 
wi.se.*  .-^ntijires-sor  agents  are  probably  best  avoided 
until  the  clinics  studying  them  have  evolved  a safe 
and  effective  iirogram  for  their  use.  .Selective  block- 


ade of  the  sympathetic  nerve  supply  to  the  abdom- 
inal viscera  would  seem  to  be  preferable  to  general 
adrenergic  blockade. 

Useful  Therapy.  In  Figure  11  are  listed  the 
therapeutic  approaches  that  we  have  found  useful 
in  the  management  of  shock  in  man. 


Useful  Therapy  in  Clinical  Shock 


Respiratory  Control 

N’olunie  Replacement 

( Pressor  Drugs) 

.Saline 

Antibiotics 

Digitalis 


Coeliac  Blockade 
Peritoneal  Dialysis 
Body  Cooling 
Xecessary  Surgery 
Cortisone 

aid’s  Total  -Attention 


Most  of  the  items  have  received  sufficient  com- 
ment e.xcept  perhaps  for  "necessary  surgery.”  Un- 
drained closed  space  infections  or  persisting  intes- 
tinal leakage  mean  certain  failure  to  control  shock. 
.An  important  corollary  is  that  the  clinical  evidences 
of  infection  may  be  few  once  shock  has  supervened. 
Therefore  a high  index  of  suspicion  is  essential. 

In  recent  months  we  have  become  convinced  of 
the  value  of  corticosteroids  in  the  management  of 
shock  due  to  infection.  The  favorable  effect  is 
due  at  least  in  part  to  the  protection  of  vascular 
smooth  muscle  against  the  injur\’  produced  by  bac- 
terial toxins.  The  best  results  thus  far  have  been 
obtained  by  the  intravenous  administration  of  de- 
camethazone  ( Decadron ) 40mg.  (lOml.)  at  the 
outset  and  20mg.  every  4-6  hours  thereafter  by 
continuous  infusion  until  shock  is  relieved.  .Appro- 
priate antibiotics  are  given  concurrently. 

The  most  important  single  item  is  listed  last. 


* The  one  situation  in  which  pressor  therapy  seems 
to  be  of  distinct  value  is  in  shock  due  to  myocardial 
infarction.  The  benefit  is  apparently  derived  largely 
from  the  pressor-induced  increase  in  coronary  blood 
flow. 


Doctors'  Offices  — Westerly 

2 and  3 room  Professional  Offices 
15  Grove  Ave.  (Near  shopping  center) 

Liberal  rentals  . . . Ample  parking  area 


Will  remodel  to  suit  tenant 

Write:  Box  205,  AVesterly,  R.  I. 
Call:  348-8190 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 
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Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 
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New  EUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.’--'*  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdaj:.  S..  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz.  M.  S.,  Quan.  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  196.1. 

2.  Pollack,  P.  J..  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion. Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

.1.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics.  J.A.M.A.,  178;  406,  Oct..  1961. 
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Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumhcnt  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 


Fewer  than  1%  of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being, 

This  is  in  distinct  contrast  to  most  I 

Other  antihypertensive  therapy.  Wmhi# 


Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 
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Prescribing 
information  for 

EUTRON 


INDICATIONS;  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyidopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  Va  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depiction  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 
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been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 


Editorials 


THE  CHARLES  Y.  CHAPIN  HOSPITAL 


What  should  be  done  with  the  Charles  \’.  Cha- 
pin Hospital  of  Providence,  R.I.? 

This  question  is  being  widely  debated.  Detailed 
discussion  has  appeared  in  the  public  press,  and 
it  is  clear  that  the  average  citizen  has  had  ample 
opportunity  to  become  aware  of  the  problem.  Be- 
cause the  preservation  of  the  health  of  the  citizens 
of  Rhode  Island  must  be  the  main  objective  in 
reaching  a decision  in  this  matter,  the  opinion  of 
physicians,  particularly  those  who  are  well  ac- 
quainted with  the  work  of  the  hospital,  must  be 
given  special  consideration. 

Of  course,  the  financial  side  of  the  problem  can- 
not be  ignored.  It  is  quite  clear  that  the  oi3eration 
of  the  portion  of  the  hospital  in  which  contagious 
disease  is  treated  is  highly  expensive.  This  will 
always  be  the  case  in  an  institution  which  must 
have  stand-by  facilities  for  coping  with  severe  out- 
breaks of  such  diseases  as  poliomyelitis,  such  as 
occurred  only  five  years  ago.  However,  with  present 
day  immunization  procedures  and  effective  anti- 
biotics the  need  for  special  hospitalization  of  most 
of  the  diseases  that  are  classed  as  "contagious”  is 
much  diminished  and  hospitals  utilized  for  this 
purpose  alone  are  being  pretty  generally  discon- 
tinued, leaving  this  function  to  the  general  hospi- 
tals. While  it  is  very  probable  that  this  type  of 
work  will  not  be  done  nearly  as  well  elsewhere  as 
at  the  Chapin  Hospital,  it  is  doubtful  whether  the 
public  should  be  asked  to  support  such  an  expen- 
sive operation  as  this  phase  of  the  hospital’s  work 
represents.  However,  in  our  judgment  it  would  be 
well  to  preserve  the  facilities  and  the  personnel  in 
a smaller  part  of  the  hospital,  perhaps  two  build- 
ings, and  to  use  the  two  that  remain  for  some 
other  purpose,  such  as,  for  example,  the  care  of 
the  eilderly,  infirm  or  mentally  damaged  patients, 
or  for  the  care  of  patients  of  the  psychiatric  service 
recovering  from  acute  episodes,  who  are  not  quite 
ready  to  be  sent  home. 

Probably  few  of  our  citizens  realize  that  the 
principles  which  have  guided  the  profession  in  the 
care  of  contagious  and  transmissible  infections 
generally  were  worked  out  by  Doctor  Charles  \’. 
Chapin,  who  led  the  world  in  this  field,  and  were 
put  into  practice  at  this  hospital  which  bears  his 


name  and  which  was,  we  believe,  the  leading  hos- 
pital of  its  kind  in  the  country. 

Inasmuch  as  the  principles  which  Doctor  Cha- 
pin introduced  still  stand,  and  the  administration 
of  the  hospital  is  in  the  hands  of  a superintendent 
who  was  reared  in  the  tradition  of  the  e.xact  tech- 
niques that  are  needed  in  this  work,  it  is  clear  that 
it  is  not  likely  that  other  hospitals  will  be  able  to 
maintain  as  high  a standard  of  patient  care  in  this 
field.  We  may  conclude,  however,  that,  although 
care  of  infectious  diseases  including  those  common- 
ly called  ‘‘contagious”  can  best  be  carried  out  at 
the  Chapin  Hospital,  it  is  probably  not  justifiable 
to  continue  to  operate  the  hospital  for  this  purpose, 
except  on  a limited  scale. 

The  psychiatric  department  on  the  other  hand 
presents  an  entirely  different  picture.  Here  we  have 
a facility  which,  as  those  of  us  in  active  practice 
wed  know,  renders  a service  which  is  not  duplicated 
anywhere  in  the  state,  and  which  is  of  the  utmost 
importance.  It  is  the  only  place  to  which  patients 
suffering  from  acute  psychiatric  emergencies  are 
sent  with  a minimum  of  delay  and  red  tape,  and 
receive  expert  study  and  treatment.  They  can  then 
be  returned  to  society  or  transferred  to  the  Insti- 
tute of  iMental  Health  at  Howard,  or  elsewhere  as 
may  be  indicated.  This  department,  housed  in  the 
best  of  the  hospital’s  buildings  and  staffed  by  ex- 
perts, should,  we  believe,  be  continued  as  at  present 
regardless  of  whether  or  not  the  hospital  is  taken 
over  by  the  State.  Its  work  cannot  reasonably  be 
carried  on  by  the  institutions  at  Howard,  nor  at 
present  at  Butler  Hospital.  With  the  intensive  care 
unit  at  Howard,  the  Adolph  iMeyer  Building,  “op- 
erating at  its  full  capacity,”  new  facilities  would 
have  to  be  constructed,  and  even  should  this  be 
done  the  location  several  miles  outside  the  city  of 
Providence  would  not  be  favorable. 

It  has  been  suggested  that  Butler  Hospital  under- 
take this  work.  This  would  require  time  for  plan- 
ning and  probably  some  remodelling,  but  in  the 
end  might  be  a reasonable  solution.  The  total  cost 
of  the  operation  of  these  two  hospitals,  each  having 
a census  of  about  seventy  patients,  would  be  less 
if  they  were  combined.  Such  an  arrangement  would, 
however,  require  careful  planning  and  would  take 
(Concluded  on  next  page) 
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time  to  complete.  However,  the  time  for  decision 
as  to  preserving  the  Chapin  Hospital  is  now.  as 
destruction  of  the  hospital  next  summer  is  threat- 
ened unless  the  State  takes  it  over. 

The  decision  of  Mayor  Joseph  A.  Doorley  of 
Providence  to  force  the  issue  is  not  without  reason, 
as  the  figures  show  that  the  contribution  of  the 
State  to  the  support  of  the  hospital  is  not  sufficient 
to  cover  the  expense  of  the  care  of  patients  from 
outside  the  city  of  Providence.  However,  in  our 
judgment  this  is  no  time  to  destroy  hospital  facili- 
ties. The  demand  for  hospital  beds  is  high  at  pres- 
ent. and  when  the  Medicare  legislation  is  activated 
next  July  it  will  probably  increase  still  further. 

Providence  College  needs  room  for  expansion  and 
would  be  glad  to  acquire  the  land  occupied  by  the 
hospital.  As  there  is  a large  part  of  the  hospital's 
property  on  the  side  nearest  the  college  which  is 
not  used  by  the  hospital,  it  would  seem  reasonable 
to  offer  this  to  the  college.  At  a later  date,  especi- 
ally if  the  State  takes  over  and  operates  the  Cha- 


pin Hospital,  it  may  be  reasonable  to  anticipate 
that  a new  facility  to  carry  out  the  functions  of 
the  hospital  could  be  built  or  that  a transfer  of  the 
psychiatric  division  to  Butler  Hospital  could  be 
effected,  in  which  case  the  college  could  obtain  the 
remainder  of  the  hospital  site. 

In  view  of  these  considerations,  we  believe:  (1) 
that  the  hospital  should  continue  to  be  operated, 
preferably  by  the  State  (or  else  by  the  City  with 
adequate  financial  support  from  the  State  for  the 
care  of  the  patients  who  are  not  residents  of  Provi- 
dence); (2)  that  the  psychiatric  division  be  con- 
tinued for  the  present  as  now  operated:  (3)  that 
the  reasonable  desires  of  Providence  College  be 
partially  satisfied  by  offering  to  that  institution  the 
land  to  the  west  of  the  hospital  buildings  which  is 
not  used  or  needed  by  the  hospital:  and  (4)  that 
the  decision  be  made  without  further  delay,  as  it 
is  now  impossible  for  the  administrator  of  the  hos- 
pital to  maintain  or  recruit  adequate  personnel  in 
view  of  the  uncertainty  of  the  future  of  the  institu- 
tion. 


“DRUGS  DOCTORS,  AND  DANGER”  AND  THE  DAILY  PRESS 


In  an  extensive  book  review  essay,  titled  “Drugs. 
Doctors,  and  Danger,"  in  the  Providence  Sunday 
Journal  of  November  28.  1965,  Mr.  Selig  Green- 
berg stated:  ‘‘All  of  us  have  taken  prescription 
drugs  at  one  time  or  another,  and  almost  everyone 
knows  from  personal  experience  that  they  can  al- 
leviate suffering  and  save  life.  But  what  few  of 
us  realize  is  that  . . . there  is  often  an  excessive 
and  sometimes  indiscriminate  use  of  drugs  in  this 
country  and  that  some  of  the  medications  pre- 
scribed by  confused  and  inadequately  informed 
physicians  may  be  worthless,  injurious  or  even  le- 
thal. Few  know  of  the  waste,  suffering  and  death 
caused  by  the  misuse  of  drugs." 

The  Providence  Journal  and  the  Evening  Bulle- 
tin are  persistent  offenders  in  encouraging  "that 
frenetic  and  beguiling  pharmaceutical  advertising’' 
and  ‘’the  widespread  use  of  nearly  worthless  medi- 
cations" which  Mr.  Greenberg  finds  so  objection- 
able. 

.\s  we  have  on  earlier  occasions,  we  shall  quote 
from  patent  medicine  advertisements  directed  to 
the  lay  public  carried  frequently  by  these  influ- 
ential newspapers  which  pride  themselves  on  being 
“Independent."  “Hospital-Proved  Tablet  Brings 
lOOG  Safe  Sleej)  (plus  S &:  H Green  Stamps)." 
“Unwind  nerves  — Relax  Your  Tensions  .\11  Day 
— All  Xight  — Now,  calming,  tranquilizing,  seda- 
tive action  starts  in  minutes.”  “Announce  Xew 
Way  to  Shrink  Hemorrhoids  — Science  Finds 
Healing  Substance  That  Does  Both  — Relieves 
I’ain  — Shrinks  Hemorrhoids.”  “.Acid  Inflamed 


Stomach  — Relieved  in  less  than  1 minute  — Doc- 
tor’s Discovery  Works  Like  Alilk." 

“What  a stomach  specialist  says  about  Grouchy 
Stomach.”  “Xow  Women  Can  Prevent  2 to  7 lbs. 
of  Bloating  ’Water-Weight'  That  Causes  Pre-Period 
Miseries  — X'ew  Discovery  Tested  by  Xurses  on 
Themselves  Also  Relieves  Swelling  Pelvic  Pressure. 
Dizzy  Spells.  Pain  and  its  Aloodiness.  X^ervous 
Tension.  An  Entirely  Xew  and  Aledically  Proven 
Formula."  “Scientific  medciation  works  quickly, 
for  hours,  to  break  ‘itch-cycle'  . . . stop  ichtng  — 
even  membrane  itching.  "Stop  Itching  with  this 
Doctor's  Formula!" 

“.Asthma  Formula  Prescribed  Most  By  Doctors 
— .Available  X*ow  Without  Prescription  — Stops 
.Attacks  in  Minutes  . . . Relief  Last  for  Hours!” 
‘‘Heartburn?  . . . The  great  big  medicine  in  the 
little  green  roll."  ’‘Surprising  medical  facts  about 
HE.ARTBF’RX  — Tests  at  a famous  Medical 
Center  pinpoint  a special  formula  . . ."  "X'ew  for 
Reducing  ...  — aid  to  appetite  control  — Lose 
Pounds  & Inches." 

In  addition  to  advertisements  plugging  these  and 
many  other  nostrums  encouraging  self-medication 
with  dangerous  or  useless  drugs,  we  found  a long 
wordy  advertisement  (The  Providence  Sunday 
Journal  of  Oct.  31.  1965)  touting  the  infamous, 
thoroughly  discredited,  and  dangerous  “.Air  Force 
Diet.”  “Lose  10-15  lbs.  .A  Month,”  states  the  ad- 
vertisement, “On  X’ew  .Air  Force  Diet,  often  called 
the  Drinking  Man's  Diet.”  “This  is  the  revolu- 
tionary new  low  calory  diet.”  it  continues,  “that 
(Continued  on  Page  58) 
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everyone  is  suddenly  talking  about.  It  is  known 
variously  as  the  Air  Force  Diet,  the  Astronaut's 
Diet,  the  Air  Line  Pilot's  Diet,  and  sometimes 
popularly  known  as  the  Drinking  Man’s  Diet.  In 
effect  it  allows  you  to  drink  all  the  liquor  you  want, 
enjoy  formerly  ‘forbidden’  foods  such  as  steaks 
trimmed  with  fat,  rich  gravies,  mayonnaise,  lobster 
swimming  in  butter,  bacon,  fats,  sausages  and 
scrambled  eggs  — and  still  lose  10-15  lbs.  a month." 
'\'ou  are  urged  to  “Order  now  before  others  snap 
up  the  limited  supply"  at  the  give-away  price  of 
two  dollars.  The  fact  that  this  diet  has  been  cate- 
gorically disowned  by  the  United  States  and  Ca- 
nadian .^ir  Forces  (it  is  usually  attributed  to  the 
Canadian  Air  Force),  NASA,  the  air  lines,  and 
practically  all  medical  authorities  (whom  Mr. 
Greenberg  often  quotes  so  lovingly  and  so  anony- 


mously in  his  writings)  does  not  discourage  these 
"Independent"  newspapers  from  carrying  vicious 
advertising  of  this  sort. 

In  an  earlier  report  by  Mr.  Greenberg  ("Medi- 
cine Must  .\dapt  Freedom  To  Modern  Demands, 
Doctor  Says"  (The  Providence  Sunday  Journal. 
November  4,  1965),  reporting  on  the  recent  White 
House  Conference  on  Health,  he  states:  “The  prob- 
lems posed  by  steadily  rising  medical  costs  and  bj- 
the  need  for  more  effective  policing  of  health  care 
were  discussed  by  a number  of  . . . speakers.”  This, 
we  presume,  involves  the  encouragement  or  en- 
forcement of  responsibility  in  advertising  drugs  and 
self-treatment  methods  directly  to  the  public.  The 
latter  report,  incidentally,  was  published  in  ludi- 
crous juxtaposition  to  an  advertisement  promoting 
an  anti-itch  preparation  (See  cut). 


NOR  ANY  DROP  TO  DRINK 


During  the  recent  drought  in  the  n.:,rtheastern 
United  States,  metropolitan  Providence  was  par- 
ticularly fortunate  in  having  plenty  of  water,  be- 
ca-cse  the  leaders  of  a generation  or  two  ago  had 
the  foresight  to  plan  and  build  the  great  Scituate 
Reservoir  system.  The  State  Government  was  re- 
cently authorized  by  the  electorate  to  acquire  more 
reservoir  lands  in  the  western  part  of  the  State 
which  should  provide  a cushion  for  the  future. 
Influenced  by  the  dissemination  of  misleading  in- 
formation the  voters  had  on  an  earlier  occasion 
defeated  a similar  proposal.  Recent  rains  have  con- 
siderably eased  the  drought  situation  in  Rhode 
Island,  but  we  should  not  in  the  interests  of  the 
common  good  assume  a complacent  attitude. 

E.xperts  have  warned  that  fresh  water  will  be 
the  first  of  man's  natural  resources  to  be  exhausted. 
It  is  estimated  that  the  potential  supply  in  the 
United  States  is  515  billion  gallons  per  day.  Our 
present  consumption  is  340  billion  gallons  per  day 
and  by  1980  may  exceed  600  billion  gallons.  Over 
1500  gallons  of  fresh  water  per  person  per  day  are 
needed  to  support  our  present  mode  of  living.  .\n 
urban  family  requires  only  158  gallons  for  all  of  its 
services,  but  one  thousand  pounds  of  water  are 
needed  to  grow  one  pound  of  wheat  and  2300 
[xiunds  to  raise  a pound  of  beef.  Ten  thousand 
|K)unds  of  water  are  required  to  grow  a pound  of 
cotton  and  44,000  gallons  to  make  enough  steel 
for  one  automobile.  Half  of  the  people  of  the  world 
having  the  comfort  of  piped  water  live  in  the  United 
States,  where  the  annual  capital  investment  in 
catching,  pumping,  and  distributing  water  is  SIO 
billion. 

When  man  is  unable  to  meet  his  requirements 
from  stream  flow,  he  digs  a well.  In  the  United 
States  the  volume  of  underground  water  is  at  least 
ten  times  the  average  annual  rainfall  of  30  inches. 


Some  of  it  has  been  present  for  many  thousands  of 
years.  In  parts  of  the  arid  southwest  it  is  being 
pumped  at  the  rate  of  two  feet  per  \‘ear.  With  a 
replacement  rate  of  0.2  inches  per  year,  ten  years 
of  pumping  would  not  be  replaced  in  12  centuries. 

What  can  be  done?  The  world’s  oceans  contain 
317  cubic  miles  of  salt  water,  containing  3.5  per 
cent  of  minerals.  Several  methods  of  desalinization 
are  in  use.  The  Office  of  Saline  Water  of  the 
L'nited  States  Department  of  the  Interior  and  a 
similar  agency  of  the  State  of  Israel  are  prominent 
in  this  field  of  investigation.  The  goal  is  to  produce 
fresh  water  at  a cost  which  is  economically  practi- 
cable. 

The  most  promising  approach  at  this  time  ap- 
pears to  be  the  simultaneous  production  of  fresh 
water  and  electricity,  using  atomic  energy  as  a 
heat  source.  In  quantities  over  100  million  gallons 
per  day  the  cost  could  hopefully  be  reduced  below 
the  national  average  of  30  to  35  cents  per  1000 
gallons.  Plants  of  this  kind  are  now  in  the  planning 
stage. 

The  L’XESCO  early  this  year  initiated  a 10  year 
study  involving  50  countries  called  the  Interna- 
tional Hydrological  Decade  for  the  purpose  of  de- 
termining world  water  resources  and  needs.  Several 
large  corporations  are  under  contract  to  the  Office 
of  Saline  Water  to  study  and  develop  a variety  of 
methods  of  desalinization.  In  Israel  several  systems 
are  under  investigation,  such  as  multistage  flash 
evaporation  and  vacuum  freezing,  the  latter  method 
invented  by  an  Israeli  engineer. 

International  projects  are  under  study  in  North 
•America  to  bring  water  and  power  from  northern 
Canadian  and  .Alaskan  sources  into  the  more  popu- 
lous regions  of  southern  Canada  and  the  F’nited 
.‘^tates.  In  the  West  surplus  water  could  be  brought 
from  the  Fraser,  A'ukon,  Peace.  .Athabasca,  and 
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Other  northern  rivers  to  water-scarce  areas  of  Can- 
ada, the  western  United  States,  and  northern  Mexi- 
co. In  the  East  water  and  power  developments 
could  extend  as  far  north  as  Labrador.  A New  Eng- 
land River  Basin  Commission  was  recently  organ- 
ized, which  will  attempt  to  coordinate  planning  of 
reservoirs,  pollution  control,  and  water  recreation 
in  the  six-state  area  and  eastern  Xew  York.  Gov- 
ernor John  H.  Chafee  has  promised  Rhode  Island 
participation. 

An  immediate  and  urgent  need  in  Rhode  Island 
is  the  pursuit  of  anti-pollution  measures.  The  re- 
cent federal  aid  and  water  anti-pollution  legislation 
should  help  to  put  muscle  in  these  efforts.  The 
Rhode  Island  INIedical  Society  has  long  been  in  the 
forefront  of  local  organizations  advocating  control 
of  pollution  in  the  waters  of  our  beautiful  State. 
With  adequate  upstream  controls  and  proper  con- 


servation, Rhode  Island  should  be  in  a favored 
position. 

A quotation  from  our  distinguished  contempo- 
rary, the  New  York  State  Journal  of  Medicine  (Oc- 
tober 1,  1965)  states  the  case  well; 

■‘Physicians,  by  the  very  nature  of  their  vocation, 
should  be  in  the  front  rank  of  supporters  (of  pol- 
lution control)  . . . They  know  full  well  the  mor- 
bidity and  mortality  resulting  from  contaminated 
water.  They  have  for  years  preached  prevention 
before  the  fact  rather  than  treatment  after  the  fact. 
Our  Hudson  and  Harlem  Rivers  have  become  the 
Ganges  of  Northeast  America.  iModern  technology 
in  developing  alternate  means  of  waste  disposal 
can  restore  our  waters  to  their  pristine  glory  — the 
price  comes  high,  but  We  owe  it  to  our  inheritors 
to  correct  this  flagrant  abuse  of  nature.” 


PROJECT  HEAD  START 


Head  Start  is  a nation-wide  preschool  program 
for  underprivileged  children.  It  is  part  of  the  gov- 
ernment’s program  through  the  Economic  Oppor- 
tunity Act  of  1965  to  produce  the  Great  Society. 
The  components  are  labeled:  1.  Youth  Opportunity 
Program  (Job  Corps  ,Working-Training,  and  Work- 
Study),  2.  Community  Action  Programs,  3.  Special 
Programs  for  Rural  Areas,  4.  Programs  for  Em- 
ployment and  Investment  Incentives,  and  5.  Family 
Unity  Program  through  Jobs. 

Head  Start  is  one  of  the  Community  Action  Pro- 
grams. The  action  program  is  supposed  to  be  a 
coordinated  local  effort  to  combat  poverty  v/ith 
the  participation  of  public  and  non-profit  agencies. 
Efforts  must  be  directed  toward  low-income  fami- 
lies and  individuals.  The  federal  share  of  the  cost 
is  to  be  limited  to  75  per  cent  except  in  the  case 
of  development  grants,  where  federal  funds  may 
provide  up  to  90  per  cent.  Any  child  in  a low- 
income  family  is  eligible  to  participate. 

Head  Start  was  rushed  into  operation  in  July 
1965.  560,000  children  at  13,400  centers  in  2500 
communities  received  instruction  in  group  activities, 
art,  music,  and  verbal  facility  in  addition  to  a sup- 
posedlv  new  experience  with  nutritious  food,  physi- 
cal hygiene,  and  medical  care.  It  was  an  effort  at 
confidence  building  before  entrance  to  kindergarten 
or  first  grade. 

From  early  childhood  learning  about  health  is 
an  ongoing  process.  The  young  child’s  experience 
provides  a vast  source  of  sensory  impressions  and 
feelings,  both  self-initiated  and  derived  from  social 
stimulation,  which  help  to  shape  later  attitudes. 
The  mother  by  the  quality  of  her  physical  and 
affective  response  to  the  needs  of  her  child  and  by 
her  verbal  and  non-verbal  behavior  contributes  to 
the  health  of  the  child.  Society,  initially  through 


the  parents  and  later  by  formal  and  incidental 
training,  orients  the  child  to  its  practices,  beliefs, 
and  values  regarding  health  — and  life. 

Project  Head  Start  in  Providence.  Rhode  Island, 
enrolled  450  children  aged  five  years  ,in  thirty 
classes  of  fifteen  children  located  in  nine  centers 
(schools)  within  the  inner  city  of  Providence.  The 
intention  was  to  give  economically  disadvantaged 
children  eight  weeks’  Head  Start  (July- Au- 
gust) in  preparation  for  their  entry  into  kinder- 
garten or  the  first  grade.  Each  class  was  well 
staffed.  Basic  areas  of  health,  education,  and  social 
awareness  were  emphasized;  and  goals  set  were 
the  development  of  visual  perception  and  discrim- 
ination, verbal  ability  and  a positive  self-image, 
self-confidence,  initiative,  curiosity  and  creativity, 
and  ability  to  get  along  with  others,  improvement 
of  health,  and  expansion  of  the  child’s  and  his 
family’s  knowledge  of  the  world  in  which  they  live. 

The  health  experience  in  Providence  was  pro- 
vided by  a nurse,  a qualified  pediatrician,  and  a 
dentist.  The  child  and  his  family  were  interviewed, 
given  a complete  physical  and  dental  examination, 
auditory  testing,  and  speech  evaluation.  The  physi- 
cian also  did  a urinalysis,  hemoglobin  test,  and 
Tine  (tuberculosis)  test.  Physical  examinations 
were  by  appointment  and  were  limited  to  three  each 
hour.  Defects  and  emotional  and  physical  prob- 
lems were  referred  to  the  proper  agency  for  follow- 
up care. 

Whatever  success  the  program  enjoyed  may  be 
attributed  in  good  part  to  the  generous  staffing  — 
one  certified  teacher,  and  two  aides  and  volunteers 
for  each  fifteen  children. 

A supreme  effort  was  made  by  each  staff  mem- 
ber to  provide  a worthwhile  experience  for  each 
(Continued  on  next  page) 
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child,  but  the  Head  Start  program  was  too  hastily 
conceived  and  too  much  in  a hurry  to  recruit  chil- 
dren; despite  some  fine  work  it  failed  to  reach 
the  hard  core  of  indigents  who  might  benefit  most 
from  the  program.  Over  ninety-five  per  cent  of  the 
children  in  the  Providence  Head  Start  project  were 
found  to  have  their  own  private  physicians.  These 
children  had  received  their  full  complement  of 
immunizations.  Most  defects  uncovered  were  under 
treatment  by  a physician  or  in  an  appropriate  spe- 
cialized facility. 

The  Head  Start  program  was  designed  to  try 
to  interrupt  the  cycle  of  poverty  from  one  gene- 
ration to  another.  Much  money  has  been  spent  on 
the  other  end  of  the  life-span,  often  limiting  tht 
emphasis  to  an  attack  on  poverty  in  old  people.  A 
major  effort  must  now  be  made  to  inv'olve  the  chil- 
dren in  the  preschool  period.  Disadvantaged  chil- 
dren have  a higher  than  average  rate  of  drop-outs, 
language  barrier,  and  drop-off  in  motivation.  A 
child  developmental  center  should  not  be  a fac- 
simile of  the  usual  middle-class  nursery  school. 
Properly  organized  it  could  produce  an  outpouring 
of  talent  and  energy  that  would  have  a lasting 
effect  in  interrupting  the  cycle  of  poverty.  The 
center  should  contain  health,  social  service,  and 
educational  components,  and  should  encourage  in- 
volvement of  the  parents  in  the  family  life  and  of 
volunteers  in  the  community. 

There  should  not  be  a rigid  means  test.  Popula- 
tion groups  should  be  defined  by  target  areas.  There 
are  several  ways  in  which  a family  of  somewhat 
higher  income  may  be  brought  into  the  program. 
It  may  be  possible  to  provide  authorization  that 
up  to  ten  per  cent  of  the  children  come  from  some- 
what better  advantaged  families.  Xot  only  should 
teachers  stimulate  children,  but  children  should 
stimulate  children.  Some  children  act  as  pace-set- 
ters. However,  the  community  should  certify  that 
it  is  serving  low  economic  families  predominantly. 

Policy  outlines  for  continuation  of  Head  Start 
must  be  programmed  through  the  professionals  and 


the  poor.  The  first  cardinal  principle  of  good  edu- 
cation is  good  health.  The  physician  is  the  team 
leader,  and  he  must  make  his  constructive  contri- 
bution known.  The  best  quality  program  must  gen- 
erate from  his  leadership. 

The  cost  of  the  summer  program  in  Providence 
was  $89,463  of  which  the  Government  furnished 
90  per  cent.  Costly?  Yes.  Worthwhile?  Yes,  in  many 
respects.  School  systems  are  often  charged  with 
too  much  rigidity  and  too  little  imagination  in  their 
local  planning  for  facilities  and  personnel.  The  real 
value  of  last  summer’s  program  lies  in  the  vital 
follow-up  of  the  children.  A program  of  eight  weeks' 
duration  is  insufficient  to  raise  to  standard  levels 
the  educational  achievement  of  the  children.  .As- 
signed volunteers  and  personnel  must  continue  to 
provide  stimulation  for  these  children.  Remedial 
defects  must  be  corrected.  Social  contacts  for  the 
family  and  their  participation  in  the  arts  and  music 
will  further  a sense  of  responsibility  towards  learn- 
ing and  good  citizenship  and  finally  make  them 
effective  members  of  the  community.  Help  must 
be  continuous.  It  must  be  uplifting.  It  must  create 
in  the  needy  a desire  to  succeed  and  to  help  those 
less  fortunate.  Our  schools  and  our  physicians  must 
provide  the  leadership  for  the  Great  Society. 

Good  preparation  will  help  to  make  the  Head 
Start  Program  a success.  Meetings  should  be  kept 
to  a minimum.  An  understanding  of  policy  and 
ethics  takes  time.  Consultation  with  the  Medical 
Society  is  important  in  such  matters  as  referral  for 
remedial  defects,  in  determination  of  immunization 
programs,  and  in  the  management  of  related  health 
problems. 

In  the  Head  Start  program  children  must  be 
reached  who  might  otherwise  not  be  e.xpo.sed  to 
such  influences.  .All  of  them  will  benefit  from  this, 
their  first  classroom  e.xperience.  It  seems  doubtful 
that,  with  rare  exceptions,  they  could  have  the  ad- 
vantage of  such  highly  developed  services  through 
any  other  program.  The  Head  Start  Program  pro- 
vides a fine  cooperative  experience  which  edu- 
cates all  involved. 


THE  DANGEROUS  WOODPUSSY 


(In  view  of  the  recent  discovery  in  Rhode  Island 
of  a rabid  dog,  the  following  editorial  reprinted 
from  the  New  A’ork  State  JOURX.AL  of  MEDI- 
CTXE  .should  be  of  interest  to  our  readers.  The 
infection  of  bats  and  other  small  wild  animals  is 
well-known.  The  involvement  of  skunks,  a familiar 
resident  of  our  countryside,  is  less  well-known.) 

Two  recent  instances  in  which  rabid  skunks  have 
attacked  dogs  point  up  the  danger  of  the  spread  of 
rabies  among  wildlife  and  from  skunks  to  man  and 
domesticated  animals  in  X’ew  A’ork  State. 

In  one  ca.se,  a puppy  contracted  rabies  and  died. 


In  the  second  case  a dog,  previously  vaccinated, 
was  confined  for  a month  as  a precautionary  meas- 
ure in  case  the  disease  should  appear.  ’Phe  particu- 
lars of  these  cases  as  reported  by  the  State  Health 
Department  are  as  follows. 

The  case  of  the  rabid  puppy  is  considered  more 
serious  because  the  puppy  bit  or  exposed  at  least 
three  humans  before  it  died.  The  puppy  was  one 
of  a litter  of  Huskies  that  fought  or  was  attacked 
by  a rabid  skunk  in  Chautauqua  County  on  .August 
1 1,  1965.  The  skunk  escaped  after  the  fight.  The 
owner  of  the  dogs  subsequently  moved  to  Seneca 
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Falls  and  took  the  Huskies  with  him.  On  Sep- 
tember 1 he  noticed  that  one  of  the  puppies  was 
sick  and  took  the  dog  to  a Seneca  Falls  veteri- 
narian. 

The  puppy  died  on  September  6 and  a specimen 
was  sent  to  the  State  Health  Department's  Division 
of  Laboratories  and  Research  in  Albany  for  anal- 
ysis. Tests  at  the  Division  revealed  that  the  puppy 
was  rabid.  Health  Department  officials  immediately 
began  running  down  the  details  in  the  case  and 
found  that  the  owner,  the  veterinarian,  and  one  of 
the  latter's  employes  had  been  bitten  by  the  puppy 
before  it  died.  In  addition,  the  owner's  two  small 
children  had  played  with  the  puppy.  .All  were  re- 
ferred to  their  physicians  and,  since  the  report 
that  the  dog  was  rabid  was  made  quickly,  it  is 
believed  that  anti-rabies  inoculations  can  be  started 
soon  enough  to  minimize  the  risk  of  human  rabies. 
In  another  precautionary  move,  the  other  Huskies 
also  bitten  by  the  skunk  were  ordered  either  de- 
stroyed or  placed  in  quarantine.  Fortunately  none 
of  the  puppies  had  been  sold. 

Since  rabies  has  an  average  incubation  period 
of  from  thirty  to  sixty  days,  the  humans  who  were 
exposed  were  not  considered  out  of  danger  until 
early  November  at  the  earliest.  They  can,  however, 
receive  some  solace  in  the  knowledge  that  while 
hundred  of  persons  in  the  State  have  been  bitten 
by  rabid  animals  the  last  case  of  human  rabies  in 
New  York  State  was  in  1953. 


The  disease  is  always  fatal  in  man.  Once  a hu- 
man shows  any  symptoms  of  rabies  there  is  nothing 
that  can  be  done  to  stop  it  from  running  its  fatal 
course. 

In  the  other  case  in  which  a rabid  skunk  bit  a 
dog,  a Dobermann  pinscher  was  placed  in  confine- 
ment for  a month  as  a precautionary  measure.  The 
dog,  owned  by  a resident  of  Schenectady  County, 
was  bitten  by  a skunk  over  the  Labor  Day  week- 
end. The  owner  and  a neighbor  killed  the  skunk 
and  sent  the  carcass  to  the  Division  of  Laboratories 
and  Research  where  tests  disclosed  that  the  skunk 
was  rabid. 

The  dog,  however,  had  been  inoculated  against 
rabies  before  he  was  bitten  and  was  given  an  anti- 
rabies booster  shot  twenty-four  hours  after  his 
encounter  with  the  skunk.  It  is  not  expected  that 
this  dog  will  develop  rabies. 

Both  incidents  focus  attention  on  the  State 
Health  Department's  warning  that  skunks  are  ra- 
pidly becoming  a prime  carrier  of  rabies  in  the 
State.  The  importance  of  vaccinating  dogs  against 
rabies  cannot  be  overemphasized. 

Already  this  year  there  have  been  more  than  50 
reported  cases  of  rabid  skunks  as  compared  with 
33  during  all  of  last  year  and  only  12  in  1963. 

Reprinted  from  the  New  York  State  Journal  of 

Medicine,  (Vol.  65,  No.  23;  December  1,  1965)  by 

permission  of  the  Editor. 
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REPORT  OF  THE  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

Clinical  Session  at  Philadelphia,  Pa.,  I\ov.  28-Dec.  1,  1965 

Arthur  E.  Hardy,  m.d.  and  Edmund  T.  Hackman,  m.d. 

Rhode  Island  Delegates 


As  the  House  of  Delegates  assembled  in  Phila- 
delphia for  the  19th  Clinical  Session  of  the  Ameri- 
can ^ledical  Association  the  problems  of  the  new 
federal  legislation,  particularly  the  amendments  to 
the  Social  Security  law,  were  of  paramount  concern. 

One  of  the  most  controversial  issues  before  the 
House  and  the  reference  committee  on  Insurance 
and  ^ledical  Service,  was  the  “usual  and  custom- 
ary" fee  concept  as  the  basis  for  reimbursing  phy- 
sician participants  in  government  programs  at  all 
levels  of  government.  It  also  urged  ‘‘the  individual 
physician’s  usual  and  customary  fee  concept  to  all 
third  parties.” 

It  took  this  action  after  modifying  a Board  of 
Trustees’  report  on  the  new  ‘‘prevailing  fees”  pro- 
gram of  X.\BSP.  The  modified  report  recom- 
mended : 

‘‘That  the  concept  of  the  prevailing  fees  program 
of  the  N^ABSP  be  noted  as  one  of  the  methods  of 
compensation  in  those  regions  where  the  prevailing 
fees  program  is  approved  by  the  local  or  state 
medical  society.” 

In  its  report,  the  Board  recalled  a statement 
adopted  by  the  House  at  the  1965  .\nnual  Con- 
vention, which  recommended  that  when  govern- 
ment assumes  financial  responsibility  for  an  indi- 
vidual's health  care,  reimbursement  for  professional 
services  should  be  on  the  same  basis  as  in  the  case 
of  other  indispensable  elements  of  health  care. 

“Therefore,  reimbursement  for  the  services  of 
physicians  participating  in  government-supported 
programs  should  be  on  the  basis  of  ‘usual  and  cus- 
tomary fees,’’  the  statement  said. 

OTHER  IMPORTANT  ISSUES 

.\mong  other  important  issues  that  claimed  the 
attention  of  the  House,  and  provoked  lengthy  dis- 
cussion and  debate  in  reference  committees,  were 
those  concerned  with  abortion  and  sterilization, 
billing  and  payment  for  medical  services,  member- 
ship dues,  organization  of  the  .AMA  House  of  dele- 
gates, and  federal  health  laws. 

President  James  Z.  .Appel  in  his  address  to  the 
Hou.se  described  medicine’s  efforts”  to  guide  in 
the  best  possible  direction  the  actions  that  gov- 
ernment agencies  are  now  taking  to  activate  exist- 
ing law  (PL.  89-97).”  He  then  reviewed  the  ac- 
tivities and  responsibilities  of  the  six  technical 
advisory  committees  under  the  Medicare  law 


‘‘Their  suggestions  have  been  received  favorably 
in  most  instances,”  he  said.  ‘‘.And  we  are  hopeful 
that  they  will  be  translated  into  the  final  published 
regulations  . . . (but)  we  know  that  in  certain 
significant  instances  this  will  not  be  true." 

ABORTION  AND  STERILIZATION 

Recommendations  for  the  enactment  of  legisla- 
tion to  legalize  abortion  and  sterilization  under 
certain  conditions  were  referred  to  the  Board  for 
further  study.  This  action  was  taken  after  the 
House  had  received  a report  from  the  Board  con- 
taining the  recommendations  of  the  Committee  on 
Human  Reproduction. 

The  House  did  suggest  that  the  .AAI.A  can  ‘‘ren 
der  a distinct  public  service  in  this  matter  by  con- 
ferring with  other  interested  groups  such  as  law- 
yers, clergy,  sociologists,  legislators,  and  govern- 
ment administrators.” 

It  concurred  in  the  reference  committee’s  report 
that  ‘‘it  is  not  appropriate  at  this  time  for  the 
.AAI.A  to  recommend  the  enactment  of  legislation 
in  this  matter  (abortion)  for  all  states.  The  prob- 
lem is  essentially  one  for  resolution  by  each  state 
through  action  of  its  own  legislature.’’ 

The  report  also  stated  that  “it  is  true  that  there 
are  medical  implications  in  such  legislative  deci- 
sions; physicians  in  each  state  should  freely  pro- 
vide information  and  guidance  on  these  medical 
implications.  However,  enacting  laws  to  integrate 
the  medical  aspects  with  the  moral,  ethical,  reli- 
gious, economic,  social  tradition,  and  other  aspects 
of  the  problem  is  clearly  the  exclusive  prerogative 
and  the  responsibility  of  the  legislature  of  each 
separate  state.” 

In  its  report  the  committee  said  the  problems  of 
sterilization  “appear  subject  to  the  same  general 
considerations  as  the  problems  of  abortion.” 

On  the  problem  of  contraception  the  House  re- 
affirmed its  1964  policy  statement  that  ‘‘the  pre- 
scription of  child-spacing  measures  .should  be  avail- 
able to  all  patients  who  require  them,  consistent 
with  their  creed  and  mores,  whether  they  obtain 
their  medical  care  through  private  physicians  or 
tax  or  community-supported  health  services.” 

It  also  endorsed  a statement  that  “appropriate 
legislation  be  enacted,  wherever  necessary,  so  that 
all  physicians  may  legally  give  contraceptive  in- 
formation to  their  patients,  consistent  with  the 
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policy  statement  of  December,  1964,  and  with  the 
judgment  and  conscience  of  each  individual  phy- 
sician.” 

BILLING  AND  PAYMENT  FOR  MEDICAL  SERVICES 

Eight  statements  on  fees  charged  by  physicians 
for  medical  services  were  affirmed  by  the  House. 
These  are  applicable  "irrespective  of  whether  such 
fees  are  paid  by  the  patient,  or  paid  or  reimbursed 
in  whole  or  in  part  under  Public  Law  89-97,  or  any 
other  third  party  plan,”  the  House  stated.  Here 
are  the  eight  statements: 

“1.  The  intimate  relationshij*  l»etween 
physician  and  patient  is  served  i»est  ^vith- 
oiit  the  interposition  of  any  tliird  party  car- 
rier, whether  in  the  area  of  diag'iiosis  and 
treatment  or  the  payment  for  tliese  services. 

“2.  rt  is  the  patient’s  resiM)nsil»ility  to 
deal  with  third  party  carriers  in  the  area 
of  financial  assistance  provi<led  that  the 
physician  is  at  all  times  mindful  of  his  oh- 
ligations  to  the  patient  under  Section  1 of 
the  Principles  of  Medical  Ethics. 

“3.  The  irhysician-patient  relationship  is 
served  best  when  there  is  an  advance  under- 
standing regarding  the  payment  of  fees  and 
the  physician  hills  the  i»atient  directly  for 
services  rendered.  However,  the  jdiysician 
is  ethically  free  to  choose  in  each  case  the 
manner  in  which  he  is  to  he  compensated, 
based  n])on  the  exercise  of  his  independent 
judgment. 

“4.  The  American  Medical  Association 
deos  not  approve  of  any  program  which 
may  directly  (►r  indirectly  jH'omote  the 
charging  of  excessive  fees  or  which  inter- 
feres with  the  physician’s  right  to  charge 
fees  commensurate  with  the  services  he 
renders. 

The  American  Medical  Association 
opposes  an.}  program  of  dictation,  inter- 
ference, or  (M>ercion,  whether  direct  or  in- 
direct, affecting  the  freedom  of  choice  of 
the  i>hysician  to  determine  for  himself  the 
extent  and  manner  of  jmrticipation  or  fi- 
nancial arrangement  under  which  he  shall 
pr(>vlde  medical  care  to  patients  under  Pub- 
lic Law  H})-h7,  or  other  third-party  jilans. 

“().  It  should  he  remembered  that  insur- 
ance does  not  create  any  new  wealth.  It 
merely  assists  in  conservation.  Insurance 
may  conserve  the  ability  of  an  insured  per- 
son to  fulfill  his  normal  financial  obliga- 
tions. It  does  not  enhance  his  ability  to  dis- 
charge added  responsibilities  if  they  are  in 
the  form  of  increased  fees.  To  use  insurance 
as  an  excuse  to  revise  i)rofesslonal  fees  up- 
ward is  but  to  contribute  to  the  defeat  of 

(Continued  on  next  page) 


THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist”  . . . and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 


64 


RHODE  ISLAND  MEDICAL  JOURNAL 


its  purpose.  If  these  indisputable  and  self- 
evident  faets  are  not  embraced  by  the  entire 
membership  of  the  iirofession,  then  it  'vvill 
have  dealt  irreparable  harm  to  the  whole 
movement.  Also,  any  such  failure  might 
give  impetus  to  whatever  demand  now  ex- 
ists for  forcing  rigid  benefit  schedules  on 
the  professional.  (The  foregoing  is  from  a 
report  of  the  ('ouncil  on  Medical  Service 
to  the  House  of  Delegates  at  the  (’linical 
Meeting  in  1954). 

“7.  The  charging  of  an  excessive  fee  is 
unethical  and  is  contrary  to  Section  7 of 
the  Principles  of  Medical  Ethics.  The  phy- 
sician’s fee  should  be  commensurate  with 
the  services  rendered  and  the  patient's 
ability  to  pay.  (The  foregoing  is  from  a 
report  of  the  Judicial  Council  which  was 
approved  by  the  House  of  Delegates  at  the 
Clinical  3Ieeting  in  1900). 

“8.  It  is  contrary  to  conscience  for  the 
physician  to  consider  the  patient's  ability 
to  pay  if  he  fixes  his  particular  fee  within 
reasonable  limits.  In  matters  relating  to 
fees,  the  physician  should  try,  to  the  best 
of  his  ability,  to  insure  justice  to  the  patient 
and  himself  and  respect  for  his  profession. 
(The  foregoing  is  frimi  an  opinion  of  the 
Judicial  Council  in  1958). 

MEMBERSHIP  DUES 

A $25-a-year  increase  in  membership  dues,  ef- 
fective Jan.  1,  1967,  was  endorsed  by  the  House 
when  it  was  informed  by  the  Board  that  additional 
income  will  be  needed  by  then  to  avoid  deficit 
spending. 

The  increase,  to  $70  a year  for  the  AMA’s 
165,000  dues-paying  members,  will  go  before  the 
House  for  final  action  at  the  1966  Annual  Con- 
vention because  AM.A  Bylaws  state  that  annual 
dues  may  be  prescribed  by  the  House  only  for  the 
ensuing  calendar  year. 

Board  Chairman  Percy  E.  Hopkins,  M.D.,  told 
the  House  that  “during  1964  and  1965,  the  A^IA 
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will  have  incurred  an  operating  deficit  of  more 
than  1 million  dollars.’’  The  budget  for  1966,  he 
said,  is  now  narrowly  in  balance. 

The  1966  budget  calls  for  spending  some  27.6 
million  dollars.  Doctor  Hopkins  reported,  including 
almost  103/2  million  dollars  on  scientific  programs, 

5 million  on  health  education  and  other  medical 
service  programs,  more  than  1 million  to  maintain 
physician  records,  and  another  million  in  the  com- 
munication’s program.  Travel  and  meeting  costs 
will  exceed  2 million  dollars. 

‘Tn  a society,’’  Doctor  Hopkins  said,  “which  has 
adopted  inflation  as  a national  policy  and  in  which 
our  system  of  medical  care  has  become  a pawn  of 
politicians,  it  is  not  realistic  to  expect  that  we  can 
limit  tomorrow'’s  programs  to  yesterday’s  income. 
Already  demands  are  mounting  from  medical  so- 
cieties and  physicians  for  a stronger  and  more  ef- 
fective AMA.  These  needs  must  be  met  and  they 
must  be  adequately  financed.” 

Doctor  Hopkins  said  the  AMA’s  income  in  1960 
just  under  16  million  dollars,  while  in  1966  it  will 
e.xceed  27  million,  an  increase  of  11  million.  “This 
represents  increases  of  3.9  million  dollars  from 
membership  dues,  4.3  million  in  advertising  reve- 
nue, and  2.8  million  from  other  sources. 

“During  this  same  period,”  he  stated,  “the  chal- 
lenges thrust  upon  the  Association  required  even 
greater  expenditures  — from  15.7  million  dollars  in 
1960  to  a need  for  27.6  in  1966.” 

In  support  of  the  dues  increase,  the  House  noted 
that  AMA’s  dues-paying  members  provide  less  thas 
30  per  cent  of  the  Association’s  income. 

GUNDERSEN  REPORT 

The  House  approved  some  of  the  many  recom- 
mendations of  the  Committee  to  Review  the  Or- 
ganization of  the  House  (the  Gundersen  Commit- 
tee) but  it  did  not  approve  a number  of  others. 

Here  are  the  House  actions  on  some  of  the  com- 
mittee’s recommendations: 

Size  of  the  House  of  Delegates.  Approved  the 
suggestion  that  the  growth  of  the  AMA  House  be 
slowed  down  after  its  reaches  250  members.  When 
it  reaches  that  size,  the  apportionment  ratio  will 
be  automatically  raised  from  one  delegate  per  1,000 
members,  or  fraction  thereof,  to  one  delegate  per 
1,250  members,  or  fraction  thereof,  in  electing  fur- 
ther delegates  to  represent  each  state  association. 

Reports  of  Councils  and  Committees.  Rejected 
the  projxisal  that  reports  of  the  Council  on  Medical 
Service  and  Medical  Education  be  transmitted 
through  the  Board  of  Trustees  before  being  pre- 
sented to  the  House. 

Reference  Committees.  Adopted  the  recommen- 
dation that  there  be  three  reference  committees  by 
name  — Amendments  to  Constitution  and  Bylaws, 
Credentials,  and  Rules  and  Order  of  Business  — 
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and  as  many  others  be  appointed  “as  may  be  re- 
quired to  consider  the  items  of  business  before  the 
House.” 

Tenure  of  Subcommittee  Members  of  Standing 
Committee.  Approved  a change  in  the  Bylaws  “to 
limit  to  specified  terms  of  one  to  three  years  the 
tenure  of  members  of  special  committees  of  the 
councils  and  committees  of  the  House,  with  a limi- 
tation of  10  consecutive  years  of  service.” 

Committee  on  Medical  Practices.  Concurred  in  a 
recommendation  that  the  Committee  on  Medical 
Practices  be  discharged  with  thanks  and  its  re- 
sponsibilities “be  assigned  by  the  Board  to  existing 
councils  and  committees.” 

Committee  on  Insurance  and  Prepayment  Plans. 
Rejected  a plan  to  make  this  committee  a council 
of  the  Board,  and  the  committee  was  retained 
under  the  Council  on  Medical  Service. 

Tenure  of  Office  of  Trustees.  Turned  down  a pro- 
posal that  would  have  affected  the  tenure  of  office 
of  AMA  trustees. 

.Affairs  of  Standing  Committees.  Directed  that  a 
Bylaws  change  be  prepared  to  remove  the  privilege 
of  the  Councils  on  Medical  Service  and  on  Medical 
Education  of  nominating  to  the  Board  the  secretary 
of  the  respective  council.  Also  approved  the  sugges- 
tion that  a vice  chairman  be  elected  by  each  stand- 
ing committee  of  the  House. 

Resolutions  to  House.  Rejected  the  idea  of  a 
resolutions  expediting  committee  and  the  recom- 
mendation that  the  deadline  for  resolutions  be  10 
days  prior  to  the  House  meeting. 

FEDERAL  HEALTH  CARE  LAWS 

The  House  took  a number  of  actions  with  regard 
to  federal  health  care  laws  passed  in  1965,  such  as 
PL  89-97  (Medicare)  and  PL  89-239  (the  Heart 
Disease,  Cancer  and  Stroke  Amendments).  These 
actions  included; 

— “That  th^  AMA  immediately  seek  remedial 
action  to  delete  the  requirement  in  Public  Law 
89-97  that  a patient  be  hospitalized  to  establish 
eligibility  for  nursing  home  care.” 

— “That  the  .'\MA  immediately  seek  remedial 
action  to  amend  Public  Law  89-97,  Part  B,  Title 
XVTH,  by  deleting  the  word  ‘receipted,’  from  Sec- 
tion 1842  — Part  3,  Item  B,  line  (ii),  and  sub- 
stituting ‘such  payment  will  be  made  on  the  basis 
of  a method  of  payment  so  arranged  to  preserve 
and  continue  the  profession's  current  practice  of 
billing.’  ” .'Mso  approved  ‘‘that  the  AM.A  recom- 
mend that  the  Department  of  Health,  Education 
and  Welfare  establish  that  an  agreement  for  pay- 
ment between  the  patient  and  physician  constitutes 
valid  evidence  of  services  rendered.” 

— Authorized  a study  of  the  constitutionality  of 
PL  89-97  by  calling  on  the  Board  to  “take  such 


action  as  may  be  necessary  and  appropriate  to  pro- 
vide for  the  study  and  investigation  of  all  aspects 
of  PL  89-97  for  the  purpose  of  determining  possible 
court  action  to  test  the  legality  and  constitution- 
ality of  any  provision  or  regulation  issued  under 
the  law,”  and  authorized  the  Board  to  “initiate 
such  legal  proceedings  as  it  may  deem  advisable 
to  implement  the  purpose  and  intent  of  this  reso- 
lution.’’ 

— Endorsed  the  Council  on  Medical  Services’ 
recommendation  “that  the  state  and  local  medical 
societies  be  urged  at  this  time  to  assume  leadership 
in  the  establishment  of  local  advisory  committees” 
under  the  Heart  Disease,  Cancer  and  Stroke  Amend- 
ments of  1965.  The  House  noted  that  a National 
.Advisory  Council  under  PL  89-239  already  has 
been  appointed  by  federal  officials  and  that  the 
■AM.A  was  not  given  an  opportunity  to  recommend 
possible  appointees  to  the  Council.  “Therefore,” 
the  House  declared,  ‘‘active  physician  participation 
at  the  state  and  local  levels  is  of  utmost  importance. 

— Urged  HEW  to  “seek  consultation  with  prac- 
ticing physicians”  in  formulating  regulations  under 
Title  XIX  as  has  been  done  under  Title  XVHI  of 
the  medicare  law.  It  also  instructed  the  AMA  Pres- 
ident and  .AM.A  .Advisory  Committee  to  HEW  to 
“offer  and  urge  such  consultation.” 

(Continued  on  next  page) 
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— Adopted  a resolution  that  the  Board  ‘‘continue 
to  seek,  through  all  appropriate  means,  the  imple- 
mentation and  administration  of  federal  medical 
and  health  programs  other  than  those  of  the  Armed 
Forces  and  \’eterans'  Administration  by  the  Sur- 
geon General  of  the  Public  Health  Service,  and 
especially  those  programs  under  Title  XIX  of  PL 
89-97."  ’ 

— Declared  that  the  AMA  Advisory  Committee 
on.  PL  89197  and  89-239  should  persist  in  its  ef- 
forts to  achieve  “practical  recognition"  by  HEW 
of  the  differences  between  utilization  review  and 
claims  review.  The  House  adopted  a report  of  the 
Council  on  Medical  Service  which  said  that  "wide- 
spread confusion  exists  between  the  utilization  re- 
view function  and  the  claims  review  function.”  It 
also  adopted  a series  of  recommendations  in  the 
report  aimed  at  clearing  the  confusion. 

OTHER  IMPORTANT  ACTIONS 

.A  study  committee  to  ev'aluate  planning  tech- 
niques and  development,  which  was  established  by 
the  Board  of  Trustees,  was  concurred  in  by  the 
House.  The  committee  was  given  the  tasks  of  ( 1 ) 
reviewing  end  studying  current  planning  proced- 
ures in  AMA,  and  (2)  studying  and  recommending 
new  mechanisms  for  organizational  arrangements 


to  achieve  more  effective  planning  and  develop- 
ment in  the  future. 

Disapproval  was  expressed  by  the  House  of  por- 
tions of  the  Coggeshall  report,  "Planning  for  IMe- 
dical  Progress  Through  Education,”  published 
earlier  this  year  by  the  Association  of  American 
Medical  Colleges.  The  House  opposed  ‘‘the  basic 
philosophy”  of  portions  of  the  report;  such  as: 

— That  the  AAiMC  should  ‘‘serve  as  spokesman 
for  organizations  concerned  with  education  for 
health  and  medical  sciences”  and  ‘‘no  other  organi- 
zation is  in  a comparable  position  to  bring  to- 
gether and  express  a comprehensive  view.” 

— That  “the  professional  aspects  of  education 
for  health  and  medical  sciences  should  be  regarded 
as  an  essential  function  and  fully  integrated  com- 
ponent of  university  organization,  with  decreasing 
dependence  upon  or  control  by  organized  profes- 
sions and  their  related  associations.” 

■A  policy  statement  on  federal  aid  to  medical  ed- 
ucation was  adopted  by  the  House.  It  urges  that 
( 1 ) a major  objective  of  the  policies  of  the  A'SIA 
should  be  to  place  the  control  of  the  full  range 
of  medical  school  functions  in  their  institutional 
governing  bodies,  (2)  action  of  the  AMA  should 
be  designed  to  achieve  this  objective  by  proposal 


WHEN  THE  CLINICAL 
SITCATION  CALLS 
FOR  VITAMIN  A~ 

in  vitamin  A deficiencies  such  as  acne 
and  other  hyperkeratotic  dermatological 
disorders,  certain  ophthalmic  conditions 
and  disorders  in  which  absorption  or 
utilization  of  fats  and  fat-soluble  vita- 
mins may  be  impaired. 
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of  appropriate  legislation,  and  (3)  the  AM  A should 
fester  diverse  sources  of  support  for  medical  schools 
under  circumstances  that  prevent  any  extramural 
source  from  exercising  controlling  influence. 

The  House  approved  a resolution  aimed  at  re- 
sponding immediately  at  the  national  and  local 
levels  to  statements  discrediting  medicine.  It  di- 
rected the  Board  to  provide  for  such  response  by 
the  AMA  and  encouraged  state  and  local  medical 
societies  to  react  similarly  to  statements  appearing 
at  the  local  level  and  concerning  matters  within 
the  society’s  competence  and  knowledge. 

There  were  scores  of  other  actions  by  House. 
Briefly  here  are  some  of  them: 

• Approved  a Bylaws  change  permitting  recog- 
nition by  affiliate  AMA  membership  of  physicians 
‘‘who  are  members  of  the  chartered  national  medi- 
cal societies  of  foreign  countries,  to  be  approved 
and  nominated  by  the  Judicial  Council”  and  mem- 
bers of  the  press  who  have  served  medicine  well. 

• Approved  a resolution  calling  for  continued 
efforts,  through  “all  appropriate  channels,”  to 
achieve  a separation  of  billing  and  payments  for 
professional  fees  from  hospital  charges  under  in- 
surance contracts  written  by  the  health  insurance 
industry. 


• Urged  the  American  Hospital  Association  to 
“assist  the  hospitals  of  the  U.S.  to  establish  a sys- 
tem of  uniform  cost  accounting  and  billing.” 

• Asked  that  all  colleges  and  universities  should 
have  health  education  programs  for  their  students. 

• Commended  physicians  in  government  service 
for  ‘ their  support  of  the  medical  profession  and 
their  service  to  the  public.” 

• Agreed  to  a re-writing  of  two  sections  of  a 
model  agreement  between  hospitals  and  physicians 
providing  professional  services  in  hospital  emergen- 
cy departments  to  conform  to  principles  established 
by  the  House. 

• Approved  measures  aimed  at  decreasing  sub- 
stantially the  perinatal  death  rate  through  perinatal 
study  committees  in  hospitals. 

• Requested  state  medical  associations  to  act  to 
assure  that  physicians  are  properly  represented  on 
state  Hill-Burton  hospital  advisory  councils. 

• Instructed  the  Council  on  Medical  Service  and 
its  Committee  on  Welfare  Services  to  develop  for 
the  AMA  its  definition  and  principles  for  the  de- 
termination of  medical  indigency. 

• Accepted  for  information  an  opinion  adopted 
jointly  by  the  Council  on  Medical  Service  and  the 

(Continued  on  Page  74) 
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SAMUEL  ADELSON,  M.D. 

Samuel  Adelson,  INI.D.,  surgeon,  member  of  the 
Newport  School  Committee,  and  leader  of  Jewish 
activities,  died  June  30,  1965,  at  his  home  at  136 
Rhode  Island  Avenue,  Newport. 

Born  in  Russia,  July  4,  1897,  he  came  to  New- 
port in  1905  and  he  was  graduated  from  Rogers 
High  School  in  1917.  He  was  graduated  from  Tufts 
Medical  School  in  1922. 

Doctor  Adelson  was  a former  president  and  sen- 
ior surgeon  of  the  medical  staff  at  Newport  Hos- 
pital and  a member  of  the  Rhode  Island  iMedico- 
Legal  Society.  He  was  president  of  the  Rhode 
Island  Medical  Society  in  1961  and  he  was  also 
a past  president  of  the  Newport  County  ^ledical 
Society. 

For  several  years  he  was  secretary  of  the  New- 
port Board  of  Health  and  a member  of  the  New- 
port Lions  Club  and  the  Republican  Elen’s  Club. 

He  was  also  chairman  of  the  Newport  Jewish 
Community  Fund,  past  president  of  Congregation 
Jeshuat  Israel,  past  president  of  the  Newport  Zion- 
ist District  and  chairman  of  the  United  Hebrew 
School  of  Newport. 

In  1961  Doctor  Adelson  represented  the  Ameri- 
can Medical  Association  at  the  world  assembly  of 
the  Israel  Medical  Association  in  Jerusalem. 

ALBERT  E.  BARNES,  M.D. 

Albert  E.  Barnes,  M.D.,  81,  of  491  Broad  Street, 
Cumberland,  a practicing  physician  in  Cumberland 
for  more  than  50  years,  died  February  26,  1965. 

Born  in  Cumberland,  February  6,  1884,  Doctor 
Barnes  had  been  a lifelong  resident  of  that  town. 
He  was  a communicant  and  choir  member  of  St. 
John’s  Episcopal  Church,  Ashton,  a member  of  the 
Rhode  Island  Medical  Society  and  the  American 
Medical  Association,  and  a former  member  of  the 
Lonsdale  Cricket  Club. 

Doctor  Barnes  was  a graduate  of  Jefferson  ^ledi- 
cal  School,  Philadelphia,  and  he  was  a staff  mem- 
ber at  Pawtucket  Memorial  Hospital. 

IVAN  BASILEVICH,  M.D. 

Ivan  Basilevich,  M.D.,  chief  psychiatrist  at  the 
Rhode  Island  Medical  Center,  died  December  11, 
1965,  at  Rhode  Island  Hospital  at  the  age  of  66. 

Born  in  Berezno,  Ukraine,  September  9,  1889, 
Doctor  Basilevich  received  his  medical  degree  from 
Kiev  University  in  1922,  and  he  was  an  intern 


there  until  he  joined  the  faculty  in  1924.  He  was 
a professor  of  internal  medicine  on  the  Kiev  Uni- 
versity medical  faculty  in  the  Ukraine  from  1924 
to  1943.  From  1934  to  1941  he  was  a research  as- 
sociate in  clinical  physiology  of  the  Ukrainian  Acad- 
emy of  Sciences.  Doctor  Basilevich  was  chief  physi- 
cian in  the  medical  department  of  the  West  Ger- 
man Hospital  for  Displaced  Persons  from  1945 
until  1948. 

He  had  been  on  the  medical  staff  at  the  Rhode 
Island  Center  since  1948,  and  he  had  been  senior 
psychiatrist  since  1962. 

Doctor  Basilevich  was  a member  of  the  Rhode 
Island  IMedical  Society,  the  Providence  Medical 
Association  and  the  American  Gerontological  So- 
ciety; a member  of  the  American  Medical  Associa- 
tion, the  Shevchenko  Scientific  Society,  and  the 
Free  Ukrainian  Academy  of  Arts  and  Sciences  in 
the  United  States.  He  was  also  the  author  of  medi- 
cal texts,  and  of  articles  in  professional  journals. 

LOUIS  J.  CELLA,  M.D. 

Louis  J.  Celia,  M.D.,  Providence  physician  and 
surgeon  for  more  than  50  years,  died  January  10, 
1965,  in  Santa  .Ana,  California,  while  visiting  his 
son. 

Doctor  Celia  was  born  in  Providence,  .August  28, 
1888.  He  was  graduated  from  the  Rhode  Island 
of  Pharmacy  in  1910  and  then  earned  his  medical 
degree  from  the  LIniversity  of  V’ermont  Medical 
School,  graduating  with  honors  in  1914. 

Long  active  in  politics,  Dr.  Celia  was  elected  as 
a Republican  to  the  board  of  education,  the  board 
of  aldermen,  and  he  served  as  mayor,  pro-tern  for 
a period  of  time.  In  1938,  he  switched  his  political 
affiliations  to  the  Democratic  Party. 

He  was  a prominent  member  of  the  Rhode  Island 
Italo-.American  community  and  several  years  ago 
received  the  degree  of  Cavaliere  from  the  Italian 
gov'ernment.  He  was  a member  of  the  Providence 
Medical  .Association,  the  .American  Aledical  .Asso- 
ciation and  several  other  professional  organizations. 

TSEH-HAN  CHEN,  M.D. 

Tseh-han  Chen,  M.D.,  who  died  .April  30,  1965 
at  Kent  County  Alemorial  Hospital  after  a five- 
week  illness,  lived  at  26  Gardner  .Avenue,  North 
Providence. 

.A  resident  of  the  United  States  for  the  past  16 
(Continued  on  ne.xt  page) 
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years.  Doctor  Chen  was  born  in  Hupei,  China,  on 
October  11,  1914.  After  graduating  from  the  Na- 
tional Central  University  Medical  College,  Nanking, 
China,  in  1941.  he  practiced  and  taught  surgery 
at  the  National  Central  University.  He  came  to 
the  United  States  in  1949  and  became  a natural- 
ized citizen  in  1960. 

Doctor  Chen  did  rotating  internship  work  at  the 
Somerset  Hospital.  Somerville,  New  Jersey,  from 
December  1949  to  1952.  He  served  as  a resident 
in  anesthesiology  at  the  ^Michael  Reese  Hospital  in 
Chicago.  Illinois,  in  1949.  Until  his  death  Doctor 
Chen  worked  as  an  anesthesiologist  at  the  Kent 
County  ^lemorial  Hospital. 

Doctor  Chen  was  a member  of  the  Kent  County 
^kledical  Society,  the  Rhode  Island  Medical  Society, 
and  the  .American  [Medical  Association. 

DONALD  L.  DENYSE,  M.D. 

Donald  L.  DeNyse,  [M.D.,  a practicing  physician 
in  Cranston  since  1938,  died  une.xpectedly  Septem- 
ber 3,  1965.  at  Roger  Williams  General  Hospital. 
He  made  his  home  at  43  Highland  Street,  [Meshan- 
ticut  Park. 

Doctor  DeNyse  was  born  in  Brooklyn,  New  York, 
July  6.  1910.  After  graduating  from  Brown  Uni- 
versity in  1933  he  received  his  medical  degree  at 
New  York  Medical  College  in  1937.  He  interned 
in  Roger  Williams  General  Hospital. 

He  served  as  a captain  in  the  369th  [Medical 
Battalion,  29th  Infantry  Division,  in  World  War  II. 
and  he  was  a fellow  of  the  .\merican  College  of 
Cardiology  and  the  American  Geriatrics  Society. 

Doctor  DeNyse  was  senior  attending  physician 
in  internal  medicine  and  cardiology  at  Roger  Wil- 
liams Hospital,  and  he  was  on  the  courtesy  staff 
of  St.  Joseph's  Hospital. 

He  was  a member  of  the  American  [Medical  As- 
sociation, the  Rhode  Island  Medical  Society,  the 
Providence  [Medical  Association,  the  American  As- 
sociation for  .Advancement  of  Science,  the  New 
York  .Academy  of  Sciences,  the  New  England  Dia- 
betic .A.ssociation,  the  New  England  Industrial  Ale- 
dical  -Association,  and  the  Rhode  Island  Heart  .As- 
sociation. 

He  belonged  to  Palestine  Temple  of  the  Shrine, 
Nestell  Lodge  F.  & .A.M..  Rhode  Island  Consistory, 
.Ancient  and  .Accepted  Scottish  Rite,  .Auburn  Post. 
.American  Legion,  the  .American  Philatelic  Society, 
the  .American  Topical  .Association,  the  Christmas 
Seal  and  Charity  Stamps  Society  and  Little  Rhode 
Post.  29th  Division  .A.s.sociation. 

ARTHUR  W.  KING,  M.D. 

.Arthur  W.  King,  M.D.,  died  on  January  31,  1965. 
He  was  born  in  New  Bedford,  Massachusetts,  May 
31.  1874.  He  moved  to  Baltimore,  [Maryland,  in 
1875.  and  to  central  Florida  in  1885  where  he 


engaged  in  citrus  fruit  culture,  exploration,  hunting, 
fishing  and  study  at  home.  His  preliminary  edu- 
cation was  obtained  at  Rollins  College.  He  moved 
to  Boston  at  the  age  of  twenty  to  earn  money  for 
medical  education.  He  was  graduated  from  Tufts 
College  [Medical  School  in  1908  and  he  interned 
at  the  Lowell  General  Hospital. 

During  World  War  I he  was  a civilian  X-Ray 
Specialist  in  a large  southern  army  camp.  .After 
the  war  he  settled  in  South  Royalston,  [Massachu- 
setts where  he  entered  general  practice.  With  the 
closing  of  the  mill  in  that  area  he  moved  to  .Adams- 
ville,  in  the  town  of  Little  Compton,  in  1928,  en- 
gaging in  general  practice  in  Rhode  Island  and 
[Massachusetts. 

Doctor  King  maintained  his  office  in  .Adams- 
ville  until  his  death,  and  noted  in  the  tribute 
given  him  by  the  Rhode  Island  General  .Assembly 
on  his  death,  ‘‘He  had  given  devoted,  unselfish  and 
capable  service  to  his  and  surrounding  communi- 
ties.” 

In  1957  the  Newport  County  Medical  Society 
named  him  as  Doctor  of  the  A'ear. 

Doctor  King  held  membership  in  the  Newport 
County  [Medical  Society,  the  Rhode  Island  Aledical 
Society,  and  the  .American  [Medical  .Association. 

EARL  MATHEWSON,  M.D. 

Earl  J.  Alathew^son,  AI.D.,  died  October  2,  1965, 
at  his  home  at  125  Grandview  .Avenue,  Lincoln, 
after  a long  illness. 

Born  in  February,  1882,  he  lived  in  Pawtucket 
most  of  his  life.  He  was  graduated  from  Pawtucket 
High  School  in  1899,  Brown  L’niversity  in  1903, 
and  Harvard  Medical  School  in  1907. 

Doctor  Alathewson  was  the  first  superintendent 
of  Memorial  Hospital  in  Pawtucket.  He  was  on 
the  staffs  of  the  Rhode  Island  Hospital  and  the 
Roger  Williams  General  Hospital. 

He  was  a member  of  the  L'nion  Lodge  No.  10, 
F.  & .A.M.,  a fellow  of  the  .American  College  of 
Surgeons,  a former  president  and  secretary  of  the 
[Medical  Science  Club,  a member  of  the  .American 
[Medical  .Association,  the  Rhode  Island  [Medical  So- 
ciety, and  the  Pawtucket  [Medical  .Association. 

THOMAS  H.  MURPHY,  M.D. 

Thomas  H.  Alurphy,  M.D.,  Chief  of  the  Division 
of  Chronic  Diseases  in  the  State  Department  of 
Health,  and  a local  leader  in  the  fight  against  can- 
cer, died  June  24,  1965,  at  Our  Lady  of  Fatima 
Hospital. 

Bors  in  Providence,  .April  16,  1903,  Doctor  Mur- 
phy was  graduated  from  Holy  Cross  College  in 
1925  and  from  Georgetown  University  Aledical 
School  in  1930. 

.A  practicing  physician  in  Providence  since  1931, 
he  had  served  on  the  staffs  of  St.  Joseph’s,  Rhode 
Island,  Our  Lady  of  Fatima,  and  Miriam  Hospitals. 
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He  had  held  an  earlier  state  post  at  the  Dr.  U.  S. 
Zambarano  Hospital  at  Wallum  Lake. 

In  1950  he  was  appointed  a public  health  physi- 
cian at  Charles  V.  Chapin  Hospital. 

A member  of  the  Health  Department  since  1946, 
Doctor  Murphy  was  appointed  assistant  director 
for  personal  services  in  1959. 

He  was  among  the  first  to  propose  public  health 
clinics  to  help  people  stop  smoking,  and  he  spon- 
sored a three-year  survey  from  1956  to  1959  aimed 
at  the  early  detection  of  cancer  in  women.  He 
headed  the  state  division  of  cancer  control  until 
it  was  expanded  in  1959  to  include  other  chronic 
diseases. 

His  professional  affiliations  included  the  Provi- 
dence Medical  Association  and  the  Rhode  Island 
Medical  Society,  the  Xew  England  Public  Health 
Association,  the  American  iMedical  Association,  and 
the  Catholic  Physician  Guild  of  Providence  College. 

WILFRED  PICKLES,  M.D. 

Wilfred  Pickles,  M.D.,  68,  a prominent  Provi- 
dence surgeon,  died  IMay  2,  1965,  at  his  home  at 
16  Adelphi  Avenue. 

Doctor  Pickles  was  born  in  Oldham,  England,  on 
.August  31,  1896.  He  came  to  this  country  in  1907 
and  he  attended  Classical  High  School,  was  gradu- 
ated from  Brown  L'niversity  in  1918  and  from  Har- 
vard Aledical  School  on  June  22,  1922. 

.After  his  internship  at  Rhode  Island  Hospital 
from  1922  to  1924,  he  rose  through  staff  grades 
to  the  position  of  full  surgeon,  becoming  chief  of 
the  department  of  neurosurgery  in  1944. 

Doctor  Pickles  had  been  a consulting  surgeon  at 
Rhode  Island  Hospital  since  1956,  and  he  also  had 
held  that  position  at  the  Charles  V.  Chapin,  Roger 
Williams,  Miriam,  and  South  Sounty  Hospitals. 

He  was  a former  member  of  the  state  Board  of 
Examiners  in  Aledicine  and  served  as  a medical 
examiner  for  the  Rhode  Island  Workmen’s  Com- 
pensation Commission. 

Aledical  journals  published  many  articles  by  Dr. 
Pickles  on  neurosurgical  and  medical-historical  sub- 
jects. 

•An  active  alumnus  of  Brown,  Doctor  Pickles  was 
vice  president  and  later  president  of  the  Rhode 
Island  Alpha  Chapter  of  Phi  Beta  Kappa.  He  also 
belonged  to  the  Providence  Art  Club  and  the  Har- 
vard Club  of  Boston. 

He  was  a fellow  of  the  American  College  of  Sur- 
geons and  he  was  a member  of  the  Providence  Aled- 
ical  Association,  the  Providence  Surgical  Society, 
the  New  England  Surgical  Society,  the  Providence 
Neurosurgical  Group,  the  Rhode  Island  Aledical 
Society  and  the  .American  Medical  Association. 

EDGAR  S.  POTTER,  M.D. 

Edgar  S.  Potter,  M.D.,  a practicing  physician 
for  50  years  and  school  physician  and  town  health 


71 

officer  in  Glocester  for  40  years  prior  to  1958,  died 
September  27,  1965,  at  his  home  at  Victory  High- 
way, Chepachet. 

Born  on  December  25,  1884,  he  had  been  a life- 
time resident  of  Chepachet.  He  was  graduated  from 
Tufts  Medical  School  in  1914. 

Doctor  Potter  was  a member  of  the  Rhode  Island 
Historical  Society,  Rhode  Island  Branch  of  the 
Eounders  and  Patriots  Society,  Rhode  Island  Astra- 
nomical  Society  and  a charter  member  of  Chepa- 
chet Volunteer  Eire  Department.  He  was  a past 
master  of  Eriendship  Lodge,  F.  & .A.M.,  and  a past 
patron  of  Philia  Chapter,  O.E.S.  A past  vice-presi- 
dent of  the  Rhode  Island  Medical  Society,  he  was 
also  a member  of  the  .American  Medical  Association 
and  the  Woonsocket  District  Aledical  Society. 

ANTHONY  ROMANO,  M.D. 

.Anthony  Romano,  M.D.,  a practicing  physician 
in  Providence  for  more  than  40  years,  died  Septem- 
ber 30,  1965,  at  Rhode  Island  Hospital. 

Born  in  Providence,  November  13,  1896,  Doctor 
Romano  was  graduated  from  Classical  High  School, 
Browm  University,  Class  of  1920,  and  Jefferson 
Medical  College,  Class  of  1924.  He  interned  at 
Grace  Hospital,  New  Haven. 

Doctor  Romano  was  a Navy  veteran  of  World 
War  1.  He  was  a member  of  the  .American  Aledical 
•Association,  the  Rhode  Island  Medical  Society,  and 
the  Providence  Aledical  .Association. 

ALBERT  W.  ROUNDS,  AA.D. 

.Albert  W.  Rounds,  AI.D.,  w'ho  specialized  in  Or- 
thopedic Surgery,  died  .April  26,  1965,  at  the  age 
of  91. 

Doctor  Rounds  was  born  in  Providence  on  Sep- 
tember 13,  1873.  He  was  graduated  from  Brown 
University  in  1895  and  from  Harvard  Medical 
School  in  1898.  He  completed  his  internship  at 
Worcester  City  Hospital  in  1899. 

Doctor  Rounds  was  a member  of  the  Rhode 
Island  Aledical  Society,  the  Providence  Medical 
.Association,  and  the  Boston  Orthopedic  Club. 

HOWARD  K.  TURNER,  M.D. 

Howard  K.  Turner,  M.D.,  a physician  in  Provi- 
dence for  35  years,  died  January  5,  1965,  at  his 
home  at  15  Grotto  .Avenue. 

Doctor  Turner  was  born  in  Montlcello,  Indiana, 
on  .April  13,  1894.  He  was  graduated  from  Indiana 
L'niversity  with  the  class  of  1917,  and  from  its 
medical  school  in  1921. 

.A  member  of  the  Rhode  Island  Aledical  Society, 
The  Providence  Medical  .Association,  and  the 
.American  L’rological  Society,  Doctor  Turner  was 
on  the  staffs  of  Rhode  Island,  Providence  Lyin-In, 
and  Charles  A'.  Chapin  hospitals. 

Doctor  Turner  also  held  membership  in  the 
Hope  Club,  the  Providence  .Art  Club  and  the  Fri- 
day Night  Medical  Club. 
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RAYMOND  D.  WILLARD,  M.D. 

Raymond  D.  Willard,  M.D.,  of  Barrington,  R.I., 
died  unexpectedly  on  December  15,  1965  in  the 
Providence  office  of  a friend  and  fellow  physician. 

He  was  in  his  fift\--third  year. 

A native  of  Melrose,  Massachusetts,  Doctor  Wil- 
lard received  his  elementary  education  at  Concord 
high  school  prior  to  his  matriculation  at  Dartmouth 
College  which  awarded  him  a bachelor  of  arts  de- 
gree in  1932.  Four  years  later  he  was  graduated 
from  Tufts  University  Medical  School,  and  he  then 
entered  upon  an  internship  at  Springfield  (Mass.) 
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hospital,  and  later  served  a residency  at  Worcester 
Cit}-  Hospital. 

He  was  on  the  staff  of  the  Southbridge  (Mass.) 
hospital  from  1938  until  1946  while  engaged  in 
general  practice  in  that  area,  and  from  1948  until 
1955  he  was  a member  of  the  staff  at  the  Emerson 
hospital  in  Concord,  Massachusetts,  serving  with 
the  Veterans  Administration.  He  transferred  to 
Rhode  Island  in  1955. 

Doctor  Willard  was  a member  of  the  Providence 
^ledical  Association,  the  Rhode  Island  Medical  So- 
ciety. the  American  Medical  Association,  and  the 
American  Psychiatric  Association. 


PHYSICIAN  DRAFT  CALL  INFORMATION 

The  following  information  is  furnished  relative 
to  the  pending  draft  call  for  1,529  physicians  who 
will  be  ordered  to  active  duty  during  the  period 
January  through  April  1966. 

( 1 ) Physicians  receiving  an  order  to  report  for 
physical  examination  does  not  necessarily  mean  that 
they  will  be  called  for  induction. 

( 2 ) Procedure  of  the  call  will  be  those  physicians 
who  have  attained  age  26  in  the  order  of  their  dates 
of  birth  with  the  youngest  being  selected  first. 

(3)  Marriage  or  fatherhood  are  not  grounds  for 
deferment. 

(4)  Physicians  are  not  vulnerable  after  reaching 
their  35th  birthday. 

(5)  If  a disproportionate  number  of  residents  are 
called  from  one  hospital  or  one  department  or  serv- 
ice in  a hospital,  appeal  should  be  made  by  calling 
the  matter  to  the  attention  of  the  state  medical 
advisory  committee  to  Selective  Service.  Each  state 
has  such  a committee. 

(6)  Residents  participating  in  the  Armed  Forces 
Berry  Plan  will  not  be  subject  to  this  call. 

(7)  An  appeal  of  classification  must  be  made  to 
the  draft  board  within  ten  days  after  the  date  the 
local  board  mails  the  classification  notice. 

(8)  The  Soldiers  and  Sailors  Relief  Act  of  1940, 
as  amended,  is  applicable  for  the  purpose  of  sus- 
pending enforcement  of  certain  civilian  liabilities  of 
persons  assigned  to  the  Armed  Forces.  The  provi- 
sions of  this  Act  may  be  obtained  from  legal  agen- 
cies of  the  Federal  government  or  civilian  attorneys. 

RHODE  ISLAND  LEADER  IN  HEALTH 
INSURANCE  COVERAGE 

Twenty  states  in  the  nation  have  more  than  three- 
fourths  of  their  civilian  populations  protected  by 
some  form  of  health  insurance,  according  to  the 
Health  Insurance  Institute. 

The  Institute  said  that  of  all  fifty  states,  only 
one  — .'\laska  — had  less  than  fifty  per  cent  of  its 
population  insured.  Some  29  states  had  from  50  to 
75  per  cent  coverage. 


The  nation  as  a whole  had  79  per  cent  of  the 
civilian  population  insured.  That  proportion  repre- 
sents 151,123,000  persons. 

Five  years  earlier,  at  the  end  of  1959,  14  states 
had  more  than  75  per  cent  of  their  populations  in- 
sured, 29  states  were  between  50  and  75  per  cent, 
and  7 states  were  below  the  50  per  cent  level. 

The  Institute  said  that  its  current  report  was 
based  on  the  Health  Insurance  Council’s  19th  An- 
nual Survey  of  health  insurance  protection  in  the 
United  States,  and  that  the  state  data  was  compiled 
according  to  place  of  employment. 

The  Council  survey  was  based  on  reports  by 
insurance  companies,  government  agencies,  Blue 
Cross,  Blue  Shield  and  Medical  Society  plans. 

By  regions,  the  Northeast  states  of  New  York, 
New  Jersey,  Pennsylvania,  Connecticut,  Massachu- 
setts, Rhode  Island,  Vermont,  New  Hampshire,  and 
Maine  ranked  highest  in  proportion  of  population 
insured  with  88  per  cent.  That’s  41,511,000  persons 
protected  by  health  insurance  out  of  a regional 
population  of  46,992,000. 

BLUE  PLANS  ADD  5,500  ENROLLEES 

Over  5,500  persons  were  added  to  the  Physicians 
Service-Blue  Cross  membership  ranks  during  the 
Plans’  recent  two  week  Open  Enrollment  Drive. 

The  results  of  the  drive  show  that  445  persons 
selected  the  Semi-Private  Blue  Cross  Plan,  over 
2,600  the  $20  plan,  and  about  2,300  selected  the 
$14  daily  benefit  plan.  Under  Physicians  Service, 
Plan  ‘‘A”  was  the  most  popular,  with  2,900  new 
members  selecting  this  coverage.  Blue  Cross  offered 
the  Semi-Private  Plan,  the  $20  and  $14  daily  benefit 
plans.  The  Semi-Private  Plan  pays  the  full  cost  of 
room,  board,  and  general  nursing  care  in  semi- 
private accommodations. 

BROWN  UNIVERSITY  GETS  FEDERAL  GRANTS 

Federal  grants  totaling  $3,257,641  have  been 
awarded  to  Brown  University,  Providence,  R.I.,  for 
the  construction  of  medical  education  and  research 
facilities.  One  grant,  made  under  the  provisions  of 
(Continued  on  Page  79) 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


NEWPORT  COUNTY  SOCIETY 

A special  meeting  of  the  Newport  County  ^ledi- 
cal  Society  was  held  on  November  10.  1965,  at  the 
Muenchinger  King  Hotel,  for  the  purjxise  of  hear- 
ing Dr.  Charles  Ceppi's  eyewitness  report  of  the 
proceedings  at  the  recent  Chicago  Conference  on 
Medicare. 

Dr.  Charles  B.  Ceppi  gave  a veiw-  comprehensive 
report  of  the  speeches  made  by  the  directors  of 
Blue  Cross  and  Blue  Shield,  the  representative  of 
the  American  Hospital  Association,  and  Dr.  Ed- 
ward Annis  of  the  American  Medical  Association. 
A general  discussion  followed  with  a question  pe- 
riod. A suggestion  was  made  that  a committee  be 
apjxtinted  in  this  county  to  construct  a fee  schedule. 

Dr.  Charles  Dotterer  gave  a report  about  the 
scroll  being  prepared  as  a eulogy  for  Dr.  Samuel 
Adelson  to  be  presented  to  Mrs.  .\delson  next  week. 

Guests  were  Dr.  Edward  Hogan.  Commanding 
Officer  of  the  Naval  Hospital.  Newport  and  Dr. 
Kaese.  Executive  Officer  of  the  Naval  Hospital, 
Newport. 

John  E.  Carey.  M.D. 

SecretaiA' 

WOONSOCKET  DISTRICT  SOCIETY 

A regular  meeting  of  the  Woonsocket  District 
Medical  Society  was  held  in  the  assembly  hall  of 
^^'oonsocket  Hospital  on  November  9.  1965.  Presi- 
dent Harry  Levine  presided  at  the  meeting  which 
was  called  to  order  at  S p.m.  Thirty-one  members 
were  in  attendance. 

Dr.  Roger  Eontaine  reported  for  his  committee 
which  had  been  appointed  to  investigate  of  Mr. 
Lutes  that  the  Medical  Answering  Service  was 
making  referrals  to  the  Woonsocket  hospital  acci- 
dent room,  thereby  adding  to  an  already  over- 
crowded facility.  The  recommendations  of  the  com- 
mittee were  that  each  physician  should  arrange  for 
his  own  coverage  by  another  physician  when  he 
was  out  of  town.  However,  if  this  coverage  failed 
for  some  reason,  there  was  no  better  advice  that 
the  .\nswering  Service  could  be  given  than  to  con- 
tinue its  present  pnilicy  of  making  referrals  of  emer- 
gencies to  the  accident  room. 

The  subject  of  the  daily  release  of  all  Woon- 
socket Hospital  accident  room  records  to  the  local 
newsp)ap>er  was  discussed.  motion  was  made,  and 
voted  that  the  Secretary  send  a letter  to  the  super- 
intendent of  the  Woonsocket  Hospital  requesting 


that  accident  room  records  should  not  be  released 
to  the  newspapers. 

Dr.  Henri  Gauthier  reported  that  his  committee 
on  Inter-hospital  Relations  had  met  and  it  was 
considering  a program  which  it  will  report  at  the 
next  meeting. 

A discussion  of  fees  to  physicians  for  welfare 
cases  was  led  by  Dr.  Harry  Levine,  and  regarding 
the  Physicians  Service  fee  schedule  by  Dr.  Thomas 
J.  Lalor.  It  was  agreed  that  a representative  of 
Physicians  Service  be  invited  to  discuss  the  fee 
situation  at  the  next  meeting  to  be  held  on  Decem- 
ber 13  at  8:30  p.m.  at  the  Woonsocket  Hospital 
auditorium. 

The  business  meeting  was  adjourned  at  9 p.m. 
so  that  Dr.  Mario  Tami  could  present  his  monthly 
lecture  series  on  Pulmonan,'  Physiology  and  Dis- 
ease. 

.\lton  P.  Thomas.  M.D. 

Secretary,  pro  tern 

* The  above  is  a condensation  of  the  complete 
minutes  of  the  meeting,  copy  of  which  is  avail- 
able with  the  Secretary  of  the  \\'oonsocket  Dis- 
trict Medical  Society. 


AMA  DELEGATE  REPORT 

I Concluded  from  Page  67) 

Judicial  Council  which  states  that  “.  . . when  a 
physician  assumes  responsibility  for  the  services 
rendered  to  a patient  by  a resident  or  an  intern, 
the  physician  may  ethically  bill  the  patient  for 
services  which  were  performed  under  the  physi- 
cian's personal  observation,  direction  and  super- 
vision." 

• Repeated  a previous  policy  statement  urging 
the  creation  of  a separate  post  in  the  Cabinet  of 
the  President  of  the  E*.S.  for  a Secretary  of  Health. 

• Commended  past  president  Edward  R.  Annis, 
M.D..  for  his  leadership,  his  dedication,  and  his 
tremendous  contribution  to  medicine's  campaign 
to  preserve  the  world's  finest  system  of  medical 
care." 

• .\pproved  the  following  schedule  of  AM.\  Con- 
ventions: 

Annual  Conventions  — 1966.  Chicago:  1967. 
.\tlantic  City;  1968.  San  Erancisco:  1969,  New 
York  City;  1970.  Chicago. 

Clinical  Conventions  — 1966.  Las  Vegas;  1967, 
Houston:  1968.  Miami  Beach;  1969,  Denver;  1970, 
Boston. 


? 

JANUARY,  1966 


The  T^ain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Ve  (Warning-May  be  habit  forming).  Phenacetin  gr.  21/2, 
Aspirin  gr.  SVi,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCK.AHOE,  N.Y. 
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IN  THE  EDITOR’S  MAILBOX 


To  the  Editor: 

I have  just  read  the  editorial  in  the  October 
issue  of  your  Rhode  Island  ^ledical  Journal  en- 
titled Xursing  Home  Accreditation.  In  addition  to 
stating  an  opinion  on  accreditation,  with  which  we 
substantially  agree,  the  editorial  says  that  the 
growth  of  proprietary  nursing  homes  is  unfortunate 
and  recommends  community  groups  organize  non- 
profit corporations  to  finance  and  operate  nursing 
homes.  We  sincerely  hope  the  editorial  is  the  opin- 
ion of  the  magazine's  editor,  or,  at  most,  of  your 
editorial  staff  and  not  that  of  the  practicing  physi- 
cians of  our  State. 

Communities,  non-profit  organizations  and  the 
medical  profession  have  for  years  largely  ignored 
the  needs  of  the  long-term  patient.  The  gap  has 
been  partially  filled  by  private  businessmen,  most 
of  whom,  like  physicians,  have  been  concerned  pri- 
marily with  providing  service.  .And,  like  physicians, 
these  businessmen  have  sought  to  be  reasonably 
compensated  for  their  investment  and  their  efforts. 

W e,  too,  are  aware  that  many  consider  it  im- 
proper, even  immoral,  to  benefit  from  another’s 
misfortune,  such  as  sickness  or  the  infirmities  of 
old  age.  Health,  medical  care,  hospital  and  nursing 
home  service  are  to  these  people  the  obligations  of 
the  State  and  not  the  responsibility  of  the  individ- 
ual. Aet.  the  medical  profession  has  spent  vast  sums 
of  money  and  untold  energies  on  a now  lost  battle 
to  prevent  socialized  medicine  in  the  United  States. 
This  editorial  seems  to  indicate,  however,  that  phy- 
scians  consider  it  quite  proper  that  they  should 
profit  from  the  care  of  the  sick,  but  none  other. 

The  editorial  infers  that  non-profit  nursing  homes 
somehow  provide  better  nursing  home  care  at  less 
cost  than  proprietary  homes  are  capable  of  doing. 
The  editor  should  study  the  facts.  Rhode  Island 
proprietary  nursing  homes  are  consistently  provid- 
ing care  at  substantially  less  than  state  operated 
facilities  provide  for  comparable  levels  of  service. 
If  comparable  proprietary  nursing  homes  and  non- 
profit nursing  homes  are  examined,  for  example, 
the  accredited  nursing  homes  in  Rhode  Island,  you 
will  find  that  the  cost  per  patient  per  day  in  the 
proprietary  home  is  about  half  that  of  the  non- 
profit home.  We  should  not  be  deluded  by  the 
terms  for  profit  and  not  for  profit.  The  measure 
is  the  service  and  the  cost  to  the  patient  and  not 
necessarily  whether  the  books  of  the  corporation 
indicate  a debt  to  the  Internal  Revenue  Service. 


The  .American  Medical  .Association  and  the 
.American  Xursing  Home  .Association,  our  national 
counterparts,  worked  harmoniously  and  effectively 
to  create  the  X^ational  Council  for  the  .Accredita- 
tion of  Xursing  Homes.  The  Xational  Council  ful- 
filled an  essential  interim  need  in  accreditation  and 
has  been  a major  factor  in  the  establishment  of  a 
very  desirable  single  accrediting  body.  It  is  our 
earnest  wish  that  our  local  organizations  can  work 
as  well  together  towards  effective  and  efficient 
nursing  home  care.  Physicians  must  always  be  dom- 
inant in  medical  matters,  this  is  right;  we  hope 
they  will,  however,  be  cognizant  of  their  allies  and 
knowledgeable  of  all  the  facts  and  problems  relative 
to  nursing  home  service  in  Rhode  Island. 

Pat  Pezzelli,  President 
Federation  of  Licensed  Nursing 
Homes  of  Rhode  Island,  Inc. 
X’ovember  26,  1965 

(In  the  October  issue,  1965,  this  JOURNAL  stated 
editorially : “.A  new  public  approach  to  the  problem 
of  providing  nursing  homes  through  the  establishment 
of  interested  community  non-profit  groups  is  long  ov- 
erdue”) 


HEART,  CANCER,  STROKE 

('Continued  from  Page  46) 

tivities  under  the  law  together  with:  (1)  a state- 
ment of  the  relationship  between  federal  financing 
and  financing  from  other  sources  of  the  activities 
under  the  law;  (2)  an  appraisal  of  the  activities 
assisted  under  the  law  in  the  light  of  their  effective- 
ness in  carrying  out  the  purposes  of  the  law;  and 
(3)  recommendations  with  respect  to  the  extension 
or  modification  of  the  law. 

.Audits 

The  law  provides  that  every  recipient  of  assist- 
ance under  the  law  will  be  required  to  keep  such 
records  as  the  Secretary  may  prescribe,  including 
records  which  fully  disclose  the  amount  and  dispo- 
sition of  such  assistance,  the  total  cost  of  the  project 
for  which  assistance  was  given,  and  the  amount  of 
the  cost  supplied  by  other  sources,  and  such  other 
records  as  will  facilitate  an  effective  audit.  Both 
the  Secretary  and  the  Comptroller  General  must  be 
giv'en  access  for  audit  and  e.xamination  to  any 
books,  documents,  papers,  and  records  of  the  recipi- 
ents that  are  pertinent  to  the  grants  received  under 
the  law. 


DON’T  BILL  YOUR  PATIENTS  AGAIN  . . . 

until  you  read  this  new  brochure! 


AUTOMATED  BILLING  SERVICE 
STREAMLINED  FOR  THE  DOCTOR 


HERE  AT  LAST  is  a fully  automated  electronic 
service,  streamlined  to  the  doctor’s  bills  . . . 
and  budget,  too!  It  is  in  every  way  as  com- 
plete, accurate  and  dependable  as  the  services 
offered  by  big  computer  centers  — yet  far 
simpler  and  more  efficient. 

No  hidden  charges, 
useless  reports 

Unlike  services  designed  primarily  for  “big 
business”,  Data-Tronic  never  needs  to  charge 
you  a premium  for  the  use  of  complex  com- 
puters. Data-Tronic  never  burdens  you  with 
superfluous  accounting  reports  you  neither 
want  nor  need  (but  pay  for  just  the  same! ) 

You  save  with 
Data-Tronic 

Data-Tronic  does  give  you  all  the  services 
you  do  want  and  do  need,  and  saves  you 
money,  too.  Data-Tronic  gets  your  bills  out 
accurately  and  promptly,  and  keeps  you  in- 
formed on  who  owes,  how  much  they  owe, 


and  for  how  long.  And  the  savings  with  Data- 
Tronic  can  be  as  much  as  33%. 

Get  the  facts ! 

No  matter  what  system  of  billing  you  now  use 
— no  matter  how  well  informed  you  are  you 
owe  it  to  yourself  to  get  the  facts  on  Data- 
Tronic  for  Doctors.  Don’t  send  out  another 
bill  until  you  do! 


TEAR  OUT!  MAIL  TODAY! 


DATA-TRONIC  SYSTEMS,  INC. 

152  Warren  Ave.,  East  Providence,  R.  I. 

Tel;  434-3770 

Dear  Sirs: 

Please  send  me  FREE  OF  CHARGE  and  obligation, 
your  new  brochure  on  Data-Tronic  Service  for  the 
Doctor. 

NAME 

ADDRESS 

CITY 


STATE 
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SCANNING  THE  MEDICAL  LITERATURE 


KERATOSES,  CAXCER  AXD  THE  SIGX  OF 
LESER-T RELAT Francesco  Ronchese.  Can- 
cer 18:1003,  1965. 

.A  middle  age  woman  developed  out  o f a clear  sky, 
intense  pruritis,  freckles  and  keratoses.  She  had 
an  adenocarcinoma  of  the  uterus  removed  one 
month  before.  Death  followed  in  a few  months.  The 
sudden  appearance  and  rapid  increase  in  number 
and  size  of  freckles  and  keratoses  with  severe  pru- 
ritis. on  a skin  previously  blemish-free,  may  be  a 
manifestation  of  visceral  cancer.  The  saga  of  the 
"sign  of  Leser-Trelat,"  consisting  of  such  symptoms, 
is  reviewed. 

CYTOCHEMICAL  STUDIES  OF  HUAIAX 
BOXE  MARROW  FIBROBLAST  - LIKE 
CELLS.  IT  ESTER.ASE  AXD  ACID  PHOS- 
PH.AT.ASE.  Patricia  Fames  and  Barbara  E.  Bar- 
ker. Am.  J.  Path.  44:481,  1964. 

.\cid  phospatase  and  non-specific  esterase  were 
demonstrated  by  histochemical  techniques  in  fresh 
and  cultured  human  bone  marrow  cells.  Capillary 
endothelium  and  flbroblast-like  cells  in  culture 
showed  no  demonstrable  activity  in  early  cultures. 
Marrow  histiocytes  and  emerging  "macrophages  ’ 
in  vitro  were  strongly  reactive  for  both  enzymes. 
The  results  are  further  evidence  for  the  stromal 
origin  of  the  fibroblast-like  cells. 

HUMAX  M AMMARY  SLICES  IX  ORGAX  CUL- 
TURE. I.  METHOD  OF  CULTURE  .AXD 
PRELIMIXARY  OBSERY.ATIOXS  OX  THE 
EFFECT  OF  IXSULIX.  Barbara  E.  Barker, 
Herbert  Fanger  and  Patricia  Fames.  Exp.  Cell. 
Res.  35:437.  1964. 

.\  technique  for  organ  culture  of  adult  human 
mammary  tissue  is  described,  in  which  slices  may 
be  maintained  for  periods  up  to  twelve  days  in 
vitro.  Survival  of  connective  tissue  and  epithelial 
components  is  seen  in  the  presence  or  absence  of 
serum,  provided  that  glucose  concentrations  are 
adequate.  Insulin  added  to  the  culture  medium  pro- 
duces marked  hyperplasia  and  hypertrophy  of  duc- 
tal cells,  resulting  in  occlusion  of  ductal  lumina. 
Foci  resembling  squamous  metaplasia  are  seen  in 
these  cell  aggregates. 

MITOGEXIC  -ACTIYITY  IX  PHYTOL.ACCA 
.AMERIC.AX.A  (Pokeweed).  Patricia  Fames, 


Barbara  E.  Barker,  L.  E.  Brownhill,  and  Herbert 

Fanger.  Lancet  2:1100,  Xov.  21,  1964. 

Extracts  from  seed,  berry,  leaf,  root  and  stem  of 
Ph\'tolacca  americana  contain  a mitogenic  substance 
which  stimulated  transformation  of  human  peri- 
pheral blood  lymphocytes  in  vi‘ro.  The  transformed 
blast  cells  are  suitable  for  chromosomal  analysis. 
The  finding  of  a mitogenic  substance  in  Phytolacca, 
which  is  generically  qui^e  removed  from  Phaseolus 
vulgaris,  suggests  that  the  distribution  of  "phyto- 
mitogens"  in  the  plant  kingdom  may  be  more  gen- 
eral than  has  been  suspected  in  the  past. 

CEREBRAL  PALSY.  Method  of  Eric  Denhoff.  In 

Current  Therapy  1965,  Edited  by  How^ard  E. 

Conn.  W.  B.  Saunders  Company,  Philadelphia, 

1965.  Pp.  504-508. 

The  basic  principals  of  cerebral  palsy  treatment 
at  Meeting  Street  School  Childrens  Rehabilitation 
Center  are  outlined.  Treatment  is  based  on  the 
fact  that  cerebral  palsy  is  a syndrome  with  multi- 
ple handicaps  which  include  neuro-motor,  convul- 
sive, behavioral,  and  associated  sensory  and  percep- 
tual-auditory-motor  dysfunction,  as  well  as  intel- 
lectual disability.  Treatment  requires  a develop- 
mental approach  from  infancy  to  adulthood  with 
needs  met  in  orderly  sequences  but  with  recogni- 
tion that  at  times  various  aspects  must  be  provided 
for  simultaneously. 

.\  team  approach  is  the  most  effective  method  of 
management.  This  can  only  be  applied  effectively 
in  a central  treatment  facility,  the  developmental 
center.  The  treatment  for  neuro-motor  disability  in- 
cludes physical  therapv’  as  a basic  remedial  pro- 
cedure, bracing  as  supportive,  and  orthopedic  sur- 
gery to  overcome  developmental  deviations  early 
and  to  minimize  the  use  of  braces  in  achieving 
ambulation. 

Drug  therapy  is  outlined  for  use  in  dyskinesia, 
athetosis,  ridigity.  and  tremors.  The  convulsive  and 
behavioral  disorders  are  also  discussed.  The  treat- 
ment for  help’ng  to  overcome  educational  problems 
early  through  sensory  and  perceptual-visual  and 
auditory-motor  training  is  presented.  This  is  done 
through  developmental  programs  which  include  a 
varietj’  of  body  movements  and  sensory  intake 
simulatory  mechanisms  which  are  necessarv’  for 
pre-educational  development.  Parental  counseling 
is  a necessary  element  of  the  program. 
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JANUARY,  1966 

THROUGH  THE  MICROSCOPE 

(Continued  from  Page  73) 

the  Health  Professions,  Educational  Assistance  Act 
of  1963,  provides  $2,147,141  to  aid  in  the  construc- 
tion of  new  teaching  facilities  for  a proposed  medi- 
cal education  program  combining  premical  and  basic 
medical  science  courses.  Concurrently,  a grant  of 
$1,110,500  for  constructing  and  equipping  a health 
research  area  was  awarded  under  the  health  research 
facilities  construction  program.  The  programs  are 
administered  by  the  Public  Health  Service. 

1966  NORMAN  A.  WELCH,  M.D. 

ESSAY  CONTEST 

The  American  IMedical  Association,  through  its 
Judicial  Council,  will  sponsor  a Medical  Ethics 
Essay  Contests,  open  during  this  academic  year  to 
junior  and  senior  students  in  accredited  medical 
schools  in  the  United  States. 

The  contest,  to  be  known  as  the  Xorman  A. 
Welch,  IM.D.  Essay  Contest,  is  another  step  in  the 
Judicial  Council’s  Expanded  Program  on  Medical 
Ethics,  according  to  the  joint  announcement  by  F. 
J.  L.  Blasingame,  M.D.,  AlMA’s  Executive  Vice 
President,  and  James  H.  Berge,  M.D.,  Chairman 
of  the  Judicial  Council. 

Cash  prizes  totaling  $1,000,  made  possible  by  a 
special  appropriation  by  the  A^IA’s  Board  of  Trus- 
tees, will  be  awarded  to  the  winning  essays.  First 
prize  will  be  $500,  second  prize$300,  and  third  prize 
$200. 

The  contest  is  being  named  in  honor  of  the  late 
Xorman  A.  Welch,  M.D.,  a leading  figure  in  .Ameri- 
can medicine  for  many  years,  who  died  September 
3,  1964,  while  serving  as  the  118th  President  of 
the  AMA. 

Complete  contest  rules,  as  well  as  suggested  essay 
topics,  are  available  upon  written  request  from  the 
Department  of  Medical  Ethics,  .American  Medical 
.Association,  5^5  X.  Dearborn  Street,  Chicago,  Illi- 
nois 60610.  They  also  may  be  obtained  at  the  of- 
fices of  the  medical  school  deans. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


June  1,  1966,  has  been  set  as  the  deadline  for 
entries  in  the  contest,  which  the  Judicial  Council 
hopes  will  be  continued  on  an  annual  basis.  .Awards 
in  the  1965-66  contest  will  be  announced  at  the 
.AM.A  Clinical  Convention,  in  November,  1966. 

Judging  of  the  contest  will  be  by  a Aledical  Ethics 
Essay  Contest  Committee,  composed  of  prominent 
physicians,  and  by  members  of  the  Judicial  Council. 

INCREASE  IN  INFLUENZA  PREDICTED 
There  may  be  an  increase  in  influenza  in  the 
United  States  this  winter. 

The  forecast  for  the  coming  season  is  ba.sed  on 
the  two  to  three-year  periodicity  of  the  disease, 
says  the  Journal  of  the  .American  Aledical  Associa- 
tion. The  last  major  outbreaks  were  in  1962-63, 
and,  on  the  West  Coast,  in  1963-64. 

Immunization  is  particularly  recommended  for 
certain  high  risk  groups.  These  groups  include; 

• Persons  at  all  ages  suffering  from  chronic  disease, 
such  as  rheumatic  heart  disease,  other  heart  and 
and  circulatory  problems,  respiratory  ailments 
such  as  asthma  and  smphysema,  and  diabetes. 

• Persons  in  older  age  groups.  Influenza  deaths  are 
higher  in  those  past  45,  and  much  higher  in  those 
beyond  65  years. 

• Pregnant  women. 

• Patients  in  nursing  homes  and  chronic  disease 
hospitals. 


FOR  SALE 

I PICKER  PORTABLE  X-RAY  UNIT 
STYLE  1344  C,  SERIAL  NO.  1041 

EXCELLENT  CONDITION 

Bristol  County  Medical  Center 

1180  Hope  Street 
Bristol,  Rhode  Island 
Phone:  CL  3-8900 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 
ecariei 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  1. 
140  Central  Avenue  Seekonk,  Mass. 
7 Registered  Pharmacists 
Pharmacy  License  No.  226 


Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Vs ”70  solution  for  infants 

’A'Vo  solution  for  children  and  adults 

’A "70  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

ViVo  nasal  spray  for  adults 

V2°7o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 


♦Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


Winthrop  Laboratories,  New  York,  N,  Y,  10016 


In  colds  and  sinusiti 
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(brand  of  phenylephrine  hydrochloride)  j 
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Now  available  1 


FLURANDRENOLONE 

Half  Strength 


600157 
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IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


in  VIVO  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


uh^xiri 


H W.&D.  BRAND  OF  LUTUTRIN 

3000  UNIT  TABLETS 

The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor’’  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


82 


RHODE  ISLAND  MEDICAL  JOURNAL 

three-way 

choice 
for  investors 

Check  these  time-and-worry-saving  services  offered  by  Rhode  Island  Hospital  Trust  Company 
. . . We've  never  met  a "typical  investment  owner."  So,  to  fit  the  diverse  requirements  of  the 
men  and  women  we  do  meet,  our  Trust  Department  has  developed  three  distinct  services, 
adaptable  to  your  particular  needs. 


1 

2 

3 

CUSTODY  is  the  simplest.  We  pro- 
vide safekeeping  for  your  securi- 
ties . . . handle  your  buy  and  sell 
orders  . . . collect  and  remit  in- 
come as  you  direct. 

Vv'e  maintain  detailed  records  and 
remind  you  of  important  dead- 
lines— for  conversion  or  the  exer- 
cise of  stork  rights,  for  instance. 

INVESTMENT  MANAGEMENT 
SERVICE  gives  you  all  the  advan- 
tages of  Custody — plus  impartial, 
independent  investment  recom- 
mendations. 

When  you  open  your  Account,  we 
review  your  holdings  with  particu- 
lar attention  to  your  goals  and 
circumstances.  Regularly  there- 
after, we  submit  recommenda- 
tions to  buy,  hold  or  sell.  The  final 
decisions,  however,  are  left  to  you. 

A LIVING  TRUST  provides  contin- 
uing management — for  your  own 
benefit  now — for  one  or  more  de- 
pendents after  your  death. 

You  can  create  a Living  Trust, 
which,  to  start  with,  functions  just 
like  an  Investment  Management 
Account  — you'd  have  the  final 
"say"  on  investment  decisions.  Or, 
you  could  turn  the  decision-mak- 
ing over  to  us  but  retain  the  right 
to  revoke  or  amend  the  trust 
agreement. 

You  can  also  arrange  to  have  life 
insurance  proceeds,  pension  ben- 
efits and  estate  assets  paid  to  your 
Living  Trust  — to  be  managed 
along  with  your  securities  for  the 
benefit  of  your  dependents. 

RHODE  ISLAND 


Hospital  Trust 


COMPANY 


The  annual  cost  of  each  service  is  modest  — and  usually  tax  deductible  ■ 
Which  service  is  best  for  you?  A chat  with  one  of  our  trust  officers  can  give 
you  the  answers  ■ For  an  appointment  contact  the  Trust  Department,  15 
Westminster  Street,  Providence,  521-6700. 
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THE  MEDICARE  LAW  AND  THE  PRACTICE  OF  MEDICINE 

Ralph  D.  Richardson,  m.d 

FAMILIAL  HYPOPLASTIC  ANEMIA  WITH  MULTIPLE 
CONGENITAL  ANOMALIES  (EANCONUS  SYNDROME)  — 

REPORT  OF  THREE  CASES 

. . .Cases  Presented  Are  oj  Two  Sisters  and  a Female  Cousin 
With  Complete  Clinical  and  Post  Mortem  Findings  . . . 

.Alfredo  Esparza,  m.d.  and  William  R.  Thompson,  m.d. 

RECURRENT  CHOLEDOCHOLITHIASIS:  A BRIEF  REVIEW  AND 
REPORT  OF  AN  INSTRUCTIVE  CASE 

. . . Choledochojejunostomy  Useful  Procedure  in  Some  Cases  oj  Recurrent 
Common  Duct  Stone.  .Authors  Use  Roux-en-Y  .Anastomosis  . . . 

Charles  L.  Hopper,  m.d.  and  James  C.  Callahan,  m.d 


EDITORIALS 

THE 'end  measles  CAMPAIGN 
THE  FLEDGLING  SCIENTIST 
RECOVERY  OF  WOUNDED  IN  VIETNAM 
BROWN’S  THIRTEENTH  PRESIDENT 
SHOCKING  ADMISSIONS 

NORMOK.^LEiMIC  PRIMARY  ALDOSTERONISM 
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Book  Reviews  

District  Medical  Society  Meetings 

Medical  Milk  Commission  Report,  Providence  Medical  Association 
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She's  on  a diet. 

She's  discouraged. 
She  needs  your  help. 

You  can  encourage  her 
with  DEXAMYL® 

brand  of  dextroamphetamine 
sulfate  and  amobarbital 

'DexamyE  is  the  mood-lifting 
anorectic;  it  not  only  assures 
unexcelled  control  of  appetite 
but  also  improves  outlook. 


Formula:  Each  'Dexamyl'  Spansule® 
(brand  of  sustained  release  capsule) 
No.  1 contains  10  mg.  of  Dexedrine® 
(brand  of  dextroamphetamine  sulfate) 
and  1 gr.  of  amobarbital,  derivative 
of  barbituric  acid  [Warning,  may  be 
habit  forming].  Each  'Dexamyl'  Span- 
sule capsule  No.  2 contains  15  mg.  of 
Dexedrine  (brand  of  dextroampheta- 
mine sulfate)  and  1%  gr.  of  amobarbi- 
tal [Warning,  may  be  habit  forming]. 
Principal  cautions  and  side  effects; 
Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or 
barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hy- 
pertension. Insomnia,  excitability  and 
increased  motor  activity  are  infre- 
quent and  ordinarily  mild.  Before 
prescribing,  see  SK&F  product  Pre- 
scribing Information.  Smith  Kline  & 
French  Laboratories,  Philadelphia 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

Y — 


Susceptibility  Results 
Staphylococci  ^ ^ ' 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 

5,440 1^63 88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci  ^ 


The  Product 

In  a world  study  of  antibiotics  in  vitro\  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus. ..Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  ;8-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being^ 


Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  _ ■ 

agents  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  aMergic  nature  are 
infrequent  and  seldom  severe  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg.  Henry  D Health  Laboratory 
Science  2:163-173  Uuly)  1965.  2.  Fowler,  J.  Ralph  et  al:  Clinical  Medicine  70  547  (Mar.)  1963.  3.  Isenberg.  Henry  D.:  Health  Laboratory  Science 


1:185-256  Uuly-Aug.)  1964. 


UNIVERSITY  OF  MASSACHUSETTS  MEDICAL 
SCHOOL 

The  storm  over  the  location  of  the  University  of 
Massachusetts  Medical  School  now  seems  to  be 
abating  although  a few  more  squalls  are  in  the 
offing.  The  Board  of  Trustees  of  the  University 
voted  on  June  11.  1965  to  locate  the  State  Med- 
ical School  in  Worcester.  This  created  a tempest 
in  the  western  section  of  the  state,  particularly  on 
the  campus  at  Amherst.  Boston  was  never  in  con- 
tention as  the  medical  facilities  in  that  city  were 
already  strained  sustaining  its  present  three  medical 
schools.  To  add  a new  medical  school  in  the  com- 
munity of  Boston  would  endanger  serious  problems 
in  medical  education  for  the  troika,  as  some  of 
their  roots  go  back  almost  to  the  emancipation  of 
the  colonies  from  the  Crown.  To  jeopardize  the 
quality  of  teaching  and  constricting  clinical  facili- 
tie.'^  in  a city  already  overstrained  would  not  be  a 
sound  foundation  on  which  to  build  the  future  of 
a new  state  medical  institution. 

The  Board  of  Trustees  of  the  University  of 
Massachusetts  had  given  long  and  serious  consider- 
ation to  the  matter  of  location  before  deciding  on 
Worcester.  The  survey  of  possible  sites,  made  at 
the  request  of  the  Commonwealth,  by  Booz.  Allen 
and  Hamilton,  was  completed  and  the  information 
and  recommendations  included  in  the  report,  were 
thoroughly  digested  by  the  Board  before  their 
decision.  . . . 

Worcester  also  has  the  history  of  a previous 
medical  institution.  It  was  in  1846  that  a Worcester 
area  medical  group  voted  to  establish  the  Worcester 
Medical  School  and  in  the  same  year  opened  on 
lower  Front  Street  under  the  direction  of  Dr. 
Calvin  Xewton.  In  1847.  the  name  was  changed  to 
the  Worcester  Botanico-iMedical  College  and  in 
1849  finally  obtained  a state  charter.  In  1850,  a 
many-turreted  edifice  was  built  atop  Union  Hill 
to  house  the  growing  school  and  in  1852  the 
Worcester  College  of  Physicians  and  Surgeons  es- 
tablished a general  hospital  on  the  grounds  to 
provide  clinical  teaching.  The  Worcester  Medical 
Journal,  published  twice  a month,  made  its  advent 


in  1846  and  gained  a wide  circulation.  Dr.  Xewton 
died  and  with  him  so  did  the  Worcester  Medical 
School.  The  Army  occupied  the  site  during  the 
Civil  War  with  the  establishment  of  the  Dale 
United  States  General  Hospital.  Worcester  Acad- 
emy then  moved  to  the  location.  The  original 
medical  school  building  still  stands  as  Davis  Hall. 

. . . Reprinted  from  the  Worcester  Medical  News 

ESTIMATE  4 MILLION  IN  U.S.  DIABETIC 

An  estimated  two  million  Americans  have  dia- 
betes and  don't  know  it,  according  to  the  Health 
Insurance  Institute.  Another  two  million  know  they 
have  the  chronic  disease  and  are  doing  something 
about  it. 

These  figures,  the  Institute  said,  are  based  on 
United  States  Public  Health  Service  data  compiled 
from  physician  and  testing  (screening)  reports 
from  33  states,  Washington,  D.C..  and  Puerto  Rico 
in  the  12-month  period  ending  last  June  30. 

Diabetes  is  a condition  which  prevents  the  body 
from  properly  utilizing  or  "breaking  down"  carbo- 
hydrates (sugar)  in  the  diet  due  to  the  failure  of 
the  pancreas  to  produce  insulin.  It's  the  nation's 
eighth  leading  killer  disease  taking  30.000  lives  a 
year  and  is  a contributory  cause  in  62,000  other 
deaths. 

It  is  one  of  the  few  disease  that  increases  annu- 
ally in  incidence,  largely  because  it  is  zn  inherited 
disorder.  In  a decade  and  a half,  incidence  has 
increased  100  per  cent  — from  2 to  4 million. 

In  spite  of  this,  thousands  of  diabetics  lead  nor- 
mal or  near  normal  lives,  often  caring  for  them- 
selves with  insulin  shots  or  diet.  Diabetics  who 
work  generally  are  protected  under  group  health 
insurance  programs  provided  at  their  places  of  em- 
ployment. Seldom  are  any  distinctions  made  in 
group  programs  between  persons  with  good  health 
and  tho.se  with  chronic  conditions,  said  the  HIT 

Diabetics  who  do  not  have  a group  health  insur- 
ance program  available  to  them  can  obtain  cov- 
erage under  individual  polices.  Several  approaches 
have  been  developed  by  insurance  companies  to 
accomodate  persons  with  chronic  disorders. 

(Continued  on  Page  88) 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitcntly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
4^3.  WALLACE  LABORATORIES 
\KhCranbury,  N.J.  c“-5?e> 
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(Continued  from  Page  86) 

Testing  the  blood  for  sugar  content,  long  the 
method  for  detecting  diabetes,  has  increased  in  the 
United  States.  In  the  year  ending  last  June  30, 
105,324  persons  were  tested,  34  per  cent  more  than 
in  the  previous  12-month  period.  One  million  are 
expected  to  have  been  tested  by  mid- 1966. 

In  recent  months,  medical  scientists  and  officials 
of  the  Diabetic  Foundation  have  reported  several 
important  advances  toward  curbing  or  even  curing 
the  disease.  These  include  tentative  methods  of 
identifying  bodily  conditions  which  could  lead  to 
diabetes  in  later  life;  a method  by  which  living 
pancreas  tissue  can  be  observed  outside  the  body, 
vital  to  learning  how  to  control  the  disease:  and 
synthesizing  insulin  (new  extracted  from  animal 
tissue)  thereby  assuring  a greater  supply. 

Meanwhile,  the  PHS  encourages  wider  testing 
of  the  general  public,  particularly  those  persons 
over  40  and  overweight,  or  who  have  diabetes  in 
the  family. 

"IT'S  YOUR  MONEY.  NEVER  FORGET  IT" 

‘•What’s  Washington  got,  that  you  haven’t  got? 
Your  money.  Governments  want  you  to  think  they 
have  magic  words,  special  abilities,  genius  you  can’t 


NEW  . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Renewable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Wedical  Society’s 
Underlyiner  Group  Plan. 

Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 


For  further  information,  send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 


match  or  understand  — they  can  do  big  things 
for  you.  With  what?  Government  makes  no  money, 
produces  nothing,  has  not  a dime  it  doesn’t  take 
from  you.  out  of  your  profits  or  your  income.  And 
governments  are  just  people  — people  like  you  and 
me  — and  some  of  them  not  so  good.  But  you  have 
hired  them  to  spend  the  money  you  give  them.  See 
that  they  spend  it  for  the  greatest  good  of  the 
nation  — your  good,  not  theirs.  It's  your  money. 
Never  forget  it." 

— From  a Warner  & Swasey  Advertisement 

$1  MILLION  BEING  SPENT  FOR 
PHENYLKETONURIA  SCREENINGS 

.\n  estimated  one  million  dollars  in  Children’s 
Bureau  funds  is  currently  being  spent  by  the  States 
for  screening  infants  for  phenylketonuria  (PKU), 
an  inborn  error  of  metabolism  leading  to  severe 
mental  retardation,  the  Children’s  Bureau,  Welfare 
Administration,  Department  of  Health,  Education, 
and  Welfare,  reported  recently.  The  funds  are  also 
being  used  to  provide  necessary  treatment  services 
for  infants  found  to  have  PKU. 

Mrs.  Katherine  B.  Oettinger,  Bureau  chief,  also 
reported  that  32  States  now  have  laws  pertaining 
to  the  screening  of  newborn  infants  for  phenylke- 
tonuria. Of  these.  25  States  have  mandatory  screen- 
ing statutes  and  7 have  laws  which  encourage  but 
do  not  require  screening.  The  majority  of  these 
laws  were  passed  during  the  1965  State  legislative 
sessions.  During  these  sessions,  24  States  passed 
new  laws  and  3 States  amended  their  laws. 

'66  TO  BE  BIGGEST  HEALTH  CARE  YEAR 

This  vear  looms  as  one  one  of  the  most  active 
ever  for  the  health  insurance  business,  the  Health 
Insurance  Institute  reports. 

Strengthening  of  basic  health  insurance  programs, 
continuing  development  of  the  newer  coverages, 
and  cooperation  with  the  federal  government’s 
medicare  program  to  the  fullest  extent  possible, 
will  mark  the  activities  of  the  business  in  1966. 

Hospital,  surgical,  regular  medical,  and  major 
medical  expense  protection  programs,  along  with 
disability  income  coverage  (loss  of  income),  all 
are  expected  to  provide  greater  benefits  and  more 
services  to  the  .American  public. 

Protected  93  Million 

Under  these  programs,  insurance  companies  in 
1964  protected  over  93  million  Americans  and  pro- 
vided benefits  of  nearly  $4.7  billion. 

Two  types  of  insurance  company  policies  certain 
to  show  continued  growth  in  1966  are  major  medi- 
cal expense  insurance  and  disability  income.  Both 
reflect  the  public's  demand  for  more  complete  pro- 
tection against  the  economic  loss  resulting  from 
(Continued  on  Page  90) 
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coughing  ahead . . . 

Clear  the  Respiratory  Tract  with  Robitussin. 


Much  more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 
antitussive-expectorant  action  of  the  three  Robitussin  formulations. 

All  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
that  greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 
Increased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
mucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
non-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


Aom 

rHREE 

ROBITUSSIN 

•ORMULATIONS 

ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

EXPECTORANT 

• 

• 

• 

DEMULCENT 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING 

(6-8  hours) 

• 

FORMULAS 


ROBITUSSIN  « 

in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 
(Alcohol  3.5%) 

100  mg. 

ROBITUSSIN®  A-C 

(exempt  narcotic) 

in  each  5 cc.  teaspoonful; 

Glyceryl  guaiacolate 

100  mg. 

Pheniramine  maleate 

7.5  mg. 

Codeine  phosphate 

10.0  mg. 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

ROBITUSSIN®-DM 

new,  non-narcotic 

in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate 

100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


)UR  PHOTO: 

ngine  No.  89  of  the  Monadnock,  Steamtown 
,c  Northern  Railway  pulls  a trainload  of 
team  enthusiasts  through  the  New  England 
ountryside  between  Bellows  Falls  and  Chester,  Vermont. 


AH'I^OBINS 


ONE  OF  THE  ROBITUSSIN*  FORMULAS 
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illness  and  injury.  iNIajor  medical  is  the  protection 
designed  to  pay  cataslrophic  hospital  and  medical 
bills  which  can  run  into  the  thousands  of  dollars: 
and  disability  income  is  the  coverage  which  helps 
replace  the  wage  earner's  income  when  he  is  unable 
to  work  due  to  illness  or  accident.  In  1964.  over 
47  million  persons  had  major  medical  under  insur- 
ance company  group  and  individual  or  family  pro- 
grams. and  nearly  36.2  million  had  insurance  com- 
pany income  disability  protection. 

It  is  e.xpected  that  in  1966  the  following  cover- 
ages will  be  available  from  more  companies  and 
held  by  more  people:  dental  insurance,  long-term 
disability  coverage  which  provides  benefits  for  five 
years  or  more,  up  to  age  65  or  to  life:  nursing  home 
care:  benefits  for  mental  and  nervous  disorders: 
impaired  risk  coverage  for  persons  with  chronic 
disorders  or  physical  impairment:  and  special  risk 
insurance  for  persons  with  unusual  or  hazardous 
occupations. 

Dental  insurance,  now  available  in  30  states 
through  group  programs  of  many  insuring  organi- 
zations. protected  1.8  million  persons  by  mid-1965. 


Coverage  had  risen  nearly  400.000  in  si.x  months 
time  — indicating  the  potential  of  this  insurance. 

WITHIN  5 YEARS  - 14  NEW  MEDICAL  SCHOOLS 

Fourteen  new  medical  schools  are  e.xpected  to 
be  in  operation  in  the  F’nited  States  by  1970. 

These  will  bring  to  101  the  nation's  total  of 
schools  of  medicine,  and  mark  an  "era  of  major 
expansion"  in  American  medical  education,  accord- 
ing to  the  Journal  of  the  American  Medical  Asso- 
ciation. 

•‘Of  obvious  and  immediate  importance  is  the 
fact  that  800  to  1,000  new  positions  will  be  avail- 
able to  qualified  medical  applicants.'’  the  Journal 
said.  “This  will  help  to  meet  the  urgent  national 
need  for  more  physicians.  " 

In  addition  to  these  14  firm  commitments  to 
build  schools,  at  least  10  other  institutions  ‘‘seem 
to  be  reasonably  good  possibilities  to  follow  through 
with  the  development  of  a new  (medical)  school,"’ 
the  Journal  said. 

The  new  medical  schools  are  but  one  of  the 
indicators  that  .American  medical  education  is  e.x- 
panding. 

Over  the  past  20  years,  the  number  of  medical 
schools  has  increased  steadily  from  77  schools  in 
(Continued  on  Page  92) 


UERMAQUIZ 

Cojiducted  by  Francesco  Ronchese,  m.d. 


The  two  illustrations  show  the  same  disorder  in  an  early  and  in  an  advanced  stage. 

The  dermatosis  appears  as  round  patches  of  thickened  epidermis.  Progressing  with  age  the  patches  be- 
come flat-topped  papules  or  tumors,  yellowish  grayish,  or  brownish  in  color.  The  very  dark  discolored  tumors 
may  give  the  false  impression  of  a melanoma.  On  the  creases  (groins,  under  heavy  breasts)  they  may  become 
warty  and  malodorous. 

They  are  found  in  middle  or  beyond  middle  age,  in  both  sexes,  more  commonly  on  the  trunk  area. 

For  the  diagnosis  turn  to  page  110. 
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The  T^ain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Gompound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning— May  be  habit  forming).  Phenacetin  gr.  21/2, 
Aspirin  gr.  31/2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. , TUCKAHOE,  N.Y. 


92 


RHODE  ISLAND  MEDICAL  JOURNAL 


THROUGH  THE  MICROSCOPE 

(Continued  from  Page  90) 

1945  to  88  in  1965.  The  next  five  years,  however, 
will  mark  the  period  of  greatest  expansion. 

Eight  of  the  14  schools  being  planned  will  pro- 
vide full  four-year  programs  leading  to  the  ^I.D. 
degree.  The  other  six  are  envisioned  at  two-year 
schools  of  the  basic  medical  sciences. 

The  four-year  schools:  The  University  of  Ari- 
zona College  of  INIedicine,  Tucson;  University  of 
California,  San  Diego,  School  of  INIedicine;  Uni- 
versity of  Connecticut  School  of  ISIedicine,  Far- 
mington; INIilton  S.  Hershey  Center,  Pennsylvania 
State  University,  Hershey;  IMt.  Sinai  School  of 
IMedidne,  New  York  City;  South  Texas  IMedical 
School,  University  of  Texas,  San  Antonio;  Univer- 
sity of  Massachusetts,  and  Toledo  State  College 
of  Medicine,  Toledo,  O. 

The  two-year  schools;  Brown  University  Pro- 
gram in  IMedical  Science,  Providence,  R.I.;  Uni- 
versity of  Hawaii  IMedical  School,  Honolulu;  IMi- 
chigan  State  University  College  of  Humane  Medi- 
cine, East  Lansing;  Rutgers  University  Medical 
School,  Xew  Brunswich,  X.J.;  University  of  Cali- 
fornia at  Davis,  and  the  University  of  X’ew  IMexi- 
co  School  of  IMedicine,  .Mbuquerque. 

The  L'niversity  of  Xew  Mexico  accepted  its  first 
class  in  September  1964.  .\s  a developing  two-year 
school,  it  becomes  eligible  for  full  accreditation 
when  its  first  class  nears  the  end  of  the  sophomore 
year. 

Rutgers  expects  to  admit  a small  class  in  Sep- 
tember 1966.  Arizona,  Brown,  Hawaii,  Hershey, 
^Michigan  State,  and  South  Te.xas  are  planning  to 
begin  in  1967.  All  of  the  14  schools  should  be 
in  operation  by  1969  or  1970. 

VA  CAREER  PHYSICIAN  NAMED  CHIEF  MEDICAL 
DIRECTOR 

career  physician,  who  worked  his  way  up  from 
a \’eterans  Administration  ward  physician  in  1946 
through  numerous  medical  administrative  posts  has 
been  named  \’A  s Chief  Medical  Director,  accord- 
ing to  William  J.  Driver,  .Administrator  of  Veterans 
Affairs. 

Dr.  H.  Martin  Engle  will  head  the  nation’s 
largest  medical  complex,  the  \'A’s  Department  of 
Medicine  and  Surgery  which  operates  165  hospitals, 
224  clinics  and  employs  some  5,000  doctors  and 
15.000  nurses. 

He  succeeds  Dr.  Joseph  H.  AlcXinch,  who  re- 
tired as  \'A’s  Chief  Medical  Director  on  January 
1,  1966.  Alost  recently.  Dr.  Engle  served  as  Di- 
rector of  the  6000-bed  Los  .Angeles  \’A  Center. 


Upon  accepting  his  appointment  as  A’A’s  CMD, 
Dr.  Engle  stated,  “the  one  constant  thread  running 
through  my  19  years  of  service  is  that  it  is  the 
career  Federal  employee  wEo  gives  continuity  of 
purpose  to  YA  work  and  the  rank  and  file  em- 
ployee who  renders,  with  daily  distinction,  the  hu- 
manitarian service  for  wEich  this  agency  exists.” 

The  appointment  of  the  51 -year-old  Dr.  Engle 
as  the  first  A'A  career  physician  ever  to  be  named 
Chief  Aledical  Director  of  the  ALA  makes  that 
agency  unique  among  government  agencies.  ALA’s 
tw’o  top  officials,  its  Administrator  and  its  CAID, 
both  came  up  through  the  ranks  and  are  careerists. 

Born  in  Chicago,  Dr.  Engle  attended  Xorth- 
w’estern  L'niv'ersity  and  Central  College  in  Chicago 
before  enrolling  at  the  University  of  Illinois  where 
he  was  awarded  his  B.S.  degree  in  1937,  and  his 
ALD.  degree  in  1939.  He  received  his  internship 
and  residency  training  at  the  Alichael  Reese  Hos- 
pital in  Chicago. 

He  served  from  1942  to  1946  with  the  Army 
Aledical  Corps,  attaining  the  rank  of  Alajor,  and 
joined  the  A’A  as  a medical  officer  at  the  A’A  Cen- 
ter in  Fort  Harrison,  Alontana,  following  his  dis- 
charge from  AA’orld  AA’ar  II  service  in  August,  1946. 

NARCOTIC  DON'TS  FOR  THE  PHYSICIAN 

Don't  leave  prescription  pads  around. 

Addicts  want  them  for  effecting  forgeries. 

Don’t  w'rite  a narcotic  prescription  in  lead  pencil. 
.Avoid  w'riting  any  Rx  in  pencil.  Alany  are  changed 
to  call  for  morphine. 

Don't  wTite  narcotics  this  w'ay; 

Alorphine  HT  3/2  #X  or 
Alorphine  HT  M #10. 

Several  X’s  or  zeroes  can  be  added  to  raise  the 
amount.  Use  brackets  or  spelling. 

Don't  carry  a large  stock  of  narcotics  in  your 
bag. 

.Addicts  are  on  the  lookout  for  these  in  doctors’ 
offices  and  cars. 

Don't  store  your  office  supply  w'here  patients 
can  get  at  it. 

■Avoid  storage  near  sink  or  urinal.  The  patients  may 
ask  to  use  these. 

Don't  fall  for  a good  story  from  a stranger  claim- 
ing ailment  that  usually  requires  morphine. 

The  addict  can  produce  bloody  sputum,  simulate 
bad  coughs  or  other  symptoms.  Alake  your  own 
diagnosis. 

Don’t  give  a narcotic  Rx  to  another  without  ever 
seeing  the  patient. 

.Addicts  have  posed  as  nurses  to  get  doctors  to 
prescribe  narcotics. 

Don’t  WTite  for  large  quantities  of  narcotics  un- 
less unavoidable. 

( Concluded  on  Page  95) 


Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
'or  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
»on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 

k 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in; 

V8°7o  solution  for  infants 
’A'Vo  solution  for  children  and  adults 
yi'7o  pediatric  nasal  spray  for  children 
'/2’7o  solution  for  adults 
nasal  spray  for  adults 
V2°7o  jelly  for  children  and  adults 
1%  solution  for  adults  (resistant  cases) 


♦Proctor,  D,  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Soringfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jelly 
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GLUCOLA" 

Carbonated  Preparation  for  ( 

Carbohydrate  Tolerance  Tests 

NEW 


For  use  in  glucose 
tolerance  tests 
In  preference  to  the 
postprandial  test  meal 


i 


f 


Glucola’ 

eRiia 

PREP4R4TI0N 
FOR  GLUCOSE 
T0LER4NCE  TEST 

riKKT  PdcOiXS 


‘ AIVIES 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 


A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed. 


*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm  loading  dose. 


Available  through  your  regular  supplier:  | 

cartons  of  12  7 oz  bottles  (6  bottles  Ames  Company,  Inc. 
per  pack,  2 packs  per  carton).  Elkhart,  Indiana 


A 
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FOR  NEW'  ENGLAND  PHYSICIANS: 

BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
New  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician  asso- 
ciations, clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  Is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  dedemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 

Stnadard  & Poor's  Corporation  is  the  investment  adviser. 
Shares  are  offered  only  through  the  prospectus  which  can 
be  obtained  by  sending  the  coupon  below. 

— —mail  coupon  for  prospectus — — — — — — — — — 

Beacon  Investing  Corp. 

c o National  Shawmut  Bank  of  Boston,  Custodian 
40  Water  Street 

Boston,  Mass.  02106  Please  forward  prospectus  and  information  to 

NAME 

ADDRESS 

I am  a member  of  the  Medical  Society. 

(Name  of  State  Medical  Society) 


NARCOTIC  DON’TS 

(‘Concluded  from  Page  92) 

Diversion  to  addicts  is  a profitable  business,  as 
much  as  $1  for  34  grain  M.  S. 

Don’t  prescribe  narcotics  on  the  story  that  an- 
other MD  had  been  doing  it. 

Consult  that  physician  or  the  hospital  records  when- 
ever possible. 

Don’t  leave  Rx's  signed  in  blank  at  the  office 
for  nurses  to  fill  in. 

Signed  blanks  are  bad  practice  and  many  have 
been  stolen  by  addicts. 

Don’t  treat  an  ambulatory  case  of  addiction. 
.■\ddicts  must  be  under  proper  control. 

Addicts  go  to  several  MD’s  at  a time.  Notify  this 
Bureau! 

Don’t  dispense  any  narcotics  without  keeping  a 
record  of  it. 

Bedside  and  office  administration  are  permitted 
without  record. 

Don't  buy  your  office  narcotic  needs  on  Rx 
blanks. 

The  law  requires  you  to  use  an  official  order  form. 

Don’t  resent  a pharmacist's  call  for  information 
about  an  Rx  you  may  have  written. 

The  pharmacist  is  held  responsible  for  filling  for- 
geries. Please  cooperate. 


Don’t  hesitate  to  call  the  U.S.  Bureau  of  Nar- 
cotics, Treasury  Department,  to  get  or  give  infor- 
mation. 

It  will  be  held  strictly  confidential. 

— Source:  Treasury  Department 
— Bureau  of  Narcotics 


ONE  SENTENCE  ESSAY 

Dissatisfaction  arises  when  the  psychiatrist 
announces  that  the  patient  is  better,  despite 
which  statement  the  family  doctor  can  see  no 
improvement. 

. . . extracted  from  Editorial  Titled  “The 
Family  Doctor’s  Dissatisfaction  with 
Psychodynamic  Psychiatry,’’  by  ][lark  D. 
Altschulz  in  Medical  Science  for  Novem- 
ber, 1965. 


ERRATA 

In  the  article  “The  Housewife’s  Secret  Ill- 
ness” which  appeared  in  the  January,  1966  issue, 
in  Table  V,  in  answer  to  the  question  “Are  You 
in  Good  Health,”  the  NO  response  should  read 
9 and  not  39  as  published. 
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THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by  the  Washington  Office  of  the 
American  Medical  Association 


The  staff  of  the  Senate  antitrust  subcommittee 
has  been  investigating  the  rise  in  quinine  prices. 

The  investigation  resulted  from  receipt  by  mem- 
bers of  Congress  of  complaints  from  constituents. 
Many  of  the  complaints  reported  a sharp  rise  in 
the  price  of  quinidine,  a quinine  derivative  pre- 
scribed for  irregular  heart  beats. 

The  Pharmaceutical  Manufacturers  Association 
attributed  the  price  rise  to  a combination  of  de- 
creased supplies  and  rising  demands. 

spokesman  for  the  association  said  that  it  had 
become  increasingly  difficult  to  obtain  quinine’s 
raw  material,  the  bark  of  the  Cinchona  tree.  He 
said  that  Indonesia,  once  the  principal  supplier, 
had  \artually  cut  off  its  e.xports  of  the  cinchona 
bark  to  the  Western  world. 

Other  suppliers,  he  said,  include  the  Congo  and 
some  South  American  countries.  He  said  these 
sources  were  seriously  limited,  but  that  the  short- 
age was  not  expected  to  reach  critical  proportions. 

The  PMA  spokesman  attributed  the  rising  de- 
mand to  the  appearance  of  new  strains  of  malaria 
that  are  resistant  to  synthetic  drugs  developed 
during  World  War  II  as  quinine  substitutes.  This 
has  caused  demands  for  natural  quinine  to  rise 
sharply  in  such  malaria-infested  areas  as  Vietnam. 

The  Food  and  Drug  Administration  has  taken 
the  first  steps  in  implementation  of  the  new  law 
designed  to  halt  illegal  traffic  in  depressant  and 
stimulant  drugs. 

.Acting  FD.\  Commissioner  Wilton  B.  Rankin 
announced  proposed  regulations  and  appointed  an 
advisory  committee  of  experts  as  authorized  by 
the  Drug  .\buse  Control  Amendments  law  enacted 
last  year. 

The  Advisory  Committee  on  Abuse  of  Depressant 
and  Stimulant  Drugs,  which  held  its  first  meeting 
in  late  December,  assisted  the  FDA  in  determining 
the  drugs  covered  under  the  new.  tighter  controls 
effective  February  1.  1966.  The  new  law  specified 
amphetamines  and  barbiturates  but  also  authorized 


designation  of  other  depressant  and  stimulant 
drugs  by  regulatory  orders  of  the  FDA. 

At  is  first  meeting,  the  advisory  committee  con- 
sidered several  classes  of  such  drugs,  including 
certcin  tranquilizers.  LSD-25  and  other  hallucino- 
genic agents. 

The  FDA  regulations  listed  details  of  the  rec- 
ords which  the  new  law  requires  to  be  kept  by 
every  person  manufacturing,  compounding,  pro- 
cessing. selling  or  otherwise  distributing  the  desig- 
nated drugs.  The  first  required  record  is  an  inven- 
tory of  stocks  on  hand  of  such  drugs  as  of  Feb.  1. 
This  initial  inventory  must  contain  the  identity 
and  quantity  of  all  the  specified  drugs  in  finished 
fcrm  under  the  control  of  the  registrant.  Records 
thereafter  must  accurate!}’  list  further  manufacture, 
receipt  and  disposition  of  the  drugs. 

The  system  of  record  keeping  was  designed  to 
permit  government  agents  to  follow  the  movement 
of  the  drugs  — all  of  which  are  prescription  drugs 
— from  producer  to  consumer. 

The  FDA  is  authorized  to  determine  that  a stim- 
ulant or  depressant  drug  has  a potential  for  abuse, 
and  therefore  should  be  covered  under  the  law,  if 
there  is  evidence  of: 

— Individuals  taking  the  drug  in  amounts  suffi- 
cient to  create  a hazard  to  their  health  or  to  the 
safety  of  other  individuals  or  the  community. 

— Significant  diversion  of  the  drug  from  legiti- 
mate drug  channels. 

— Individuals  taking  the  drug  on  their  own 
initiative  rather  than  on  advice  of  a physician  or 
osteopath  licensed  by  law’  to  administer  such  drugs. 

Most  physicians  w’on't  be  affected  directly  by 
the  new’  federal  regulations  w’hich  state: 

"The  maintaining  of  small  supplies  of  these 
drugs  for  dispensing  or  administering  in  the  course 
of  professional  practice  in  emergency  or  special 
situations  will  not  be  considered  as  regularly  en- 
gaged in  dispensing  for  a fee.” 

(Continued  on  Page  98) 
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Here's  A 
New  Car 
Leasing  Service 
With  Special 
Advantages 
for  PhysiciansA 


Convenience  — Peace  of  Mind  — You 
will  always  have  a car  when  you  lease 
with  us.  We  will  loan  you  a new  car 
when  your  regular  leased  car  is  getting 
maintenance  or  repair  service.  And 
maintenance  is  provided  free  under 
your  lease.  That’s  not  all.  Your  new, 
1965  car  comes  complete  with  registra- 
tion, plates  and  insurance  ( $100,000  ^ 
$300,000 ) . Your  only  expense  is  gas. 

Tax  Advantages  — completely  tax 
deductible  for  professional  use.  Other 
advantages  too.  Let  us  explain  details 
to  you  personally. 

Frees  Capital  — Need  funds  for  equip- 
ment, new  office  space?  No  capital 
investment  needed  when  you  lease 
from  us.  Monthly  payments  are  low. 

Widest  Model  Selection  - Any  Buick, 
Cadillac,  Chevrolet,  Oldsmobile,  Pon- 
tiac, Any  Ford  or  Chrysler  product. 
Even  more  . . . you  can  select  any  other 
make  and  model  car.  Immediate  availa- 
bility. 

For  more  information  phone,  or  have  a 
representative  call  on  you.  Or,  visit  us 
yourself.  See  our  wide  selection  of  cars 
and  get  full  details  at  the  same  time. 

‘^^Testimonials  from  doctors  already  leasing 
from  us  are  available  for  your  inspection. 


ElLIOn 

(fia4e4  Ca/t4,  m. 


635  Elmwood  .Avenue,  Providence 
Phone:  467-6610 
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WASHINGTON  SCENE 

(Concluded  from  Page  96) 

A panel  of  leading  businessmen  has  warned  of 
the  dangers  of  relying  too  heavily  on  government 
for  administration  of  health  and  retirement  plans. 

Such  government  programs  should  be  used  to 
help  the  sick,  disabled  and  aged,  the  panel  said. 
• only  if  voluntary  and  private  means  — truly  and 
tested  — cannot  adequately  meet  society's  needs. 

. . . Heavy  reliance  on  government  can  discourage 
the  experimentation  and  innovation  needed  to  solve 
our  health  and  retirement  problems.  Such  reliance 
also  can  narrow  the  freedom  of  choice  of  people 
who  prefer  to  meet  their  needs  in  their  own  ways." 

This  statement  was  a highlight  of  a 263-page 
reprort  by  the  Task  Force  on  Economic  Growth 
and  Opportunity,  which  was  an  independent  group 
set  up  under  the  sponsorship  of  the  U.S.  Chamber 
of  Commerce.  The  report  was  entitled  ‘‘Poverty: 
The  Sick.  Disabled  and  Aged." 

The  report  cited  medicare  as  an  example,  as 
follows: 

“In  an  attempt  to  help  low  income  aged  people 
obtain  health  care  at  little  personal  cost,  medicare 
was  attached  to  the  tradition-bound  Social  Security 
program.  As  a result.  Medicare  will  help  millions 
of  Americans  who  are  not  needy  by  any  stretch 
of  the  imagination. 

‘‘It  will  be  financed  by  the  Social  Security  pay- 
roll tax.  a highly  regressive  tax  that  places  heaviest 
burdens,  in  relation  to  income,  on  low  income  work- 
ers and  on  low  income  consumers  who  pay  higher 
prices  to  absorb  the  cost  of  payroll  taxes  levied 
on  employers.” 

^ ^ 5}; 

I^Ieasles  incidence  in  1965  was  the  lowest  in 
recent  years,  according  to  the  Public  Health  Serv- 
ice's Communicable  Disease  Center. 

Through  the  first  49  weeks  of  the  year.  256,443 
cases  were  reported,  far  below  the  average  of  more 
than  400,000  annual  cases  since  1960.  There  were 
478.518  cases  in  the  first  49  weeks  of  1964. 

But  PHS  warned  that,  if  past  experience  is  re- 
peated. major  epidemics  can  be  expected  in  many 
sections  of  the  country  during  the  first  half  of  1966. 

* * 3|:  * 

The  federal  government  is  going  to  spend  more 
on  health  and  education  programs  in  1966  — but 
not  as  much  as  originally  e.xpected.  principally  be- 
cause of  the  Viet  Xam  war. 

HEW  Secretary  John  W.  Gardner  says  1966 
would  not  be  a “slowdown  year"  in  his  department 
because  of  the  start  of  new  programs  in  elementary 
and  secondary  education,  medicare,  water  pollution, 
disease  control  and  other  areas. 

But.  he  added,  a certain  slackening  in  other  pro- 
grams might  be  useful.  He  declined  to  identify 
specific  projects.  He  said,  however,  that  they 
•‘might  be  done  better  if  they  started  slowly." 


DEPROL 

meprobamate  400  mg.  -I- 
benact>'zine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— CzrtiuX  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  ^adually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  oi 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  hi^  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Dtovtsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 

Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  know’n  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 

Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 

Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular.  \ 

WxujtCE  Laboratories  / Cranbury,  N.  J. 
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^ I ^ 1^"^^  I ^ 1 meprobamate  400  mg.  + 

M.  .1^  J.  benactyzine  hydrochloride  1 mg, 

a logical  first  choice 

FOR  DEPRESSION 

even  when  complicated  by  anxiety,  tension,  insomnia, 

agitation  or  rumination. 

• Acts  rapidly. 

• Side  effects  at  recommeiked  dosage  iniric^uent, 
usually  easily  couircdied. 
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Lost  and  Found 

chihuahua  — Lost-fem.  Tan  and 

white  Regard  ifving-Caiif  IR  8 03«i^ 

Lost 

THE  BITTER  TASTE  OF 
ORAL  PENICILLIN. 

See  V-Cillin  K® 
for  full  details. 


DOG  found— Black  Peke.  temaie. 

10-?6.  Lincoln  Park  943*0794 

DOBERMAN  lost  — brown. 

Childre**  Vic. 


lUORE  PLEASANT  V^AHO 

take  ORAL  PENICILUI 

Check  V-CilUnK 

for  the  facts. 
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t»ll. 
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yO  wl  t 
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Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomach,  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  immediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40, 80,  and  150-cc.-size  packages. 


V-Cillin  K‘ 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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THE  MEDICARE  LAW  AND  THE  PRACTICE  OF  MEDICINE* 

Ralph  D.  Richardson,  m.d. 


The  Author.  Ralph  D.  Richardson,  M.D.,  President, 
Providence  Medical  Association,  1965. 


During  the  past  year  there  have  been  no  se- 
rious local  problems  confronting  this  .'\ssoci- 
ation. 

There  is  a Committee  of  this  Association  study- 
ing the  question  as  to  whether  the  Charles  Cha- 
pin Hospital  should  be  closed.  When  this  com- 
mittee’s report  is  available  the  Association  may 
wish  to  make  recommendations. 

I wish  to  address  certain  remarks  to  Public  Law 
89-97,  better  known  as  the  ^Medicare  Law.  It  is 
with  some  trepidation  that  I do  so.  However,  the 
issues  involved  are  so  great,  and  the  problems  so 
comple.x,  that  I think  that  they  should  be  discussed 
at  every  opportunity. 

It  is  the  responsibility  of  every  physician  to  be 
informed  fully  about  every  aspect  of  this  situa- 
tion. 

The  spokesmen  for  the  Department  of  Health, 
Education  and  Welfare  have  been  emphatic  about 
the  intent  of  the  Eederal  Government  not  to  in- 
terfere with  the  patient-physician  relationship,  or 
with  the  practice  of  medicine. 

^Ir.  John  Gardner,  the  Secretary  of  Health,  Ed- 
ucation and  Welfare,  told  the  .\merican  Medical 
-Association  at  a recent  meeting  that; 

The  principal  purpose  of  this  law  is  to  bring 
to  more  people  than  ever  before  the  best  that 
medicine  can  offer,  without  violating  in  any  way 
the  traditional  relationship  between  patient  and 
doctor.  ^Medicare  will  not  restrict  the  physician’s 
role.  Ear  from  it.  It  will  expand  it.  The  law  does 
away  with  limitations  that  have  sometimes  ham- 
pered physians  in  their  practice.  It  recognizes 
that  many  physicians  today  can  provide  in  their 
own  offices  services  that  used  to  require  hospi- 
talization. It  allows  them  to  be  paid  wherever 
they  work.  . . . 

Air.  Wilbur  J.  Cohen,  Lender-Secretary  of  Health, 
Education  and  Welfare  spoke  on  Aledicare  in  Xo- 
vember  in  New  York  saying; 

*Presidential  .Address  delivered  at  the  119th  -Annual 
Meeting  of  the  Providence  Medical  .Association,  at 
F’rovidence,  K.I.,  January  3,  1966. 


The  voluntary,  supplementary  medical  insur- 
ance program  provides  protection  against  the 
costs  of  physician  services  and  certain  other  me- 
dical and  health  services  finance  by  premiums 
from  the  beneficiary,  and  matching  payments 
by  the  Federal  Government  from  general  tax 
revenues. 

Thus  the  basic  intent  of  this  legislation  was 
to  create  an  economic  mechanism,  not  to  pro- 
vide medical  care,  but  to  provide  a health  in- 
surance program  for  the  aged.  The  distinction 
is  vital.  . . . 

I further  quote  Air.  Cohen; 

. . . Aloreover,  in  addition  to  a strict  prohibi- 
tion in  the  law  against  Federal  interference  in 
the  practice  of  medicine,  there  are  other  pro- 
vision of  health  service.  These  provisions  were 
enacted  because  it  is  the  aim  of  the  law  and  our 
function  in  administering  it  to  help  older  peop’e 
finance  the  costs  of  their  medical  care,  not  to 
make  changes  in  the  way  medical  care  is  given. 
However,  the  administration  and  the  Congress 
recognized,  and  I am  sure  you  do,  that  the  sheer 
size  of  the  program  could  result  in  its  having 
important  indirect  effects  on  the  quality  and  ef- 
ficiency of  medical  care.  -As  a result,  the  legis- 
lation has  been  carefully  framed  to  make  these 
effects  positive  and  supporting  of  the  efforts  of 
the  health  profession  to  improve  the  quality  of 
medical  care  for  the  .American  people. 

It  is  true  that  the  Federal  law  prohibits  against 
interference.  The  wording  of  the  provision  is  as 
follows: 

Section.  1801.  Nothing  in  this  title  =hall  be 
construed  to  authorize  any  Federal  officer  or 
employee  to  exercise  any  supervision  or  control 
over  the  practice  of  medicine  or  the  manner  in 
which  medical  services  are  provided  or  over  the 
selection,  tenure,  or  compensation  of  any  officer 
or  employee  of  any  institution,  agency,  or  per- 
son providing  health  services;  or  to  exercise  any 
supervision  or  control  over  the  administration  or 
operation  of  any  such  institution,  ag.ncy.  or  per- 
son. 

Third  parties,  whether  Blue  Shield,  the  insur- 
(Continued  on  ne-xt  page) 
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ance  industry,  or  State  Government  have  become 
fixtures  in  the  practice  of  medicine,  and  the  medi- 
cal profession  has  adjusted  to  this  way  of  life. 

Xow  we  have  an  additional  party  which  will  op- 
erate under  a unique  arrangement.  The  Federal 
Government  by  law,  and  the  Department  of  Health, 
Education  and  Welfare,  by  regulations  having  the 
effect  of  law,  will  now  provide  the  cash  payment 
for  hospital  and  physicians’  services  to  the  third 
party,  a carrier  selected  by  the  Government,  who 
must  operate  within  the  framework  of  regulatory 
devices  which  the  carrier  will  then  impose  on  the 
hospital,  doctor  and  patient. 

The  federal  spokesman  may  be  correct  in  saying 
that  they  will  not  interfere  with  the  practice  of 
medicine.  Yet  we  may  wonder  how  restrictive  the 
regulations  will  be  that  the  carrier,  such  as  Blue 
Shield,  or  an  insurance  company,  will  have  to  im- 
pose on  us  before  we  receive  compensation  for  the 
services  we  render  to  the  beneficiaries  of  the  plan. 

Under  the  contract  the  Federal  Government  ne- 
gotiates with  the  carrier  under  Part  B,  which  is 
the  medical  phase  of  the  program.  It  is  expected 
that  the  carrier,  which  will  be  Physicians  Service 
or  an  insurance  company,  will  do  the  following 
things: 

1.  Make  determinations  of  the  rates  and  amounts 
of  payments  to  be  made  to  physicians. 

2.  Audit  the  records,  if  necessary,  of  physicians. 

3.  Determine  whether  physicians  meet  the  utili- 
zation review  requirements  under  the  program. 

4.  Assist  physicians  to  develop  procedures  relat- 
ing to  utilization  practices,  and  study  the  effective- 
ness of  such  procedures. 

5.  Assist  in  the  application  of  safeguards  against 
unnecessary  utilization  of  covered  services  and  in 
the  establishment  of  review  groups,  outside  hospi- 
tals. It  is  quite  apparent  that  the  Utilization  Re- 
view Committee  of  every  hospital  will  have  to  meet 
rather  rigid  requirements  if  the  hospital  is  to  be 
accredited  for  the  treatment  of  medicare  patients. 

6.  Serve  as  a channel  of  communication  of  in- 
formation relating  to  the  program’s  administration, 
and  otherwise  assist  in  the  administration  of  the 
supplementary  plan. 

In  carrying  out  these  functions  the  carrier  would 
act  in  behalf  of  the  Secretary  of  Health,  Education 
and  Welfare.  It  apfiears  likely  that  the  carrier  and 
the  physicians  will  bave  several  issues  to  resolve. 

.At  the  present  time  Blue  Shield  Plans  in  many 
states  are  considering  the  concept  of  “prevailing 
fees,”  while  other  groups  are  considering  the  mean- 
ing of  “usual  and  customary  fees.”  We  may  be 
quite  sure  that  the  principles  which  are  being 
evolved  for  the  operation  of  the  Federal  programs 
will  be  applied  in  the  future  through  a variety  of 


means  to  insure  medical  services  to  most  of  the 
population.  For  instance,  under  Title  19  of  the 
Act  it  is  required  that  by  1975  public  assistance 
beneficiaries  shall  reach  the  same  level  of  benefits 
as  those  for  Medicare.  This  will  entail  a revision 
in  the  concept  of  charitable  services  by  physicians. 

There  has  been  much  written  in  the  press  con- 
cerning non-participation  by  physicians  in  the  Me- 
dicare program.  I should  like  to  comment  briefly 
on  this.  The  House  of  Delegates  of  the  AMA  in 
November  1965  reiterated  its  opposition  to  any 
interference  in  the  freedom  of  choice  of  the  physi- 
cian to  determine  the  financial  arrangement  under 
which  he  shall  provide  medical  care  to  patients 
under  the  federal  program.  It  is,  therefore,  on  the 
point  of  participation  through  a carrier,  or  by  di- 
rect billing  of  the  patient,  that  most  physicians 
view  the  participation  situation. 

Alelvin  Blumenthal,  assistant  general  counsel  of 
the  Department  of  Health,  Education  and  Welfare, 
offered  a clarifying  statement  on  this  issue,  as 
follows: 

. . . the  mechanics  of  benefit  payments  under 
Part  B — 

The  physician  may  bill  the  patient  what  he 
considers  to  be  the  appropriate  charge  for  his 
services  and  collect  his  fees  directly  from  the  pa- 
tient. The  beneficiary  (patient)  then  can  sub- 
mit his  claim  for  indemnification  of  80%  of 
the  amount  found  by  the  carrier  to  be  the  rea- 
sonable charge  for  the  services.  This  procedure 
thus  is  substantially  equivalent  to  that  employed 
by  insurance  carriers  and  Blue  Cross  and  Blue 
Shield  plans  in  processing  claims  under  private 
insurance  policies,  and  insurance  companies  and 
the  Blues  will  be  assigned  like  functions  to  de- 
termine the  amount  to  be  paid,  and  to  make 
payments  as  contract  intermediaries  for  the  Gov- 
ernment by  operation  of  law.  It  is  only  where 
the  physician  by  agreement  with  his  patient  ac- 
cepts an  assignment  of  the  patient’s  right  to  pay- 
ment that  the  physician  can  obtain  directly  the 
benefit  payment  which  otherwise  would  be  made 
to  the  beneficiary  (patient). 

I have  discussed  only  a few  of  the  aspects  of 
the  Act  which  will  affect  physicians.  It  is  my  con- 
viction that  every  physician  should  have  a basic 
knowledge  of  the  entire  program,  take  a keen  in- 
terest in  all  planning  for  medical  services,  and  not 
act  in  haste.  We  should  seek  to  continue  our  high 
standard  of  medical  care  for  all  persons  of  our 
State,  regardless  of  their  economic  status. 

I have  been  greatly  honored  by  the  opportunity 
to  serve  this  Association  and  wish  to  express  my 
appreciation. 
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FAMILIAL  HYPOPLASTIC  ANEMIA  WITH  MULTIPLE  CONGENITAL 
ANOMALIES  (FANCONPS  SYNDROME)  — REPORT  OF  THREE  CASES 

Cases  Presented  Are  of  Tivo  Sisters  and  a Female  Cousin  With 
Complete  Clinical  and  Post  Mortem  Findings 

Alfredo  Esparza,  m.d.  and  William  R.  Thompson,  m.d. 


The  Authors.  Alfredo  Esparza,  M.D.,  Assistant  Patholo- 
gist, Rhode  Island  Hospital,  Providence,  R.l.  William 
R.  Thompson,  M.D.,  Assistant  Surgeon,  Department  of 
Surgery,  Rhode  Island  Hospital,  Providence,  R.l. 


LEGENDS 

The  occurrence  of  Fanconi’s  Syndrome  in  three 
patients  from  two  related  families  is  reported  in 
this  paper.  The  disorder,  described  by  Fanconi  in 
1927,  is  characterized  by  peripheral  pancytopenia 
with  aplasia  of  the  bone  marrow  associated  with 
multiple  and  varied  congenital  anomalies.  Onset 
in  childhood  is  usual;  there  is  a marked  familial 
tendency;  and  death  often  occurs  relatively  soon 
after  its  detection.  Two  of  the  cases  in  this  series 
presented  as  young  adults,  one  of  whom  also  had 
an  esophageal  carcinoma. 

Since  1927,  about  110  cases  have  been  reported, 
and  thorough  reviews  of  the  subject  have  been 
published.  The  disease,  although  infrequent,  is 
probably  not  as  rare  as  the  limited  number  of 
published  cases  would  indicate.  It  is  possible  that 
many  cases  have  not  been  diagnosed  because  the 
attending  physician’s  attention  has  been  focused 
on  the  more  dramatic  aspects  of  aplastic  anemia 
or  associated  hemorrhagic  tendencies,  relegating 
the  various  developmental  anomalies  to  the  back- 
ground. 

CASE  REPORTS 

Case  No.  1.  L.P.,  a tiny  26  year  old  housewife, 

was  admitted  to  the  Rhode  Island  Hospital  on 
August  27,  1962,  with  an  eight  month  history  of 
progressively  intensifying  dysphagia,  anorexia,  and 
a twenty  pound  weight  loss.  For  several  weeks 
prior  to  admission,  she  had  noted  variable  sub- 
sternal  and  mid-upper  back  pain.  Regurgitation  of 
mucous  and  a feeling  of  a lump  in  her  throat  were 
prominent  complaints  for  two  weeks  prior  to  ad- 
mission. The  patient  had  been  seen  by  several 
physicians  during  the  entire  period  of  her  illness, 
but  a definite  diagnosis  had  not  been  established. 
Subsequently,  in  the  outpatient  department,  a 
gastrointestinal  x-ray  series  was  performed  that 
demonstrated  a narrowing  and  irregularity  of  the 
mid  third  of  the  esophagus  consistent  with  car.- 
cinoma. 

In  regard  to  the  patient’s  past  history,  it  was 

From  the  Departments  of  Pathology  and  Surgery, 

Rhode  Island  Hospital,  Providence,  R.l. 


learned  that  she  was  a very  small  and  irritable 
infant  and  that  growth  and  development  were  slow. 
During  childhood,  minimal  activity  tired  the  pa- 
tient. An  extra  thumb  had  been  present  at  birth 
which  was  removed  during  the  first  year  of  life. 
During  the  patient's  only  pregnancy  three  years 
prior  to  the  current  admission,  a rather  profound 
anemia  was  detected  which  was  attributed  to 
‘‘megaloblastic  anemia  of  pregnancy.”  A healthy 
infant  was  delivered  by  cesarian  section  after  a 
difficult  labor.  Although  she  w'as  informed  that  she 
was  mildly  anemic  on  several  occasions  thereafter, 
no  further  hematological  studies  were  performed. 

The  parents  of  the  patient  were  cousins,  alleg- 
edly far  enough  removed  to  have  been  given  per- 
mission for  marriage  by  the  Roman  Catholic 
Church.  A younger  sister  died  at  the  age  of  six 
of  aplastic  anemia.  A review  of  the  clinical  records 
and  autopsy  reports  in  this  case  subsequently  cor- 
roborated the  diagnosis  of  Fanconi’s  Anemia.  A 
female  cousin  was  reported  to  have  died  at  the  age 
of  nineteen,  of  "leukemia.”  A review  of  the  rec- 
ords in  this  case  also  confirmed  the  diagnosis  of 
Fanconi's  Anemia.  There  were  three  other  siblings, 
all  normal  and  health3L 

Examination  on  admission  rev^ealed  a very  small, 
fragile,  pale  white  female.  Her  height  was  55  inches 
(139.7  cm.)  and  her  weight  was  60  pounds 
(27.5K.).  Microcephaly  and  microphthalmus  were 
apparent.  She  was  alert,  pleasant,  and  of  average 
intelligence.  Her  skin  was  dr\’  with  excoriated  and 
crusted,  mildly  pigmented  lesions  of  the  popliteal 
and  antecubital  spaces.  Also,  there  was  scaling  of 
the  skin  about  the  eyebrows,  ears,  mouth,  and 
neck.  A scar  was  apparent  at  the  site  of  the  re- 
moval of  the  extra  thumb. 

The  hemoglobin  level  on  admission  was  10.4  gm. 
and  the  hematocrit  was  32.9  per  cent.  The  white 
blood  count  was  3,350  with  58  per  cent  neutrophils, 
30  per  cent  lymphocytes,  10  per  cent  monocytes, 
and  2 per  cent  basophils.  The  hemoglobin  levels 
and  the  white  blood  counts  remained  low  on  re- 
peated determinations.  The  platelet  count  was 
175,000.  sternal  bone  mairow  specimen  exhib- 
ited moderate  hypoplasia  with  relative  erythroid 
hyperplasia.  The  total  serum  protein  was  5.5  gm. 
with  3.4  gm.  of  albumin.  Serum  bilirubin  was  within 
normal  limits  and  an  osmotic  fragility  test  was  nor- 
mal. Repeated  determinations  of  the  blood  urea  ni- 
(Continued  on  next  page) 
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trogen  were  also  within  normal  limits.  chest  x-ray 
e.xamination  revealed  no  abnormalities.  .An  intra- 
vencus  pyelogram  demonstrated  a pelvic  kidney 
which  was  thought  to  represent  a fusion  of  the 
two  renal  structures,  as  onh*  one  kidney  was  iden- 
tifiable. 

The  diagnosis  of  Tanconi's  Anemia  was  made 
shortly  after  admission,  and  the  previously  sus- 
pected x-ray  diagnosis  of  carcinoma  of  the  esopha- 
gus- was  established  by  esophagoscopy  and  biopsy. 

While  in  the  hospital,  the  patient  was  able  to 
take  only  fluids  by  mouth.  A Stamm  type  of  gas- 
trostomy was  therefore  fashioned  for  feeding  pur- 
poses. and  the  patient  was  sent  home  on  high 
caloric,  high  protein  gastrostomy  feedings.  In  addi- 
tion. she  was  scheduled  for  cobalt  60  radiation  to 
the  esophagus  preparatory  to  surgical  therapy  at 
a latfr  date.  She  was  discharged  on  September  28. 
1962. 

She  was  readmitted  to  the  hospital  on  November 
2.  1962  for  definitive  surgical  therapy.  .At  home, 
she  had  net  taken  the  gastrostomy  feedings  regu- 
larly and  had  lost  weight  to  forty-nine  pounds 
(22.3K.);  her  general  condition  had  deteriorated. 
She  could,  however,  swallow  fluids  with  greater 
ease.  The  physical  examination  was  essentially  as 
previously  recorded  e.xcept  that  bilateral  conduc- 
tion deafness  was  now  apparent.  The  laboratory 
studies  were  quite  similar  to  those  previously  re- 
corded. e.xcept  that  the  total  serum  protein  had 
dropped  to  4.9  gm.  and  the  albumin  to  2.0  gm. 


For  the  ensuing  sixteen  day  period,  the  patient 
was  given  gastrostomy  and  oral  fluid  feedings  high 
in  calories  and  protein.  She  gained  weight  to  fifty- 
eight  pounds  (26.4K.),  and  the  total  protein  in- 
creased to  5.5  gm.  and  the  albumin  to  2.7  gm.  On 
the  seventeenth  hospital  day,  a right  colonic  inter- 
position procedure  was  performed  constructing  a 
cervical  esophagocolostomy,  a cologastrostomy,  and 
an  ileotransverse  colostomy,  placing  the  interposed 
colonic  segment  in  a sub-sternal  tunnel.  The  op- 
erative procedure  was  carried  out  without  diffi- 
culty and  the  plan  was  for  future  removal  of  the 
malignancy. 

On  the  second  post-operative  day,  the  pulse  be- 
came very  rapid,  there  was  an  associated  general- 
ized bronchospasm,  and  mild  cyanosis  became  ap- 
parent. Chest  x-ray  studies  demonstrated  findings 
consistent  with  right-sided  bronchopneumonia.  Spu- 
tum cultures  grew  out  hemolytic  staphylococcus 
aureus  and  monilia  albicans.  There  was  a mod- 
erate febrile  response,  but  the  white  blood  count 
dropped  to  2,100.  In  spite  of  intensive  antibiotic 
therapy,  the  patient's  course  continued  rapidly 
downhill  and  she  died  on  the  fourth  post-operative 
day  of  what  clinically  appeared  to  be  overwhelm- 
ing pneumonia  and  septicemia.  .An  autopsy  was 
performed. 

The  postmortem  e.xamination  confirmed  the 
clinical  impression  of  bronchopneumonia  due  to 
staphylococcus  aureus.  .All  of  the  operative  sites  in- 
cluding the  various  anastomoses  were  intact  and 
had  been  viable  at  the  time  of  death.  The  esopha- 
,geal  carcinoma  demonstrated  radiation  changes 
and  had  not  penetrated  beyond  the  sub-mucosa. 
There  was.  however,  a small  site  of  metastatic 
squamous  cell  carcinoma  in  the  right  middle  lobe. 
.At  the  pelvic  brim,  a horseshoe  kidney  was  noted, 
which  was  supplied  by  an  anomalous  arterN^  near 
the  aortic  bifurcation  and  had  its  venous  drainage 
into  the  vena  cava  via  an  anomalous  common 
renal  vein.  .An  anomalous  bronchus  was  identified 
originating  from  the  trachea  just  above  its  bi- 
furcation. The  bone  marrow  showed  a decreased 
cellularity  of  all  of  the  elements,  but  predomin- 
antly of  the  megakaryocytes  and  the  erythroid 
series.  Postmortem  blood  cultures  grew  out  staphy- 
lococcus aureus,  coagulase  positive. 

Ca.se  Xo.  2.  .A.L..  a si.x-year-old  white  female 

was  admitted  to  Rhode  Island  Hospital  on  Feb- 
ruary 28,  1948  with  a chief  complaint  of  easy 
fatigability  for  approximately  one  year.  .Anemia 
was  known  to  have  been  present  for  the  same  pe- 
riod of  time.  Her  birth  weight  was  three  pounds, 
fourteen  ounces  (1.8K.),  and  her  growth  had  been 
slow.  .An  extra  thumb  wxis  present  at  birth  which 
was  removed  in  the  first  year  of  life.  The  child 
had  done  well  in  school,  but  she  was  unable  to 
keep  pace  with  her  playmates  in  the  usual  child- 
hood activities.  She  was  the  younger  sister  of  L.P. 
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(Case  Xo.  1)  and  a first  cousin  of  J.P.  (Case  Xo. 
3 ) , both  of  whom  are  reported  in  this  paper.  Her 
parents,  as  noted  elsewhere,  were  related. 

On  examination,  the  youngster  was  small  and 
pale,  Her  weight  was  twenty  five  pounds  (11.4K.) 
and  her  height  was  three  feet,  six  inches  (106.7 
cm.)  A large  soft  mass  was  palpable  in  the  right 
lower  quadrant.  The  hemoglobin  was  2 gm.  and 
the  white  blood  count  was  3, COO  with  58  per  cent 
neutrophils;  38  per  cent  lymphocytes;  and  4 per 
cent  monocytes.  A bone  marrow  aspiration  biopsy 
revealed  hypoplasia,  and  an  intravenous  pyelogram 
demonstrated  no  kidney  on  the  left  side,  but  did 
show  a conglomerate  renal  mass  in  the  right  flank 
with  two  separate  ureters.  Blood  urea  nitrogen  was 
normal.  Aplastic  anemia  of  undertermined  etiology 
was  diagnosed  and  the  patient  was  given  blood 
transfusions  with  good  response. 

Over  the  next  one-and-a-half  year  period,  the 
child  was  readmitttd  eleven  times  because  of  the 
effects  of  anemia  and  was  given  transfusions  with 
good  temporary  responses.  At  her  last  admission 
in  June,  1949,  in  addition  to  the  usual  complaint 
of  tiredness,  the  patient  had  noted  abdominal  pain 
and  intermittent  vomiting.  The  skin  was  noted  to 
be  pigmented  and  dusky  brown  with  numerous 
ecchymoses.  Sudden  death  occurred  shortly  after 
admission,  and  an  autopsy  was  obtained. 

At  postmortem  examination,  a cerebral  hemor- 
rhage involving  the  right  hemisphere  was  detected. 
Xumerous  petechial  hemorrhages  and  ecchymoses 
of  the  gastrointestinal  tract,  serous  membranes, 
and  skin  were  apparent.  The  kidneys  were  fused 
in  a single  mass  in  the  right  lumbar  area.  Two 
separate  ureters  were  given  off,  and  there  was  a 
normal  right  renal  artery  plus  an  anomalous  renal 
artery  arising  from  the  aorta  on  the  right  iust 
proximal  to  the  bifurcation.  There  was  consider- 
able hemosiderosis  of  the  spleen,  liver,  pancreas, 
adrenals,  and  thyroid  gland.  The  bone  marrow  was 
hypoplastic,  almost  entirely  fatty,  and  hemosid- 
erin laden  macrophages  were  prominent. 

Case  X^o.  3.  J.P.,  an  eighteen  year  old  white 

female,  was  admitted  to  Our  Lady  of  Fatima  Hos- 
pital, Providence,  Rhode  Island  on  January  23, 
1958  because  of  weakness.  In  1957.  «he  had  been 
treated  at  a military  hospital  for  erythema  nodos- 
um at  which  time  granulocytic  leukemia  was  sus- 
pected. Shortly  thereafter,  a civilian  hematologist 
made  a diagnosis  of  acute  granulocytic  leukemia 
in  an  aleukemic  phase  and  treated  the  patient  with 
50  mg.  of  Metacorten®  daily. 

Her  family  history  was  significant  in  that  her 
parents  were  cousins.  In  addition,  she  was  a first 
cousin  of  the  other  two  patients  reported  in  this 
paper. 

On  examination,  the  patient  was  noted  to  have 
a moon  facies  apparently  secondary  to  corticoid 


therapy.  She  had  a microsomatic  body  habitus, 
her  weight  being  100  pounds  (45. 5K.)  and  her 
height  was  63  inches  (160.0  cm.).  In  addition, 
patchy  skin  pigmentation,  ocular  hypertelorism, 
and  moderate  microphthalmus  were  manifest.  The 
hemoglobin  level  was  noted  to  be  6.5  gm.  and  the 
white  blood  count  was  3,300  with  a norma!  differ- 
ential. After  transfusion  therapy,  the  hemoglobin 
level  rose  to  11.6  gm.  and  the  patient  was  subse- 
quently discharged  to  continue  on  her  previous 
medication. 

Between  January,  1958  and  July,  1959,  the 
patient  was  readmitted  twelve  times  with  the  com- 
plaints of  weakness,  dyspnea,  and  palpitations.  At 
each  admission,  the  hemoglobin  level  was  very  low 
as  was  the  white  blood  cell  count.  Whole  blood 
transfusions  were  given  each  time  with  satisfactory 
transitory  responses. 

On  July  27,  1959,  the  patient  was  admitted  with 
menorrhagia  that  ceased  after  transfusion  therapy, 
but  renewed  bleeding  necessitated  readmi‘^,‘"icn  two 
weeks  later.  After  adequate  transfusion  therapy, 
a dilatation  and  currettage  was  performed,  followed 
by  a splenectomy  and  liver  biopsy.  The  spleen  was 
of  normal  size,  the  liver  was  markedly  enlarged, 
and  a single  kidney  was  noted  at  the  pelvic  brim. 
Histological  studies  of  the  liver  and  splenic  tissue 
revealed  marked  hemosiderosis. 

A bone  marrow  biopsy  revealed  hyperplasia  with 
inhibition  of  maturation  and  definite  megaloblas- 
tosis.  The  alkaline  phosphatase  was  positive,  the 
erthrocytic-myelocytic  (E-M)  ratio  was  0.8  '2.  th"* 
megakaryocytes  were  extremely  decreased,  and 
there  was  an  increased  deposition  of  hemosiderin 
in  the  bone  marrow. 

The  patient  was  discharged  and  was  readmitted 
one  more  time  for  profound  anemia  prior  to  her 
final  admission  on  January  9,  1960.  .At  the  last 
admission,  again  for  menorrhagia,  the  patient  un- 
derwent a hysterectomy.  Postoperatively,  a pelvic 
abscess  developed  that  required  surgical  drainage. 
In  spite  of  this,  the  fever  persisted  and  a down- 
ward course  followed  until  she  died  from  septi- 
cemia. .An  autopsy  was  obtained. 

-At  autopsy,  acute  peritonitis  was  noted,  plus  an 
abscess  of  the  left  wall  of  the  urinary  bladder. 
.Additional  findings  were  prominent  cranial  impres- 
siones  digitatae,  a small  and  hypoplastic  aorta, 
plus  a single  pelvic  kidney  supplied  by  an  artery 
from  the  left  internal  iliac  with  venous  drainage 
into  the  left  common  iliac  vein.  The  bone  marrow 
demonstrated  an  overall  diffuse  hvpoplasia  with 
erythroid  maturation  arrest  plus  many  young 
forms  and  a decrease  of  mitotic  activitv.  The 
myelogenous  series  showed  normal  maturation  and 
the  megakaryocytes  were  decreased. 

(Continued  on  ne.xt  page) 
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DISCUSSION 

Our  review  of  the  literature  as  summarized  in 
Table  I includes  111  cases.  Adequate  information 
concerning  several  suggestive  cases  was  not  avail- 
able to  us,  and  they  were  therefore  excluded. 

A familial  tendency  was  observed  in  approxi- 
mately one-half  of  the  cases  reviewed.  iNIoreover, 
26  of  the  total  number  of  cases  were  products  of 
consanguineous  marriages.  The  three  patients  de- 
scribed in  this  paper  were  members  of  two  related 
families,  and  were  the  offspring  of  consanguineous 
marriages.  In  this  respect  they  conform  to  the 
general  pattern.  On  the  other  hand,  Cases  1 and  3 
in  this  series  are  unusual  as  regards  the  age  of 
onset  of  the  disease,  since  the  oldest  case  reported 
in  the  literature  was  twenty-two  years  of  age.^® 

As  noted  in  Table  I,  there  are  a number  of  clini- 
cal findings  and  congenital  anom.alies  that  may  be 
present  in  variable  combinations  that  characterize 
the  disease.  Skin  pigmentation  is  an  abnormality 
reported  most  frequently,  and  it  usually  makes  its 
appearance  in  the  early  years  of  life  before  the 
hematologic  disturbances  develop.  The  pigmenta- 
tion in  approximately  two-thirds  of  the  cases  is 
generalized  with  more  pronounced  involvement  in 
such  areas  as  the  abdomen,  genitalia,  axillae,  neck, 
and  groins.  In  about  one-third  of  the  cases,  the 
pigmentation  is  patchy  and  occasionally  is  associ- 
ated with  alternating  areas  of  depigmentation.  In 
the  few  reported  histologic  studies  of  the  skin,  some 
degree  of  atrophy  of  the  epidermis  has  been  noted 
in  conjunction  with  pigmentation  of  the  basal  la\-er 
of  cells  plus  a variable  number  of  melanophores 
in  the  upper  dermis.  Characteristic  skin  changes 
were  noted  in  all  three  of  our  cases. 

Skeletal  anomalies  are  very  common,  especially 
involving  the  hands  and  forearms,  but  they  may 
be  present  in  any  portion  of  the  body.  In  a large 
percentage  of  the  reported  cases,  anomalies  of  the 
thumb  have  been  described,  which  may  be  absent, 
hypoplastic,  or  supernumerary  as  in  Cases  1 and 
2.  Absence  or  hypoplasia  of  the  first  metacarpal 
bone  is  also  frequently  encountered.  Less  common 
abnormalities  are  hypoplasia  of  the  thenar  emi- 
nence, syndactylism,  hypoplasia  or  aplasia  of  the 
radii,  broad  based  phalanges,  Sprengel  deformity 
of  the  scapula,  scoliosis,  cervical  rib,  cervical  ver- 
tebrae fusion,  congenital  luxation  of  the  hips,  spina 
bifida,  club  foot,  and  increased  impressiones  digi- 
tatae  in  the  cranium,  as  in  Case  3 in  our  series. 

Renal  abnormalities  have  been  reported  in 
many  instances,  but  the  exact  incidence  is  unknown 
because  of  the  lack  of  x-ray  studies  and  autopsies 
in  many  cases.  .Absence  of  one  kidney  is  a frequent 
finding  with  horseshoe  kidneys  and  markedly  ptotic 
kidneys  occurring  less  often.  Double  ureters  from 
a single  kidney  and  renal  vascular  anomalies  have 
been  reported.  The  three  cases  in  this  series  all 
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demonstrated  striking  renal  anomalies,  as  previously 
described. 

Retardation  of  growth  has  been  noted  in  three- 
fourths  of  the  cases  reported  in  the  literature  and 
was  apparent  in  all  of  our  cases  (Fig.  1).  Alicro- 
cephaly  and  microphthalmia  have  been  reported  in 
fourteen  instances  and  is  well  illustrated  by  the 
photograph  of  Case  1 (Fig.  1).  Some  authors  have 
commented  upon  the  similarity  in  facial  appearance 
of  the  patients  with  Fanconi's  Syndrome.  Anoma- 
lies of  the  eye  adnexa  have  been  reported.  Fanconi,' 
Silver,-®  Xilsson,®®  and  Macciotta^'  described  epi- 
canthal  folds;  Higashi-®  and  Levy,-®  ptosis  of  the 
upper  lid;  and  Cowdell,®®  obliteration  of  the  lacri- 
mal canal.  Strabismus  was  observed  on  twenty-four 
occasions.  Ten  instances  of  deafness  (present  in 
Case  1 ) have  been  listed,  and  abnormalities  of  the 
ears  have  also  been  noted.  Atresia  of  the  external 
auditory  canal  was  present  in  the  cases  of  Levy,^^ 
Uehlinger,^  Silver,-®  and  Rocha  Brito.®  A deformed 
ear  lobe  was  mentioned  by  Fanconi^  and  Jeune.®^ 

Although  our  cases  all  appeared  to  be  of  average 
intelligence,  mental  retardation  has  been  present 
in  twenty-nine  reported  cases.  Some  neurological 
abnormalities  have  been  detected,  and  it  is  likely 
that  more  have  occurred  that  have  not  been  re- 
ported because  of  the  necessity  of  a very  careful 
examination  to  detect  the  less  apparent  deficits. 
Alost  commonly,  hyperreflexia  has  been  reported 
(26  instances). 

Cardiovascular  anomalies  are  rare  in  this  dis- 
order. A case  with  coarctation  of  the  aorta  and 
one  with  a persistent  ductus  arteriosus  have  been 
described.  Congenital  heart  disease  has  been  sus- 
pected in  a number  of  cases  because  of  the  presence 
of  murmurs,  but  confirmation  was  never  made  by 
roentgenographic  studies  or  postmortem  e.xamina- 
tions.  Atroph}’  of  the  spleen  has  been  mentioned  by 
Garriga®®  as  a feature  in  fourteen  cases,  although 
the  histological  appearance  is  normal  in  most  cases. 

Hypogenitalism  has  been  listed  as  a characteristic 
feature  in  thirty  seven  cases,  but  this  is  a contro- 
versial point.  Some  reports  cite  hypogenitalism  on 
the  basis  of  the  small  size  of  the  gonads  and  geni- 
talia which  is  difficult  to  evaluate  in  young  patients 
who  are  of  a tiny  body  build.  As  can  be  seen  from 
Table  I,  twenty-seven  of  these  cases  were  reported 
in  children  under  the  age  of  ten.  Anomalies  of  the 
genital  tract  such  as  hypospadias  (Crisalli,'®  Dia- 
mond,’® Jeune,®’  Colletta®®),  undescended  testicles, 
and  anomalies  of  the  uterus  and  vagina  (Dawson®®) 
have  been  noted.  Gynecomastia  was  present  in  a 
few  cases  (Estren,’®  Silver-®).  In  the  few  instances 
in  which  determination  of  17-ketosteroids  and  11- 
oxysteroids  were  performed,  the  results  were  within 
a normal  or  low  normal  range. 

(Continued  on  Page  109) 
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LABORATORY  STUDIES 

The  peripheral  hematological  picture  characteris- 
tically is  one  of  anemia,  leukopenia,  and  throm- 
bocytopenia. These  features  are  demonstrated  in 
all  of  our  cases.  The  most  seriously  involved  of 
the  blood  constituents  are  erythrocytes  and  plate- 
lets. Leukopenia  is  usually  moderate  with  a rela- 
tive lymphocytosis.  The  red  cell  morphology  is  also 
altered,  resulting  in  macrocytosis  and  hyperchromia 
(pernicious-like  anemia  of  Fanconi).  The  mean  cell 
volume  is  usually  above  100.  However,  this  is  not 
a peculiarity  of  Fanconi’s  Syndrome,  since  macro- 
cytosis is  a relatively  frequent  finding  in  other 
types  of  aplastic  anemia.  The  reticulocyte  count  is 
usually  normal,  but  a moderate  increase  has  been 
noted  in  the  early  stages  of  the  disease  and  has 
been  interpreted  as  a compensatory  attempt  by  the 
marrow  to  combat  anemia.  In  general,  evidence  of 
hemolysis  is  lacking,  osmotic  fragility  tests  are 
normal,  and  auto-antibodies  have  not  been  found. 
Dacie  and  Gilpin®  reported  an  exception  in  which 
autohemolysis  in  vitro,  similar  to  paroxysmal  hemo- 
globinuria, was  found.  In  addition,  the  cases  re- 
ported by  \"on  Gasser®”  and  by  Rohr’®  had  positive 
Coombs’  and  decreased  osmotic  fragility  tests. 
Transfusional  therapy  may  have  influenced  these 
findings.  McCabe^®  and  Bernard®”  have  measured 
chromium-51  tagged  red  cell  survivals,  and  the  lat- 
ter author  found  a slight  decrease  in  survival  time. 
IMcCabe^®  reports  the  coincidental  finding  of  hemo- 
globin-J  in  his  patient  and  in  the  father  and  two 
brothers.  Bernard®”  also  mentions  the  presence  of 
abnormal  quantities  of  fetal  hemoglobin  in  his 
patients  with  Fanconi’s  Syndrome.  High  titers  of 
alkali  resistant  hemoglobin  in  patients  with  this 
illness  have  been  reported  by  IMcKay,”®  Heurte- 
matte,””  Jeune,®’  ®®  and  Shahidi  and  Diamond. 
The  latter  two  authors  have  stated  that  persistence 
of  relatively  high  quantities  of  alkali  resistant  hemo- 
globin in  patients  with  constitutional  aplastic  ane- 
mia correlates  with  the  presence  of  permanent  bone 
marrow  dysfunction.  Their  finding  of  a significant 
increase  of  this  abnormal  hemoglobin  preceding  the 
development  of  anemia  in  a sibling  of  a patient 
with  constitutional  aplastic  anemia  is  intriguing. 
The  hypothesis  is  suggested  that  increases  in  alkali 
resistant  hemoglobin  may  precede  frank  pancyto- 
penia and  may  be  an  earlv  biochemical  abnormal- 
ity. The  offspring  of  L.P.,  Case  Xo.  1,  will  be  an 
interesting  candidate  for  such  biochemical  studies. 

The  bone  marrow  has  classically  been  described 
as  being  aplastic  and  fatty.  Serial  observations, 
however,  have  demonstrated  that  this  hypoplasia 
or  aplasia  is  seen  only  in  the  terminal  stages  and 
that  it  is  preceded  by  phases  of  normocellularity  or 
hypercellularity  (Silver,®®  Rohr,’®  Dacie,  and  Gil- 
pin®). .'Ml  of  our  cases  had  hypoplastic  bone  mar- 
rows at  the  time  of  death.  Cases  1 and  3 initially 


showed  a megaloblastic  hyperplasia.  As  the  bone 
marrow  undergoes  a progressive  depletion,  a con- 
comitant decrease  or  complete  disappearance  of 
megakaryocytes  occurs. 

Bernard  has  shown  evidence  of  bone  marrow 
dysfunction  by  means  of  radioactive  iron  studies. 
He  showed  a significant  erythropoietic  insufficiency 
as  manifested  by  abnormally  low  curves  and  a slow 
disappearance  of  the  isotope  from  the  plasma.  A 
high  fi.xation  titer  of  this  isotope  was  also  noted  in 
the  liver  by  this  author. 

ETIOLOGY 

Since  its  initial  description,  a number  of  theories 
have  been  advanced  to  explain  the  occurrence  of 
Fanconi's  Syndrome.  The  familial  nature  and  the 
high  incidence  in  offspring  from  consanguineous 
marriages  are  highly  suggestive  of  a genetic  origin. 
IMost  authors  indicate  that  the  disease  is  trans- 
mitted by  a recessive  gene,  .-^s  pointed  out  by 
Weicker,®®  however,  after  the  birth  of  the  first 
carrier,  the  incidence  of  affected  siblings  is  greater 
than  in  true  recessive  heredity.  Coletta®®  has  postu- 
lated that  the  disease  is  transmitted  according  to 
the  laws  of  intermediate  heredity,  a particular  form 
cf  dominant  heredity  in  which  the  trait  is  not  ap- 
parent at  the  heterozygote  state,  but  is  evident 
and  grave  in  the  homozygote.  Imerslund®”  believes 
that  the  syndrome  is  transmitted  by  dominant 
heredity  on  the  basis  of  his  case  in  whom  anomalies 
were  present  that  were  similar  to  those  of  the 
mother.  Early  mortality  and  a consequent  lack  of 
offspring  have  limited  furthtr  genetic  studies. 

To  elucidate  the  pathogenesis  of  this  disorder, 
Althoff®"  advanced  the  “embryopathic”  theory 
based  on  the  fact  that  the  embryologic  differentia- 
tion of  the  organs  most  affected  by  the  syndrome 
(distal  parts  of  the  skeleton  and  kidneys)  occurs 
at  about  the  same  time  as  the  hematopoietic  or- 
gans. Others  have  incriminated  the  endocrine 
glands,  particularly  the  pituitary.  The  concept  that 
this  gland  may  be  involved  is  appealing,  since  it 
has  been  shown  to  be  a controlling  force  in  growth, 
erythropoiesis,  gonadal  development,  and  skin  pig- 
mentation. Clinical  tests,  as  reported  by  several 
authors,  do  not.  however,  substantiate  a major 
endocrine  alteration.  That  there  may  be  a metabolic 
or  enzymatic  disturbance  underlying  this  disorder 
is  a possibility.  Shahidi  and  Diamond'’*  have  found 
a significant  aminoaciduria  in  three  of  their  six- 
patients,  and  a large  amount  of  proline  was  demon- 
strated by  chromatographic  studies.  Coletta®’'  found 
the  presence  of  abnormal  metabolites  of  trytophane 
in  the  urine  of  one  of  his  patients  to  be  directly 
related  to  an  aggravation  of  the  clinical  and  hema- 
tological picture. 

DIFFERENTIAL  DIAGNOSIS 

Because  of  the  clinical  features  commonly  pres- 
(Continued  on  next  page) 
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ent  in  Fanconi's  Syndrome,  the  diagnosis  is  usually 
not  difficult.  However,  the  finding  of  pancytopenia 
requires  the  exclusion  of  all  of  its  causes,  including 
toxic  and  infectious  agents,  leukemia,  and  hyper- 
splenism  before  it  can  be  considered  as  constitu- 
tional. The  differential  diagnosis  should  include 
the  following  disorders: 

( 1 ) Blackfan-Diamond  Syndrome.  This  disease 
occurs  early  in  life  (one  to  six  months):  only  the 
erythroid  series  is  involved;  and  there  is  no  familial 
tendency  or  associated  congenital  anomalies. 

(2)  Idiopathic  chronic  pancytopenia.  This  usu- 
ally appears  at  an  older  age.  There  is  no  familial 
tendency;  congenital  anomalies  are  not  present; 
and  pigmentation  of  the  skin  is  absent.  The  hema- 
tological picture,  however,  is  identical. 

(3)  Familial  hypoplastic  anemia  of  Estren  and 
Dameshek.  This  disorder  is  the  one  most  closely 
related  to  the  Fanconi  Syndrome  and  is  differenti- 
ated only  by  the  absence  of  congenital  anomalies. 
Some  of  the  reported  cases  of  Fanconi's  Syndrome 
are  perhaps  better  classified  as  having  this  dis- 
order (Nilsson"  cases  2 and  3,  and  Gelli®*). 

COURSE,  PROGNOSIS,  AND  TREATMENT 

As  noted  previously,  the  disease  is  always  fatal, 
the  survival  time  after  the  initial  symptoms  usu- 
ally not  exceeding  two  years.  The  course  of  the 
disease  is  progressive  with  the  intervals  between 
required  blood  transfusions  rapidly  decreasing. 
Death  is  usually  attributed  to  infection  or  massive 
hemorrhage.  Our  cases  followed  the  usual  pattern, 
two  dying  of  overwhelming  infection  and  one  dying 
of  massive  hemorrhage  into  the  brain.  There  are 
a few  cases  in  which  longer  survival  times  have 
been  recorded.  Bernard®”  in  a review  of  sixty-nine 
cases  observed  that  only  eight  patients  survived 
beyond  four  years  after  the  onset  of  symtomatology. 
As  regards  treatment,  the  administration  of  blood 
is  necessary,  but  must  be  looked  upon  only  as  a 
supportive  measure  with  the  inherent  danger  of 
post-transfusional  immunization  and  hemosiderosis. 
Splenectomy  has  been  carried  out  in  twenty-three 
of  the  cases  reviewed,  with  results  being  categorized 
as  temporarily  successful  in  only  five  cases  (Dacie 
and  Gilpin,®  VanBuchem,®"  Dawson,®”  Estren.^”  and 
Bernard®”),  as  judged  by  stabilization  of  symptons 
and  a lessened  need  for  transfusions.  In  Case  3 in 
our  series  in  which  this  procedure  was  carried  out, 
no  benefit  was  obtained.  Bernard,®”  Francis,^”  and 
Jeune®®  feel  that  splenectomy  may  be  of  benefit 
early  in  the  disease  .when  the  cellularity  of  the 
marrow  is  near  normal  and  the  degree  of  reticulo- 
cytosis  is  adequate.  It  is  doubtful  that  the  opera- 
tion is  of  any  benefit  late  in  the  disease  and  may 
be  harmful.  Corticosteroids  have  been  used  in  a 
number  of  cases,  but  the  results  have  been  incon- 
stant. Jeune®’  obtained  a stabilization  of  symptoms 
in  his  patient  using  large  doses  of  prednisone  con- 


tinuously for  eleven  months.  Shahidi  and  Dia- 
mond”” reported  in  1959  the  beneficial  effects  of 
testosterone  combined  with  steroids  in  cases  of 
aplastic  anemia.  Jeune,  Gerard,  and  Humbert®® 
used  these  drugs  with  success  in  their  patient.  In 
a later  report  (1961),  Shahidi  and  Diamond®”  re- 
evaluated this  mode  of  therapy  in  patients  with 
acquired  and  constitutional  aplastic  anemia  (Fan- 
coni Syndrome),  and  observed  an  increase  in  the 
cellularity  of  the  marrow,  increased  hemoglobin 
levels,  and  higher  counts  of  red  and  white  cells 
in  the  peripheral  blood.  The  effects  upon  the  plate- 
lets were  less  satisfactory,  but  no  further  bleeding 
occurred.  Drug  dependency  was  noted  in  two  pa- 
tients, so  that  no  further  attempts  at  withdrawal 
could  be  carried  out. 

SUMMARY 

1.  Fanconi's  Syndrome,  a familial  disorder  of 
the  hematopoietic  system  associated  with  various 
congenital  anomalies,  is  reported  in  detail  in  three 
females. 

2.  Early  age  of  onset  plus  early  death  from 
hemorrhage  or  infection  is  the  usual  pattern. 

3.  The  etiology  of  the  disorder  has  not  been  es- 
tablished, but  the  various  possibilities  are  discussed. 

4.  The  most  consistent  defects  encountered  in 
this  disorder,  other  than  the  universally  present 
pancytopenia  and  aplasia  of  the  bone  marrow,  are 
skin  pigmentation,  skeletal  anomalies,  and  renal 
anomalies. 

5.  Treatment  is  mainly  supportive  at  the  pres- 
ent time,  but  recently  steroid  therapy  has  been 
used  with  some  success. 

We  are  indebted  to  Edwin  B.  O’Reilly,  ^I.D.  and 
Salvatore  Allegra,  M.D.  of  Providence,  Rhode  Is- 
land, for  permission  to  publish  Case  #III  in  this 
series.  It  was  through  their  efforts  that  the  clinical 
and  pathological  material  for  this  case  was  available. 

A LIST  OF  REFERENCES  IS  AVAILABLE 
UPON  REQUEST  TO  THE  AUTHORS 


DERMAQUIZ  ANSWERS 
(See  Page  90) 

Diagnosis;  Seborrheic  keratoses.  Synonyms:  Se- 
nile warts,  seborrheic  warts. 

Treatment:  They  are  benign  and  are  removed 
only  for  cosmetic  reasons  or  when  they  become 
spongy,  fungoid  and  maladorous.  Supposing  one 
wishes  to  adhere  literally  to  the  principle  that 
ALL  growths  are  precancerous,  should  be  re- 
moved in  toto,  and  examined  microscopically, 
then  the  patient  at  right  will  have  no  more  skin 
left  on  her  back. 

Seborrheic  keratoses  are  successfully  treated  by 
scraping  after  electrocoagulation,  with  carbon 
dioxide  snow  or  dichloroacetic  acid,  or,  as  in 
the  case  of  the  patient  at  right,  with  dermabra- 
sion. 
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RECURRENT  CHOLEDOCHOLITHIASIS:  A BRIEF  REVIEW 
AND  REPORT  OF  AN  INSTRUCTIVE  CASE 

Choledochojejuostomy  Useful  Procedure  in  Some  Cases  of  Recurrent 
Common  Duct  Stone.  Authors  Use  Roux-en-y  Anastumosis 

Charles  L.  Hopper,  m.d.  and  James  C.  Callahan,  m.d. 


The  Authors.  Charles  L.  Hopper,  M.D.,  Assistant  in 
Surgery;  Janies  C.  Callahan,  M.D.,  Senior  Consultant  in 
Surgery,  Newport  {Rhode  Island)  Hospital. 


The  patient  who  presents  himself  repeatedly 
with  recurrent  common  bile  duct  stones  is  a 
surgical  anathema.  INIost  common  bile  duct  stones 
requiring  re-operation  occur  after  duct  exploration, 
particularly  if  stones  have  been  removed  at  the 
previous  procedure.'  ^ Even  if  prompt  and  thorough 
surgery  is  carried  out,  many  of  these  patients  re- 
quire multiple  procedures.'  ^ 

This  paper  is  mainly  concerned  with  those  pa- 
tients who  are  believed  to  have  ‘‘recurrent’’  or  "re- 
formed" rather  than  “retained"  common  bile  duct 
stones.  Smith  et  al'  state  that  “the  decision  as  to 
whether  a stone  found  in  the  biliary  ducts  after 
surgery  is  retained  or  recurrent  is,  in  some  cases, 
an  arbitrary  one.”  Maingot^  lays  down  several  cri- 
teria for  making  the  diagnosis  of  recurrent  or  re- 
formed stones: 

1.  A cholangiogram  after  the  preceding  operation 
has  shown  the  ducts  to  be  free  of  stones. 

2.  There  is  repetition  of  symptoms  delayed  long- 
er than  would  be  the  case  if  the  stones  were 
surgically  overlooked  (4  to  6 years). 

3.  There  are  multiple  recurrences  of  calculi,  ne- 
cessitating repeated  removal  over  a long  pe- 
riod of  time. 

4.  The  nature  of  the  stone  removed  secondarily 
should  be  consistent  with  re-formed  stone  — 
soft,  easily  fragmented,  and  dark  in  color. 
Colcock  and  Liddle’  report  three  cases  which 
seem  to  fulfill  many  of  INIaingot's  criteria.  One 
patient  is  of  particular  interest  in  that  there  was 
a 25  year  sympton-free  interval  between  initial 
surgery  and  symptoms  requiring  secondary  remov- 
al of  a solitary  common  duct  stone. 

Chief  among  the  predisposing  factors  to  the  for- 
mation of  common  bile  duct  stones  following  cho- 
lecystectomy, with  or  without  duct  exploration, 
appears  to  be  partial  or  intermittent  obstruction  of 
the  terminal  common  duct  with  cholangitis.®  ® ^ * 
Two  of  the  three  previously  mentioned  cases  re- 
ported by  Colcock  and  Liddle  as  probably  having 
re-formed  common  duct  stones  had  infection  and 
stasis  as  the  likely  basis  for  their  choledocholithi- 


asis.  Cattell  et  al.®  reported  on  one  hundred  pa- 
tients with  stenosis  of  the  sphincter  of  Oddi,  thirty- 
eight  of  whom  had  common  duct  stones.  Thirteen 
additional  patients  in  this  series  had  “sludge”  or 
“mud”  in  the  common  bile  duct.  There  is  e.xperi- 
mental  evidence  tending  to  confirm  the  clinical  im- 
pression that  duct  obstruction  is  the  major  cause 
of  recurrent  stones.  Imamoglu,  Perry  and  Wangen- 
steen® were  able  consistently  to  produce  gallbladder 
and  common  duct  stones  in  dogs,  monkeys,  and 
rabbits  'oy  partial  obstruction  of  the  terminal  com- 
mon bile  duct.  These  same  authors  showed,  using 
autopsy  material,  that  the  majority  of  those  ca- 
davers with  no  stones  in  the  bile  ducts  had  a papilla 
of  \’ater  that  would  allow  easy  passage  of  size  5,  6, 
and  7 Bakes  dilators.  Those  cadavers  having  stones 
in  their  common  bile  ducts  frequently  had  papillae 
which  would  allow  passage  of  Blake  dilators  size  3 
or  smaller. 

The  firm  diagnosis  of  “recurrent”  or  “re-formed” 
bile  duct  stones  can  be  made  only  by  assessing  the 
patient's  signs  and  symptoms,  and  laboratory  and 
x-ray  findings  in  the  context  of  a careful  and  de- 
tailed history.  The  most  important  facets  of  the 
history,  as  previously  Inferred,  are  cholangiogra- 
phic  documentation  of  the  absence  of  stones  after 
a previous  biliary  tract  operation,  and  a long  symp- 
tom-free interval  since  the  operation.  Pain,  jaun- 
dice, fever,  and  chills,  any  of  these  singly,  or  in 
combination,  are  the  most  common  presenting  com- 
plaints and  should  lead  to  hospitalization  for  diag- 
nostic study  and  probably  operation. 

Intravenous  cholangiography  is  a useful  tool  in 
the  diagnosis  of  recurrent  stones,  but  is  not  infal- 
lible. Only  about  85  per  cent  of  ducts  will  be 
visualized,  and  results  are  .sometimes  inconclusive.'® 
If  diagnostic  studies  are  not  conclusive,  it  is  prob- 
ably wise  to  explore  the  common  bile  duct,  as  many 
stones  will  otherwise  be  overlooked. 

If  duct  stones  are  found  at  operation  and  re- 
moved, there  is  considerable  controversy  about  what 
procedure  should  be  done,  if  any,  to  prevent  an- 
other recurrence.  Ampullary  dilation  with  Bakes 
dilators  has  its  advocates,  but  this  procedure  is 
generally  not  thought  to  be  adequate  for  patients 
with  recurrent  common  duct  stones.  Bartlett®  re- 
ported a number  of  cases  requiring  re-operation 
(Continued  on  next  page) 
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after  duct  exploration  and  dilation.  Jones  et  al.” 
list  five  reasons  why  they  believe  dilation  to  be 
inadequate: 

1.  ‘‘It  has  not  routinely  lowered  the  incidence 
of  stones.” 

2.  ‘‘It  is  a blind  procedure,  and  a false  passage 
may  be  created.” 

3.  “Pancreatitis  may  follow  this  manipulation.” 

4.  .“The  dilated  ampulla  may  restricture.” 

5.  “Ampullary  dilation  does  not  eliminate  inter- 
mittent obstruction  from  the  action  of  the  du- 
odenal wall  and  sphincture  musculature  on  the 
intramural  portion  of  the  common  duct.” 

Transduodenal  sphincterotomy  is  a generraly  ac- 
cepted and  effective  procedure  in  some  hands. ^ ® * 
Its  chief  advantages  are  that  it  is  relatively  effec- 
tiv'e,  and  is  technically  fairly  simple  to  perform 
compared  to  complex  bypassing  or  anastomotic 
procedures.  A variant  of  sphincterotomy  is  trans- 
duodenal choledochoduodenostomy  or  sphinctero- 
plasty.^ A 2 to  3 centimeter  incision  is  made  be- 
tween clamps  in  the  sphincter  and  anterior  intra- 
mural common  bile  duct,  and  these  edges  are  then 
approximated  with  fine  catgut  sutures.  The  author 
claims  that  this  procedure  is  “designed  to  perma- 
nently interrupt  the  function  of  the  ampulla  of 
Vater  and  to  eliminate  the  constricting  action  of 
the  duodenal  wall  musculature  on  the  intramural 
portion  of  the  common  duct.”  Whether  or  not  this 
procedure  will  ultimately  be  found  to  have  merit 
is  not  yet  known,  but  the  authors  present  impres- 
sive post-operative  x-ray  and  duct  pressure  studies 
to  substantiate  their  claims. 

European  surgeons  have  long  used  choledocho- 
duodenostomy as  a definitive  procedure  for  recur- 
rent duct  obstruction  due  to  stones  or  stenosis  of 
the  papilla  of  Vater.  In  this  country  there  has  been 
little  interest  in  this  operation.  Madden,  et  al.” 
recently  presented  53  patients  with  benign  ob- 
structive biliary  tract  disease  treated  with  chole- 
dochoduodenostomy. In  this  group  there  w'ere  49 
“excellent”  results,  2 failures,  and  1 post-operative 
death.  These  authors  feel  that  the  belief  of  many 
American  Surgeons  that  cholangitis  is  an  inevit- 
able complication  of  the  operation  is  groundless. 
Their  opinion  is  that  cholangitis  is  caused  not 
by  intestinal  contents  entering  the  biliary  tree 
by  reflux,  but  by  stricturing  and  sub.sequent 
obstruction  at  the  site  of  anastomosis.  They 
cite  as  evidence  ' 1.379  choledochoduodenos 
tomies  collected  from  the  literature,  with  a pur- 
jiorted  0.14  per  cent  incidence  of  post-operative 
cholangitis.  It  is  their  conclusion  that  this  proce- 
dure is  the  operation  of  choice  to  prevent  recurrent 
bile  duct  obstruction  due  to  papillary  stenosis, 
stones,  or  both.  Other  authorities  do  not  agree  with 


the  use  of  choledochoduodenostomy  prophylactical- 
ly,  and  advocate  its  use  only  for  recurrent  or  re- 
formed stones  and  inability  to  pass  instruments 
through  the  papilla  at  operation. 

Choledochojejunostomy  is  a useful  but  relatively 
rarely  done  procedure  for  benign  bilary  tract  dis- 
ease." " When  done,  it  is  practically  always  ac- 
complished by  severing  the  common  bile  duct  and 
making  an  anastomosis  between  the  proximal  duct 
and  the  divided  jejunum,  Roux-En-Y  fashion. 
Bowers" " has  had  considerable  experience  with 
this  procedure,  but  has  used  it  most  often  as  part 
of  his  reconstruction  after  a pancreatoduodenec- 
tomy or  for  common  bile  duct  stricture.  This  same 
author  states  that  a common  duct  of  small  caliber 
is  a contraindication  to  this  procedure.  This  should 
be  a problem  infrequently  met,  as  those  conditions 
for  which  choledochojejunostomy  would  be  done 
are  those  w'hich  usually  have  a dilated  duct  system 
as  part  of  their  pathology.  Another  problem  with 
choledochojejunostomy  is  an  increased  incidence  of 
duodenal  ulcer  in  those  patients  who  do  not  have 
their  duodenum  resected.  This  is  related  to  diver- 
sion of  the  alkaline  biliary  and  pancreatic  secre- 
tions away  from  the  duodenum,  a situation  akin 
to  that  which  is  set  up  experimentally  in  the  i\Iann- 
Williamson  dog.  A history  of  duodenal  ulcer,  then, 
is  a relative  contraindication  to  the  performance 
of  choledochojejunostomy. 

In  the  case  to  be  presented,  the  cholodochojeju- 
nostomy  is  between  the  side  of  the  greatly  dilated 
common  duct  and  the  end  of  the  Rou.x-En-Y  limb. 
In  the  literature  reviewed  no  such  similar  case 
could  be  found. 

CASE  REPORT 

XH  X^o.  71824  is  a 58-year-old  white  female 
first  seen  in  1944  because  of  vague  abdominal  com- 
plaints. A cholecytogram  showed  a poorly  visual- 
ized gallbladder  with  no  stones.  In  April  of  1947, 
because  of  signs  and  symptoms  of  acute  cholecys- 
titis, a cholecystectomy  was  carried  out  wdth  the 
findings  of  acute  and  chronic  cholecystitis.  X’o 
stones  were  found  in  the  gallbladder,  the  common 
duct  appeared  to  be  of  normal  caliber,  and  no  com- 
mon duct  exploration  w^as  done. 

The  patient  was  asymptomatic  for  eight  years 
until  iNIarch,  1955,  w'hen  she  began  to  complain  of 
mild  mid-abdominal  distress.  In  June,  1956,  she 
was  hospitalized  for  nausea,  vomiting,  jaundice, 
and  fever,  the  first  of  several  such  episodes  occur- 
ring over  a two-month  period.  In  August,  1956,  an 
intravenous  cholangiogram  failed  to  opacify  the 
biliary  system.  A common  bile  duct  exploration 
was  carried  out  at  which  time  a dilated  common 
duct  was  found  and  a “marble”  sized  stone  re- 
moved from  it.  The  duct  was  drained  with  a T-tube. 


FEBRUARY,  1966 

A T-tube  choledochogram  done  20  days  post-opera- 
tively  showed  a dilated  common  duct  without  evi- 
dence of  stone  or  obstruction.  He  convalescence  was 
without  complication. 

She  remained  well  for  approximately  five  years 
until  iMay,  1962,  when,  because  of  upper  abdominal 
distress,  an  intravenous  cholangiogram  was  done 
with  good  visualization  of  the  biliary  duct  system. 
The  hepatic  and  common  bile  ducts  were  dilated 
to  an  average  of  2.5  centimeters  in  width.  The 
distal  common  duct  tapered  ‘To  a point.”  Xo  stones 
were  seen,  and  there  was  dye  noted  within  the 
duodenum  on  the  1 hour  film. 

Approximately  18  months  later,  November,  1963, 
the  patient  was  again  admitted  because  of  recur- 
rent pain,  and  re-exploration  of  the  common  bile 
duct  was  carried  out.  The  duct  was  extremely  di- 
lated and  was  filled  with  “white  bile  and  many 
small  stones.”  A a duodenotomy  was  performed, 
and  a hypertrophied  sphincter  muscle  was  found. 
A sphincterotomy  was  performed,  and  a long  arm 
T-tube  was  inserted.  The  immediate  post-operative 
recovery  was  satisfactory,  but  from  December, 
1963,  until  April,  1964,  there  were  repeated  epi- 
sodes of  nausea,  fever,  vomiting,  and  slight  jaun- 
dice. In  April,  1964,  exploratory  laporatomy  was 
performed.  The  common  duct  was  distended  with 
thick  bile-stained,  purultnt  material.  Because  of 
the  patient’s  poor  general  condition,  only  T-tube 
drainage  of  the  common  duct  was  carried  out.  A 
T-tube  choledochogram  performed  19  June,  1964 
showed  3-centimeter  dilatation  of  the  common 
duct  with  distal  obstruction.  On  25  June,  1964.  an 
Roux-En-Y  choledochojejunostomy  (end  of  bowel 
to  side  of  dilated  common  bile  duct)  was  performed. 
The  post-operative  course  was  smooth,  and  the 
patient  has  been  asymptomatic  since  operation. 

SUMMARY 

The  surgical  literature  pertaining  to  recurrent 
common  bile  duct  stones,  their  possible  etiology, 
and  surgical  treatment  is  reviewed.  A case  of  re- 
current choledocholithiasis  successfully  treated  by 
Roux-En-Y  end-to-side  cho'edochojejunostomy  is 
presented. 
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Three  cases  of  erythroleukemia  — DiGugli- 
elmo's  Syndrome  — which  occurred  at  the 
Rhode  Island  Hospital  in  a short  period  of  time 
provided  a unicpie  opportunity  to  investigate  com- 
mon features  in  the  erythrocyte  and  plasma  iron 
turnover,  and  also  the  life  span  of  the  red  cells  in 
these  patients. 

The  availability  of  a method  for  simultaneous 
labelling  of  the  patients’  blood  with  Cr51  and 
Fe59*  ” afforded  us  an  opportunity  to  study  some 
of  the  characteristics  of  the  anemia  in  erythro- 
leukemia and  to  follow  the  distribution  of  these 
radioactive  elements  in  different  sites  in  vivo.  In 
this  paper,  the  results  of  studies  of  the  anemia  in 
three  patients  with  erythroleukemia  are  analyzed. 

In  1917,  DiGuglielmo'  reported  a new  clinical 
entity,  characterized  by  anemia,  increased  marrow 
cellularity,  and  the  appearance  of  immature  blood 
cells  in  the  peripheral  blood.  Following  his  original 
description,  various  reports  have  appeared  in  the 
literature.^  Xo  etiologic  factors  responsible  for 
the  manifestations  of  this  clinical  condition  have 
been  demonstrated.  It  has  been  considered  a prima- 
ry erythroblastic  proliferation  analogous  to  the  leu- 
kemic process,  resulting  from  similar  pathogenic 
mechanism^:.  Anemia  is  usually  a prominent  feature 
of  the  DiGuglielmo  Syndrome.  However,  the  patho- 
genic mechanisms  responsible  for  the  development 
of  the  anemia  have  remained  une.xplained.  E.  K. 
Klackburn'*  showed  that  the  maturation  rate  of  red 
cell  precursors  in  the  marrow  of  patients  with  ery- 
throleukemia was  delayed  in  culture.  When  the  ab- 
normally large  numbers  of  basophilic  normoblasts 
decrea.sed,  it  did  nof  give  place  to  a corresponding 
rise  in  the  more  mature  forms.  Addition  of  folic 
acid  had  no  effect  on  the  maturation  of  the  nucle- 
ated red  blood  cells.  He  suggested  that  a matura- 
tion abnormality  might  be  the  main  mechanism  of 
the  anemia  in  these  patients.  Kaldini  et  al."  using 
red  blood  cells  labelled  with  Cr51  and  F'e59  in 


patients  with  the  DiGuglielmo  Syndrome,  have 
shown  that  both  decreased  red  blood  cell  produc- 
tion, and  overt  hemolysis  are  responsible  factors 
for  the  development  of  the  anemia  in  these  patients. 

MATERIAL  AND  METHODS 

Plasma  volume  was  determined  with  Fe59  tagged 
plasma.®  Ten  ml.  of  the  patient’s  whole  blood  con- 
taining approximately  hgc  of  FeS9  of  high  specific 
activity  was  injected  intravenously.  Blood  samples 
were  withdrawn  from  the  opposite  arm  at  regular 
intervals,  and  plasma  was  obtained  by  centrifuga- 
tion at  3,000  revolutions  per  minute  (RPM)  for 
20  minutes.  Samples  were  counted  in  a single  chan- 
nel gamma  ray  spectrometer.  Results  were  plotted 
semilogarithmically.  Plasma  volume  was  calculated 
as  follows: 

Counts/minute  of  total  injected  dose 
Counts 'minute  of  1 ml.  of  plasma  at  T„ 

Red  cell  volume  was  determined  with  CrSl 
tagged  erythrocytes."  Ten  ml.  of  the  patient's 
blood  was  labelled  with  approximately  100,t.c  of 
CrSl  of  high  specific  activity.  .Ascorbic  acid  was 
added  after  30  minutes  incubation,  and  an  aliquot 
of  the  cells  was  reinjected.  Thirty  minutes  later, 
the  radioactivity  of  a sample  of  washed  erythro- 
cytes was  determined.  Red  cell  volume  was  calcu- 
lated as  follows: 

Counts/minute  of  total  injected  dose  X HCT* 
Counts/minute  per  1 ml.  of  red  blood  cell 

Red  cell  survival  was  estimated  from  the  time  of 
50  per  cent  disappearance  of  the  radioactivity  of 
the  circulating  red  cells. 

Plasma-iron  clearance  rate  was  calculated  from 
the  half  time  disappearance  of  Fe59  from  the  pa- 
tient’s plasma  (T/2).  Since  plasma  is  the  only 
means  of  transport  of  iron  (plasma  iron  turnover 
rate),  the  renewal  of  circulating  iron  in  24  hours 
and  the  amount  of  iron  utilized  by  the  marrow  in 
the  formation  of  new  erythrocytes  are  of  consider- 
able interest.  Plasma-iron  turnover  rate  and  red- 


*HCT  : hematocrit 


THE  ANEMIA  OF  ERYTHROLEUKEMIA  DI  GUGLIELMO’s  SYNDROME 


115 


cell  iron  turnover  were  obtained  according  to  the 
method  of  Huff  and  co-workers''^  and  expressed  as 
mg.  100  ml.  of  blood  24  hours. '■* 

Red  cells  production  per  day  was  calculated  as 
follows: 

Maximum  Fe59  utilization,  mg. /day 
1.15 

DISTRIBUTION  OF  Fe59  AND  CrSl  IN  BODY 
ORGANS 

Estimates  of  rates  of  radioactivity  due  to  Fe59 
and  Cr5I  were  made  externally  over  representative 
sites  for  the  liver,  spleen,  bone  marrow,  and  blood 
according  to  the  method  described  by  Elmlinger 
et  al."*  A probe  containing  a 2-inch  Nal  crystal, 
attached  to  a single-channel  gamma  ray  spectro- 
meter was  utilized.  All  counts  were  corrected  for 
radioisotope  decay.  Graphs  of  organ  distribution 
were  made  by  plotting  total  net  counts  ( total  counts 
— background  counts)  per  minute  per  microcurie 
of  Fe59  injected  Results  of  organ  distribution 
of  CrSl  were  expressed  as  the  ratio  between  the  or- 
gan and  the  precordial  activity  as  determined  by 
total  net  daily  counts.  The  indexes  obtained  were 
then  plotted  arithmetically  according  to  the  method 
described  by  Jandl  and  co-workers."* 

Hematocrits  were  determined  by  the  method  of 
Wintrobe,  serum  iron  by  the  method  of  Barkan  and 
Walke,'®  and  serum  iron-binding  capacity  by  the 
method  of  Tauxe.® 

CASE  REPORTS 

Case  1.  J.M.B.,  a 63-year-old  white  male,  was 

first  seen  in  July  of  1963.  His  main  complaint  was 
generalized  weakness.  For  several  years  he  had  been 
treated  at  regular  intervals  with  Furadantin®  for 
recurrent  urinary  tract  infections. 

On  physical  e.xamination  there  was  moderate  pal- 
lor. No  aden£ipathy,  hepatomegaly,  or  splenomegaly 
were  noted.  Hemoglobin  ranged  between  12  and  7 
gm.  per  cent.  Reticulocytes  varied  between  3 and 
1 per  cent.  Nucleated  red  blood  cells  were  usually 
seen  in  the  peripheral  blood  smear.  Thrombocyto- 
penia was  present  in  the  last  5 months  of  life.  Leu- 
kopenia was  present  throughout  the  clinical  course. 
Terminally,  a leukemic  picture  was  noted  in  the 
peripheral  blood  (Figure  1).  A bone  marrow  exam- 
ination showed  severe  erythroid  hyperplasia  with 
moderate  megaloblastoid  changes  in  the  nucleated 
red  cells.  The  erythroid  myeloid  ratio  (E/m)  was 
959  G 000.  Stainable  iron  was  markedly  increased. 

Schilling  test  showed  35  per  cent  excretion  of 
Co''°Bi2  in  the  urine.  A glucose-6-phosphate  dehy- 
drogenase test"”  was  negative.  Osmotic  fragility  of 
the  red  cells  was  normal.  Serum  protein  electropho- 
resis showed  no  abnormality.  Serum  iron  was 


Figure  1.  Hematological  data  in  patient  J.M.B. 


93  Mg/  100ml.  Direct  and  indirect  Coombs  tests  were 
repeatedly  negative.  The  patient  received  26  units 
of  whole  blood  by  transfusion  with  only  transient 
relief  of  his  anemia.  Terminally,  enlargement  of 
the  liver  and  spleen  occurred.  He  failed  to  respond 
to  therapy  with  vincristine,  prednisone,  and  anti- 
biotics. He  expired  6 months  after  the  onset  of  his 
disease. 

Post-mortem  examination  showed  changes  consis- 
tent with  erythroleukemia. 

RESULTS -CASE  1 

.4.  Radioiron  Studies.  Results  are  recorded  in 
Figure  2.  50  per  cent  of  the  Fe59  injected  left 
the  plasma  in  1.15  hours.  The  plasma-iron  turn- 
over was  increased  to  0.85  mg./lOO  ml.  of  blood/24 
hours.  Red  blood  cell  Fe  turnover  was  low  (0.20 
mg./lOO  ml.  of  blood/24  hours)  (Table  1)  which 
corresponds  to  a maximum  uptake  of  Fe59  in  the 
circulating  erythrocytes  of  23.9  per  cent.  From  this 
determination,  calculation  showed  that  only  8.7  ml. 
of  red  cells  were  produced  per  day  (Table  1 ). 

Radioiron  in  the  marrow  (sacral  site)  reached 
maximum  accumulation  within  the  first  day.  Sub- 
sequently, there  was  a gradual  decrease  in  radioac- 
tivity in  the  marrow  and  a simultaneous,  progres- 
sive increase  in  the  radioactivity  over  the  liver  and 
spleen  during  the  ten  days  of  measurement  (Fig- 
ure 3). 

B.  0'51  Studies.  Cr51  disappeared  somewhat 
rapidly  from  the  circulation  with  an  apparent  half- 
life  survival  of  the  erythrocytes  of  17.7  days  (Table 
(Continued  on  next  page) 
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1).  A gradual  but  progressive  increase  in  radio- 
activity was  noted  in  the  liver  and  spleen  (Figure 
3).  However.  Cr51  activity  was  more  marked  in 
the  spleen. 

Case  2.  O.McG.,  a 63-year-old  woman,  was  ad- 
mitted to  the  hospital  because  of  weakness  of  four 
months'  duration  and  moderate  shortness  of  breath. 

Physical  examination  revealed  pallor.  There  was 
no  evidence  of  organ  enlargement.  Hemoglobin 
ranged  between  7 and  12  gm.  per  cent.  Reticulo- 
cytes varied  between  3-7  per  cent.  Nucleated  red 
blood  cells  were  numerous  in  the  peripheral  blood, 
white  blood  cells  varied  between  5,000  and  18,000/ 
cu.mm.  ^lyeloblasts  were  usually  present  in  the  pe- 
ripheral blood.  Thromboc\'topenia  was  present 
throughout  most  of  the  clinical  course  (Figure  4). 
Osmotic  fragility  of  the  red  cells  was  normal.  Direct 
and  indirect  Coombs  tests  were  negative.  Bone  mar- 
row examination  showed  a striking  erythroid  hyper- 
plasia with  megaloblastic  and  dysplastic  changes. 
The  E/M  ratio  was  932/1000.  There  was  also 
moderate  myeloblastic  proliferation.  The  patient  re- 
ceived 5 units  of  whole  blood  by  transfusion  and 
was  placed  on  45  mg.  of  methotrexate  intrave- 
nous'y  twice  weekly.  After  administration  of  90  mg. 
of  methotre.xate.  an  erythrokinetic  and  ferrokinetic 
study  was  started. 

RESULTS  - CASE  2 

.1.  FeS9  Studies.  Results  are  recorded  in  Figure 
5.  50  per  cent  of  the  radioactivity  injected  cleared 
the  plasma  in  1.52  hours.  Plasma-iron  turnover 
showed  a value  of  1.20  mg. /1 00  ml.  of  blood  24 
hours  (Table  1).  Red  blood  cell  Fe  turnover  was 
low  (0.10  mg./lOO  ml.  of  blood/24  hours).  There 
was  a maximum  Fe59  incorporation  in  red  cells  of 
8.6  per  cent.  Calculations  showed  that  only  3.2  ml. 


RHODE  ISLAND  MEDICAL  JOURNAL 


J.M  B 


Figure  2.  In  vitro  isotopic  data  in  patient  J.M.B. 

of  red  blood  cells  were  produced  per  day  (Table  I). 
Fe59  accumulation  in  the  bone  marrow  reached  a 
maximum  between  the  second  and  third  days  (Fig- 
ure 6).  There  was  a very  slight  decrease  in  marrow 
radioactivity  throughout  the  period  of  study.  A 
sharp  increase  in  Fe59  accumulation  was  noted  in 
the  liver.  The  radioactivity  reached  a plateau  be- 
tween the  third  and  fourth  days,  and  it  was  main- 


Table  1.  Ferrokinetic  and  Erythrokinetic  Data  in  Patients  With  Erythroleukemia 


P.\TIEXT 

Plasma 

3'olume 

ml./Kg. 

RBC 

\’olume 

ml./Kg. 

.Serum 

Fe 

Mg/ 

100ml. 

Plasma  Fe 
Clearance 
Rate/liours 

Plasma  Fe 
Turnover 
mg./l(K)ml./ 
day 

RBC  Fe 
Turnover 
mg./lOOml. 
/day 

RBC 
Produced 
ml. /day 

.■\pparent  Half- 
survival time 
of  Cr51-tagged 
erythrocytes 

Loss  of  Blood 
in  iStool 
(Benzidine) 
/day 

J.M.B. 

48.3 

21.4 

93 

1.15 

0.85 

0.20 

8.7 

17.7 

0 

O.McG. 

42.5 

29 

145 

1.52 

1.20 

0.10 

3.2 

6.2 

0 

F.P. 

40.0 

94 

0.55 

0.98 

0.15 

0 

NORMAL 

\'.\LL'KS 

Males 

38.7 

Males 

29.9 

60- 

120 

0.50-2 

0.6-0.71 

0.45-0.48 

17-28 

25-32 

0 

Females  Females 
37  24.2 


THE  ANEMIA  OF  ERYTHROLEUKEMIA  • — DI  GUGLIELMO’s  SYNDROME 


117 


J MB 


tained  at  a high  level  with  minor  fluctuations 
throughout  the  period  of  study.  Splenic  radioactiv- 
ity remained  at  a stable  level.  On  the  eighth  day  a 
moderate  increase  in  Fe59  was  measured  in  the 
spleen. 

B.  Cr5l  Studies.  Cr5l  disappearance  from  the 
blood  was  very  rapid.  The  apparent  half-life  sur- 
vival of  the  erythrocytes  was  only  6.2  days  (Table 
1).  A marked  Increase  in  radioactivity  over  the 
liver  was  noted  at  the  onset  of  the  study  and  re- 
mained fairly  constant  for  the  ne.xt  seven  days.  On 
the  eighth  day  a slight  increase  in  radioactivity  was 
noted  over  the  liver  and  spleen  (Figure  6). 

Case  3.  F.P.,  a 56-year-old  negro  male,  was 

admitted  to  the  hospital  in  July  of  1959.  His  main 
complaints  we‘re  weakness  and  epistaxis.  Eight  years 
previously  he  had  been  admitted  to  another  hos- 
pital for  pernicious  anemia  and  was  treated  success- 
fully with  vitamin  B12.  On  admission,  physical  ex- 
amination showed  a few  petechiae  in  the  trunk  and 
lower  extremities.  Liver  and  spleen  were  not  pal- 
pable. Hemoglobin  was  8 gm.  per  cent,  hematocrit 
25  per  cent,  red  blood  celss  2.69  million/cu.mm., 
reticulocytes  0.3  per  cent,  white  blood  cells  3700/ 
cu.mm.  The  differential  smear  showed  5 per  cent 
polymorphonuclear  leukocytes,  93  per  cent  lym- 
phocytes and  2 per  cent  plasma  cells.  Three  normo- 
blasts and  two  early  erythroblasts  per  100  white 
blood  cells  were  seen.  Platelets  were  2500  cu.mm, 
.‘^chilling  test  showed  6 per  cent  excretion  of 
Co'’'’Bi2  in  the  urine.  Following  administration  of 
intrinsic  factor,  the  excretion  was  8 per  cent.  Os- 
motic fragility  of  the  red  cells  was  normal,  and 
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Figure  4.  Hematological  data  in  patient  O.McG. 
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direct  and  indirect  Coombs  tests  were  negative.  Se- 
rum iron  was  ?>2  ng./\00  ml.  Bone  marrow  showed 
a severe  megaloblastic  and  normoblastic  hyperpla- 
(Coiitinued  on  next  page) 
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Figure  6.  In  vivo  isotopic  data  in  patient  O.McG. 


sia.  Numerous  polyploid  and  giant  multinucleated 
erythroblasts  were  seen  (Figure  7).  He  received 
ten  units  of  whole  blood  throughout  his  hospitaliza- 
tion with  only  transient  improvement  of  the  anemia. 
Post-mortem  examination  showed  changes  consis- 
tent with  erythroleukemia. 

RESULTS  - CASE  3 

.1.  Radioirou  Studies.  Results  are  recorded  in 
Figure  8.  50  per  cent  of  the  Fe59  injected  left  the 
patient's  plasma  in  0.55  hours.  The  iron  aurnover 
in  the  plasma  was  0.98  mg./lOO  mis.  of  blood/24 
hours,  a moderate  increase  (Table  1).  The  red 
blood  cell  iron  turnover  was  low  (0.15  mg.  100 
ml.  of  blood/24  hours)  (Table  1).  This  amount 
corresponds  to  a net  incorporation  of  14  per  cent 
of  the  injected  radioiron  into  the  red  cells  in  seven 
days.  Estimates  of  red  cell  survival  or  in  vivo  scan- 
ning were  not  performed  in  this  patient. 

The  erythrokinetic  and  ferrokinetic  data  recorded 
in  our  three  cases  suggest  a decreased  survival  of 
the  patient's  red  blood  cells  when  measured  with 
Cr51.  Furthermore,  sequestration  of  the  Cr51  la- 
belled cells  occurred  in  both  the  liver  and  the 
spleen. 


Figure  7.  Bone  marrow  smear  showing  two  giant  mul- 
tinucleated polychromatic  erythroblasts  and 
two  bi-nucleated  polychromatic  erythroblasts 
(Wright-Giemsa  Stain;  X960),  case  3. 
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Data  obtained  with  Fe59  demonstrated  a mode- 
rate increase  in  plasma  iron  turnover.  However, 
Fe59  utilization  by  newly-formed  red  blood  cells 
was  uniformly  low.  In  vivo  uptake  of  Fe59  was 
mainly  in  the  liver  in  case  2,  and  in  both  liver  and 
spleen  in  case  1. 


F.P 


HOURS 


COMMENT 

The  morphology  of  the  marrow  and  peripheral 
blood  in  erythroleukemia  is  of  a startling  nature. 
Massive  numbers  of  erythroid  precursors  with  ob- 
viously disordered  metabolism  are  observed  in  the 
marrow.  Some  of  these  cells  are  seen  in  the  peri- 
pheral blood.  Despite  the  markedly  increased  num- 
bers of  erythroid  cells  present  in  the  marrow,  ane- 
mia is  nearly  always  seen  and  is  often  severe.  Al- 
though anemia  in  the  presence  of  an  active  marrow 
is  usually  due  to  'premature  destruction  of  red  cells, 
it  is  clear  from  our  studies  and  those  of  others  that 
an  additional  mechanism  is  at  work  in  these  cases, 
e.g.,  ineffective  erythropoiesis.  Ineffective  erythro- 
poiesis  is  observed  in  several  types  of  ane- 
21  2:  2.1  jg  most  easily  defined  with  radio- 
active iron.  All  of  these  patients  demonstrated 
increases  of  plasma-iron  turnover,  and  low  incor- 
poration of  radioiron  in  newly-formed  erythrocytes 
(Table  1).  These  data  imply  that  erythropoiesis 
was  active  in  the  marrow  which  demanded  increased 
amounts  of  iron  from  the  body  pool,  but  that  the 


newly-hemoglobinized  red  cells  failed  to  emerge 
from  the  marrow,  because  they  were  destroyed  in 
situ.  This  interpretation  is  based  upon  the  assump- 
tion that  the  plasma-iron  turnover  faithfully  rep- 
resents total  erythropoiesis. This  assump- 
tion may  be  open  to  serious  question  in  certain 
cases.  For  example,  note  that  in  patient  O.McG. 
the  Fe59  which  left  the  plasma  apparently  accumu- 
lated in  the  liver  (Figure  6).  Post-mortem  studies 
did  not  reveal  hepatic  erythropoiesis.  Of  course  the 
labelling  technique  might  have  been  responsible  for 
the  findings  in  this  case  since  the  peripheral  blood 
contained  over  500  XRBC/100  WBC  (nucleated 
red  blood  cells  white  blood  cells)  (Figure  4).  In- 
cubation of  whole  blood  with  Fe59  could  have  in- 
corporated the  radioactive  label  in  these  nucleated 
red  cells  and  tran.sported  it  to  the  liver.  On  the 
other  hand,  a larger  portion  of  the  Fe59  could  not 
have  entered  the  patient's  cells  in  vitro,  because 
the  plasma  volume  measured  with  the  same  Fe59 
aliquot  was  within  reasonable  limits  (Table  1). 
Thus,  the  assessment  of  ineffective  erythropoiesis 
must  be  somewhat  guarded  in  view  of  the  fact  that 
total  erythropoiesis  may  not  always  be  a linear 
function  of  the  plasma  iron  turnover.  We  assume 
that  this  ineffective  mechanism  was  operable  in 
cases  1,  2,  and  3. 

Increased  hemolysis  has  been  demonstrated  in 
patients  with  leukemia. Case  3 (O.iMcG.) 
obviously  had  a severe  hemolytic  process  (Table  1 ), 
which  probably  was  chiefly  responsible  for  her  ane- 
mia. It  is  interesting  to  note  that  despite  her  rapid 
loss  of  peripheral  red  cells,  there  was  a relative 
reticulocytopenia  which  was  probably  due  to  in- 
effective erythropoiesis.  As  is  frequently  observed 
in  leukemia,^'  there  was  no  marked  splenic  seques- 
tration of  Cr51 -labelled  cells.  Most  of  the  prema- 
turely sequestered  cells  occurred  diffusely  through- 
out the  reticuloendothelial  system  and  is  shown  by 
the  high  hepatic  count  rates. 

Finally,  another  aspect  of  the  anemia  observed 
in  these  patients  should  be  considered.  The  mor- 
phology of  the  erythroid  precursor  cells  in  these 
marrows  is  distinctly  megaloblastic.  This  implies 
that  some  prolongation  of  the  erythroid  maturation 
time  occurred.'”  A depression  of  erythroid  cell  pro- 
duction by  this  mechanism,  and  in  the  case  of 
O.iMcG.  also  by  methotrexate™  together  with  pre- 
mature death  of  erythroid  cells  in  the  marrow  and 
peripheral  blood,  would  certainly  account  for  the 
degree  of  anemia  observed  in  these  patients. 

SUMMARY 

Three  patients  with  anemia  of  erythroleukemia 
( DiGuglielmo’s  Syndrome)  studied  with  Fe59  and 
Cr51,  showed  evidence  of:  1.  Ineffective  erythro- 
poiesis as  demonstrated  by  the  increases  in  plasma- 
(Continued  on  next  page) 
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iron  turnover  and  the  marked  decrease  in  red  cell 
iron  utilization;  2.  Sequestration  of  iron  occurring 
mainly  in  the  liver;  and  3.  Shortening  of  the  red 
cel  life  span. 

CONCLUSIONS 

Decreased  red  cell  production,  ineffective  ery- 
thropoiesis,  and  increased  red  cell  breakdown  in  the 
circulation  are  the  main  mechanisms  responsible 
for  the  anemia  in  these  patients. 
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DID  YOU  KNOW? 

• That  of  the  estimated  four  million  persons 
the  United  States  with  diabetes,  only  half  of 
them  know  they  have  the  disease? 

• That  diabetes  is  one  of  the  few  diseases  that 
increases  in  incidence  each  year  largely  be- 
cause it  is  an  inherited  disorder? 

• That  in  a span  of  15  years,  diabetes  in- 
creased in  the  United  States  100  per  cent? 

• That  in  spite  of  the  seriousness  of  this  dis- 
ease, thousands  lead  normal  or  near  normal 
lives,  often  caring  for  thtmselves  with  insulin 
shots  or  diet? 

Health  Insurance  Institute 


Editorials 


THE  END  MEASLES  CAMPAIGN 


On  Sunday,  January  23,  the  Rhode  Island  Me- 
dical Society  with  the  logistical  help  of  the  Rhode 
Island  State  Department  of  Health  conducted  a 
successful  End  IMeasles  Campaign.  This,  the  first 
state-wide  measles  immunization  project  in  the  na- 
tion, was  aimed  at  an  estimated  52,000  suscep- 
tible children,  aged  one  to  twelve  years,  who  nei- 
ther had  had  the  disease  nor  been  immunized. 
Despite  a heavy  snowstorm,  which  might  have 
been  expected  to  discourage  attentance,  an  im- 
pressive 31,291  children  were  given  the  vaccine. 
While  this  fell  short  of  the  hoped-for  goal,  it  was 
nevertheless  a worthwhile  accomplishment.  Only 
one  of  37  clinics  was  cancelled  because  of  the 
weather,  that  at  Little  Compton.  The  followup  clinic 
a week  later  provided  immunization  for  an  addi- 
tional 3,167,  making  a grand  total  of  34,458,  or 
66.9%  of  the  estimated  susceptible  population. 

We  are  proud  of  this  accomplishment  of  the 
medical  profession  of  Rhode  Island.  It  is  perhaps 
too  early  to  determine  whether  this  has  once  and 
for  all  ended  the  scourge  of  measles  in  this  state 


— as  an  earlier  campaign  of  the  Society  had  put 
an  end  to  polio  — but  certainly  a giant  step  has 
been  taken  in  this  direction. 

We  wish  to  express  our  appreciation  to  the  scores 
of  doctors  who  gave  freely  and  generously  of  their 
time  under  the  leadership  of  the  Chairman  of  our 
Child-School  Health  Committee,  Doctor  Rudolph 
Jaworski.  We  also  wish  to  commend  Doctor 
James  E.  Bowes  of  the  State  Department  of  Health 
for  his  organizational  skill,  Mrs.  Ira  H.  .\njoorian, 
President  of  the  Women's  Auxiliary  of  the  Rhode 
Island  Medical  Society  for  mobilizing  her  estima- 
ble cohorts,  and  also  the  Rhode  Island  State  Nurses 
Association,  the  Boy  Scouts,  Future  Nurses,  Jay- 
cees,  the  Clergy,  the  Press,  Radio,  and  Television, 
women’s  organizations,  and  many  other  organiza- 
tions and  individuals  who  contributed  time  and 
services,  provided  indispensible  publicity,  and 
helped  distribute  registration  forms. 

We  trust  that  the  objectives  of  this  campaign 
will  have  been  realized,  and  hope  that  it  will  set 
an  e.xample  to  be  followed  elsewhere. 


THE  FLEDGLING  SCIENTIST 


Our  reading  room  used  to  be  a quiet  place,  in- 
habited by  Fellows  of  the  Society,  the  staff,  and  a 
few  privileged  members  of  other  professions.  Oc- 
cassionally,  a* graduate  student  would  request  per- 
mission to  use  the  Library,  but  his  younger  brother 
and  sister  didn’t  know  we  existed.  Today  the 
youngster  is  introduced  to  science  in  kindergarten, 
at  seven  he’s  writing  term  papers  on  such  subjects 
as  the  history  of  bubonic  plague,  and,  before  he 
reaches  his  teens,  his  science  fair  project  has 
brought  him  to  our  doors.  He  is  alert,  intelligent, 
and  very,  very  serious.  His  projects  are  varied  — 
mental  retardation,  smoking  and  cancer,  the  set- 
ting up  of  an  exchange  transfusion,  drug  addiction, 
melanoma,  cardiac  surgery,  air  and  water  pollution, 
and  any  “hot”  medical  discovery  under  discussion 
in  the  news,  to  mention  just  a few.  He  outnumbers 
our  physician-patrons,  especially  during  vacation 
periods.  We  entertained  92  students  in  the  Christ- 
mas holidays;  39  doctors  visited  the  Library  at 


that  time.  This  isn’t  a large  number,  considering 
the  crush  in  public  libraries,  but  it’s  near  capacity 
when  you  have  20  chairs,  5 tables,  and  a staff  of  2. 

This  popularity  is  explained  by  the  fact  that  we 
are  open  to  the  public  for  reference  and  have  so 
advertised.  Once  the  researcher  has  exhausted  his 
school  and  public  library  resources,  he  has  just 
two  possibilities  in  Providence  for  further  study  — 
The  Rhode  Island  Department  of  Health  Library 
and  ours.  Brown  Luriversity’s  Biological  Sciences 
Library  has  had  to  curtail  service  to  outsiders  in 
order  to  provide  space  for  its  own  students  and 
faculty.  Hospital  libraries  are  closed  to  the  public 
for  many  good  reasons. 

We  have  had  to  make  rules.  We  cannot  allow 
our  books  to  circulate  to  individuals  other  than 
the  members  of  the  Society  (please.  Doctor,  don’t 
borrow  for  your  young  patient;  it  isn’t  fair  to 
your  colleagues!);  school  and  public  libraries  may 
(Continued  on  ne.xt  page) 
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borrow  from  us,  through  interlibrary  loan,  if  the 
material  desired  is  not  needed  for  physicians;  we  ll 
photocopy  a page  or  two,  for  a small  charge,  if 
our  work-load  permits,  and  we  ll  provide  the  re- 
search tools  and  give  lessons  in  their  use,  but  the 
student  must  do  his  own  digging. 

We  have  started  a ‘‘give-away”  corner  for  dis- 
carded and  duplicate  material,  and  tear-sheets. 
mimeographed  list  of  the  addresses  of  pamphlet 
and  information  sources  is  sent  in  answer  to  each 
written  request  or  given  to  the  reader  to  supple- 
ment his  work  here. 

So  far,  we  have  been  able  to  cope  with  the  sci- 
ence explosion,  especially  since  other  libraries  are 


aware  of  our  problems  and  are  helping.  The  li- 
brarian of  a local  hospital  library  has  been  lectur- 
ing her  students  and  those  of  a nearby  high  school 
on  the  use  of  the  Index  iNIedicus  and  on  the  rules 
and  regulations  of  our  Library.  The  staff  of  the 
Providence  Public  Library  tries  to  screen  readers, 
sending  only  those  mature  enough  to  use  advanced 
scientific  literature.  With  such  cooperation,  we  hope 
to  continue  coping.  It  would  be  a shame  to  dis- 
courage the  young  man  or  woman  who  has  set 
his  sights  on  medicine.  We  like  to  consider  our 
Library  as  an  important  community  asset.  We  hope 
that  we  can  continue  to  make  this  contribution  to 
the  education  of  our  young  people. 


RECOVERY  OF  WOUNDED  IN  VIETNAM 


Recent  reports  indicate  that  98.4  per  cent  of 
the  wounded  in  Vietnam  have  recovered.  This  com- 
pares to  97.5  per  cent  in  the  Korean  War  and 
95.5  per  cent  in  World  War  IT  The  variables  in- 
volved in  these  several  experiences  are  not  neces- 
sarily equivalent.  It  is  quite  possible,  for  example, 
that  the  combat  casualties  in  the  first  two  conflicts 
were  exposed  to  more  high  explosives  as  compared 
to  more  small  arms  fire,  mines,  and  booby  traps 
in  the  \'ietnam  incident.  iVIost  certainly  helicopter 
evacuation  has  been  used  increasingly  in  combat 
operations  and  has  been  an  important  factor  in  the 
progressive  improvement. 

Vet  we  should  not  discount  the  excellent  medical 
care  available  to  the  wounded.  Some  lessons  have 


undoubtedly  had  to  be  relearned  from  the  earlier 
conflicts,  but  the  superb  training  of  the  young  phy- 
sicians and  the  application  of  sound  principles  have 
certainly  paid  off. 

Early  evacuation  to  surgical  facilities  minutes 
away  by  helicopter,  ready  availability  of  blood  and 
safe  plasma  free  from  hepatitis  virus,  and  a bat- 
tery of  antibiotics  with  wide  application  have  all 
contributed  to  the  fav'orable  results.  The  Defense 
Department  was  able  to  report  in  December  that, 
of  2,025  wounded  and  injured,  only  13  died.  For 
a conflict  fought  in  an  environment  hostile  to 
health  and  against  an  enemy  of  savage  and  cun- 
ning instincts,  these  results  are  highly  creditable. 


BROWN  S THIRTEENTH  PRESIDENT 


We  wish  to  congratulate  Doctor  Ray  Lorenzo 
Heffner  upon  his  election  to  the  thirteenth  presi- 
dency of  Brown  L’niversity.  A specialist  in  Eliza- 
bethan drama  and  poetry,  he  received  all  of  his 
undergraduate  and  graduate  education  at  Yale 
University.  He  comes  to  Brown  from  Indiana 
University  where  he  has  been  \'ice  President  and 
Dean  of  Faculties. 

This  is  a critical  period  in  the  history  of  Brown 
University.  Barely  embarked  on  its  third  century 
of  existence,  it  is  experimenting  gingerly  in  medi- 
cal education.  It  is  more  particularly  this  phase 
of  Brown's  future  which  holds  the  attention  of 
the  |)hysicians  of  Rhode  Island.  A navy  veteran 
and  well-recommended.  Heffner  is  the  son  of  an 
Engli.sh  professor  who  taught  at  the  Johns  Hop- 
kins University  and  at  the  University  of  Wash- 
ington. Doctor  Heffner  himself  has  taught  also 
at  the  University  of  Kentucky  and  at  the  State 
University  of  Iowa. 

From  our  perhaps  parochial  point  of  view  all 
of  the  great  universities  which  have  touched  Doc- 
tor Heffner  in  one  way  or  another  have  one  thing 


in  common  — they  all  have  e.xcellent  medical 
schools.  Most  certainly  the  universities  in  Iowa 
and  Indiana,  in  both  of  which  he  functioned  in 
high  administrative  positions,  have  superior  me- 
dical colleges. 

We  can  think  of  a situation  some  140  years 
ago  when  the  arrival  of  a new  president  at  Brown 
sounded  the  death  knell  of  a struggling,  but  prom- 
ising medical  school.  We  feel  confident  that  the 
future  of  Brown's  new  medical  e.xperiment  at  a 
similar  juncture  is  more  hopeful.  The  program, 
however,  needs  encouragement  from  a leader  with 
a breadth  of  understanding  of  graduate  educa- 
tion and  more  particularly  with  a sympathetic 
insight  into  the  more  special  needs  of  medical 
education. 

We  trust  that  Doctor  Heffner  will  accomplish 
two  goals:  1.  Guidance  of  the  medical  program 
at  Brown  into  more  conventional  channels,  and 
2.  The  establishment  of  a full  four  year  program 
(or  eight  year  in  the  present  context)  leading 
to  the  W.D.  degree. 
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We  anticipate  with  interest  Doctor  Heffner’s 
arrival,  and  we  wish  him  v/ell.  At  the  same  time 
we  extend  to  President  Barnaby  C.  Keenev  upon 
his  retirement  after  an  eventful  and  highly  pro- 


ductive administration  our  sincere  au  revoir  and 
look  for  him  to  have  a happy  and  stimulating 
experience  in  his  new  endeavors. 


SHOCKING  ADMISSIONS 


The  report  that  the  United  States  Department 
of  Agriculture  is  actually  “subsidizing  attempts  to 
increase  cigarette  consumption  abroad,’’  as  pub- 
lished on  the  Providtnce  Sunday  Journal  of  Janu- 
ary 9,  1966,  is  not  only  a shock  to  Senator  Warren 
G.  Magnuson,  who  was  a leading  sponsor  of  the 
law  which  requires  cigarette  packs  to  carry  a 
health  hazard  warning,  but  should  be  equally  shock- 
ing to  all  physicians.  Dr.  iMagnuson  asks  of  the 
Secretary  of  Agriculture,  “How  can  a civilized 
country  promote  increased  cigarette  smoking  in 
foreign  countries  when  its  own  Congress  has  de- 
creed that  domestic  consumers  must  be  warned  of 
the  potential  hazard  of  cigarette  consumption.” 
How  indeed!  Certainly  “congressional  authorization 
to  expand  overseas  markets  for  United  States  farm 
commodities”  could  not  reasonably  be  interpreted 
as  permission  to  spread  abroad  material  the  use 
of  which  at  home  has  been  officially  declared 
damaging. 

On  the  same  page  the  retiring  Assistant  Surgeon 
General  of  the  United  States  Public  Health  Service 
states  that  she  continues  cigarette  smoking  because 
"It's  too  late  to  stop.”  Such  a public  admission  by 


a health  official  is  not  too  far  removed  from,  for 
e.xample,  a clergyman  admitting  that  he  occasionally 
does  a bit  of  shop-lifting  or  a lecturer  on  the  evils 
of  alcohol  that  now  and  then  he  takes  cocktails 
enough  to  make  his  driving  difficult.  It  was  not 
"too  late”  for  a previous  Surgeon  General  to  over- 
come the  very  difficulties  of  abandoning  the  ciga- 
rette habit  when  he  was  officially  declaring  the 
habit  to  be  a primary  cause  of  serious  disease.  One 
wonders  how  many  thousand  smokers  will  use  the 
statement  of  the  presently  retiring  health  official 
as  an  excuse  for  continuing  their  smoking  — with 
a result  that  their  progressive  respiratory  crippling 
will  increase  or  their  potential  carcinoma  will  de- 
velop. 

These  two  news  items  lead  us  to  the  following 
conclusions  — ( 1 ) that  officials  of  the  United 
States  Public  Health  Service  active  or  retiring 
should  practice  what  their  agency  preaches  and 
(2)  that  all  agencies  of  the  P'nited  States  Govern- 
ment should  in  matters  pertaining  to  public  health 
follow  the  lead  of  their  own  health  authorities  and 
not  be  guilty  of  pampering  the  tobacco  industry 
to  obtain  increased  revenue  and  political  advantage. 


NORMOKALEMIC  PRIMARY  ALDOSTERONISM 


The  citadel  of  “essential”  hypertension  is  grad- 
ually yielding  to  the  assaults  of  clinical  investi- 
gators. Jerome  W.  Conn,  the  father  of  hyperal- 
dosteronism, has  recently  (JAMA,  195:21,  Jan. 
3,  1966)  delineated  a primary  form  of  this  dis- 
ease which  has  masqueraded  as  essential  hyper- 
tension. Conn  had  become  suspicious  that,  while 
hypokalemia  was  more  likely  a manifestation  of 
severe  and  prolonged  primary  aldosteronism,  most 
patients  with  the  disorder  actually  maintained  nor- 
mal levels  of  serum  potassium.  Such  patients  would 
thus  be  clinically  indistinguishable  from  those  with 
“essential’’  hypertension. 

Several  observers  have  noted  the  presence  of 
adrenal  adenomas  in  hypertensive  patients  at  au- 
topsy — such  adenomas  generally  being  regarded 
as  non-functioning.  These  tumors  were  found  in 
20  per  cent  of  autopsies  in  such  patients.  Con- 
versely, 73  per  cent  of  patients  showing  such  tu- 
mors at  post-mortem  were  found  to  have  been 
hypertensive  during  life. 

Since  early  1965  Conn  has  discovered  five  cases 
of  aldosterone-secreting  tumor  in  patients  having 
normal  serum  electrolytes.  The  diagnosis  was 
made  by  the  assay  of  plasma  renin  activity  and 


aldosterone  secretion  and  excretion  rates.  Remov- 
al of  the  adrenal  cortical  tumors  in  each  of  these 
cases  resulted  in  lowering  of  the  blood  pressure 
to  normal  levels  and  reversal  of  the  abnormal 
laboratory  findings.  Kidney  biopsies  uniformly 
gave  normal  results. 

Plasma  renin  and  aldosterone  determinations 
are  presently  difficult  and  cumbersome.  It  is  to 
be  hoped  that  easier  screening  methods  will  be 
developed,  if  full  advantage  is  to  be  taken  of  this 
significant  observation.  In  the  meantime  all  cli- 
nicians should  be  cognizant  of  two  conclusions 
which  Conn  believes  to  be  firmly  established: 

1.  Primary  aldosteronism  exists  in  a form  in- 
distinguishable clinically  from  “essential”  hyper- 
tension in  that  serum  electrolyte  levels  are  normal. 

2.  The  diagnostic  criteria  established  for  hypo- 
kalemic primary  aldosteronism  — abnormal  plas- 
ma renin  activity  and  aldosterone  secretion  and 
excretion  rates  — can  be  applied  to  distingui.sh- 
ing  normokalemic  primary  aldosteronism  from  es- 
sential hypertension. 

To  these  conclusions  we  would  add  a third: 
Since  these  cases  are  curable  by  surgery,  their 
detection  is  important. 
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Which  Is  Pyloroplasty  with  Vagotomy? 
Which  Is  Pro-Banthine? 


Photographs— Harry  Barowsky,  M.D..  Lawrence  Greene.  M.D.,  and  Robert 
Bennett,  M.D.,  from  a Scientific  Exhibit  presented  at  the  Annual  Meeting 
of  the  American  College  of  Gastroenterology,  Bar  Harbour,  Florida,  Oct. 
24-27,  1965. 
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Another  example  of 

Pro  -Banthine 

(propantheline  bromide) 

a true  anticholinergic  in  action 


atropine  resulted  in  expectedly 
adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage, 
produces  effects  similar  to  pyloro- 
plasty and  vagotomy  without  the 
disadvantages  of  permanent  post- 
vagotomy sequelae. 

The  intragastric  photograph  A 
is  of  a patient  who  has  had  pyloro- 
plasty with  vagotomy.  Photograph 
B is  of  a patient  given  6 mg.  of  Pro- 
Banthine. 

Indications:  Peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pyloro- 
spasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated 
dosage  is  usually  the  most  effective. 
For  most  adult  patients  this  will  be  four 
to  six  15-mg.  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may 
be  required.  Pro-Banthine  (brand  of 
propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use, 
as  serum-type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications: 

Urinary  hesitancy,  xerostomia,  mydri- 
asis and,  theoretically,  a curare-like 
action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma, 
severe  cardiac  disease  and  prostatic 
hypertrophy. 


SEARLE 


Research  in  the  Service  of  Medicine 


Normal  relaxed  pyloric  antrum;  con- 
tracted pylorus  (pyloric  fleurette) 


The  true  anticholinergic  values  of 
Pro-Banthine  have  never  been  so 
graphically  realized  as  they  are 
with  the  recent  development  of 
fibergastroscopy  and  the  intragas- 
tric camera. 

Pro-Banthine  consistently  pro- 
duces complete  relaxation  and  im- 
mobility of  the  stomach  with  a dose 
of  only  6 to  8 mg.  intravenously. 
This  is  less  than  half  the  usual  dose 
orally. 

Atropine,  on  the  other  hand, 
required  0.8  mg.  intravenously,  or 
twice  the  normal  dose,  to  achieve 
a similar  effect.  This  high  dose  of 
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FIRST  ANNUAL  SYMPOSIUM  DAY 
NEW  ENGLAND  DIABETES  ASSOCIATION 

to  be  held  at 

MHOWX  rXIVEHSITV 

Providence,  Rhode  Island 

Saturday,  .March  19,  IthW;  (2-.)  P.M.) 


HECEXT  ADVAX  ES  IX  DIAHETES  MELEIH  S 


Dr.  Robert  H.  Williams: 


Dr.  Stefan  S.  Fajans; 


Dr.  Ira  G.  Wool; 


Dr.  William  H.  Daughaday: 


Professor  of  iMedicine,  University  of  Washington  Medical 
School,  Seattle,  Washington 

“Hormonal  Factors  Modifyintr  Insulin  Activity" 

Professor  of  Medicine,  University  of  Michigan  Medical 
Center,  Ann  Arbor,  Michigan 

“Hypoalyccinia  and  Insulin  Release;  Xutritional  and 
Pharinacolottical  Moditications" 

Professor  of  Physiology,  University  of  Chicago,  School 
of  iMedicine,  Chicago,  Illinois 

“Insulin  and  the  Hetrulation  of  Protein  Biosynthesis" 

Professor  of  ^Medicine,  Washington  University  School  of 
Medicine,  St.  Louis,  Missouri 

“Diabetes  and  Pregnancy" 


SUPPORTED  BY 

R.  I.  iMedical  Society,  R.  I.  Department  of  Public  Health,  R.  I.  Academy 
of  General  Practice,  Charles  Pfizer  and  Company,  Inc.,  ^Merck  and 
Company,  Inc.,  The  Upjohn  Company,  Ames  Company,  Inc. 

Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

BUREAU 

of  the 

Providence  Medical  Association 
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Announcing 

EUTRON 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


. No  an 


As 


It,  PARGYLIK 

- hydro 

- CHLORIDE 

Cjubon  ledeial 
>U  S.A 

* "rth 

out  prrsrti(Fiion 


'"wmi 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 

TM— TRADCMARK 


I 


128 


RHODE  ISLAND  MEDICAL  JOURNAL 


New  EUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.’-'*  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag.  S.,  Schvartz.  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quart,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant.  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 
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Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 


Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being,  hhbbi 
This  is  in  distinct  contrast  to  most  I 

Other  antihypertensive  therapy. 


Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 
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Prescribing 
information  for 

EUTROIM 

INDICATIONS;  Eutron  (pargjiine  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


W.ARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgeiy\ 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary' disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 
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been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  WTien  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  Quarterly  Meeting  of  The  Washington 
County  Medical  Society  was  called  to  order  in  the 
Haversham  Inn  by  Dr.  John  J.  Walsh,  Jr.,  the 
\dce-President,  in  the  absence  of  the  President, 
Dr.  Dominic  Chimento.  As  the  Secretary,  Dr.  Er- 
win Siegmund,  was  absent,  Dr.  Walsh  also  acted 
as  Secretary. 

Meeting  opened  at  11;45  a.m.  on  13  October, 
1965. 

.\n  application  to  the  Society  from  Dr.  Robert 
L.  Conrad  of  Narragansett,  R.I.  was  read  for  the 
second  time  and  since  it  had  been  already  con- 
sidered acceptable  by  the  Credentials  Committee 
a motion  was  made  and  seconded  to  accept  Dr. 
Conrad  into  the  Society.  The  motion  passed  unani- 
mously. 

The  Report  from  the  House  of  Delegates  of  the 
R.I.  Medical  Society  was  presented  by  Dr.  F.  Bru- 
no Agnelli  who  mentioned  the  highlights  contained 
therein.  It  was  mentioned  that  dues  to  the  R.I. 
Medical  Society  had  been  raised  to  Eighty  ($80.00) 
Dollars.  It  was  voted  to  accept  the  report. 

Report  from  the  Council  of  the  R.I.  iSIedical 
Society  was  presented  by  Dr.  Richard  Kraemer. 
It  was  voted  to  accept  the  report. 

An  executive  Order  issued  by  Dr.  Domenic  Chi- 
mento, the  President,  to  defray  half  the  expenses 
for  sending  Dr.  John  J.  Walsh,  Jr.  to  the  A.M. A. 
Meeting  in  Chicago,  Illinois  on  1 and  2 October, 
1965  was  read  and  discussed.  It  was  voted  to  abide 
by  the  Executive  order  and  so  defray  half  the  ex- 
penses. 

\ motion  was  made  by  Dr.  F.  Bruno  xAgnelli 
that  the  Treasurer  submit  his  report  at  the  An- 
nual Meeting  in  January,  1966  but  that  copies  of 
same  be  sent  to  all  members  of  the  Society  includ- 
ing a complete  breakdown  of  all  assets  by  name, 
principal,  and  interest.  The  motion  carried. 

The  Business  Meeting  adjourned  at  12:25  p.m. 

Dr.  John  J,  Walsh,  Jr.  then  presented  a detailed 
report  of  the  A.M. A.  Meeting  held  in  Chicago, 
Illinois  on  1 and  2 October,  1965.  A question  and 
answer  period  followed  the  presentation. 

Members  present: 

Doctors:  Agnelli,  Celestino,  Cerrito,  Conrad, 
Farrell,  Gibson,  Grainger,  Kraemer,  LaPere,  Lom- 
bardo, Manganaro,  McDermott,  Menzies,  Morrone, 
Nathans,  O’Brien,  O’Neill,  Pinto,  Robinson,  Sing- 
er, Tang,  Tighe,  Tully,  and  Walsh. 


WOONSOCKET  DISTRICT  MEDICAL  SOCIETY 

The  annual  meeting  of  the  Woonsocket  District 
^ledical  Society  was  held  Friday,  December  17, 
1965,  at  8:30  P.M.,  in  the  Woonsocket  Hospital 
Auditorium.  The  meeting  was  called  to  order  by 
Doctor  Harry  Levine,  President.  There  were  ap- 
proximately 40  members  of  the  Society  present. 

A Nominating  Committee  was  appointed  by  Pres- 
ident Harry  Levine  and  after  careful  deliberation 
presented  the  following  slate  of  officers  for  1966: 

President  — Alton  P.  Thomas,  M.D. 

Vice-President  — Paul  E.  Boucher,  M.D. 

Secretary  — J.  Gerald  Lamoureux,  M.D. 

Treasurer  — Raymond  Lancaster,  M.D. 

Delegates  to  the  Rhode  Island  Medical  Society 
are  Leonard  Staudinger,  ^I.D.,  Roger  Fontaine, 
iM.D.  and  Roger  Berard,  M.D.  Harry  Levine,  iM.D. 
will  remain  representative  to  the  State  Society 
Council.  (Delegates  and  Councillor  — 2 year  term 
to  expire  December,  1967) 

Unfinished  Business: 

In  regard  to  publicity  given  to  accident  room 
patients  by  the  newspaper  in  the  Woonsocket  area, 
there  are  to  be  new  forms  put  in  to  use  shortly 
at  the  Woonsocket  Hospital  Emergency  Room. 
The  information  given  to  the  newspaper  reporter 
on  his  daily  visits  will  only  consist  of  the  name, 
address,  age  and  so-forth  of  the  patients  and  will 
not  contain  the  diagnosis  or  treatment.  This  was 
relayed  as  a message  from  the  Woonsocket  Medi- 
cal Board. 

Treasurer's  Report 

Doctor  Lancaster  reported  that  all  dues  out- 
standing had  been  paid  to  date  and  that  he  has 
at  present  $604.00  in  the  treasury.  New  bills  for 
dues  will  be  sent  out  shortly  after  the  first  of  the 
year  and  are  of  course  at  the  present  time  $10.00 
per  year. 

An  attempt  was  made  to  assert  by  a show  of 
hands  what  the  present  fee  schedule  system  is  in 
the  Woonsocket  area.  It  proved  to  be  too  involved 
for  this  type  of  analysis  and  the  matter  will  be 
mimeographed  and  sent  to  the  individual  doctors 
for  their  completion  at  a later  date.  The  results 
of  the  findings  will  be  reported  at  a later  meeting. 

Report  from  the  Council: 

Doctor  Harry  Levine  reported  that  the  Federal 
Medicare  Fee  System  is  now  being  discussed  at 
great  length  at  the  Rhode  Island  Medical  Society 
(Continued  on  next  page) 
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and  even  the  legality  of  some  portion  of  the  law 
is  being  questioned.  There  will  be  further  reports 
on  this  matter  at  a later  date. 

Report  from  the  Delegates: 

Doctors  Roger  Fontaine,  one  of  the  delegates, 
reported  from  his  recent  attendance  at  meetings 
at  the  Rhode  Island  State  Society  House  of  Dele- 
gates. 

Fees  for  non-surgeons  are  felt  to  be  inadequate 
and  it  was  the  feeling  of  Doctor  Roger  Fontaine 
that  most  ^ledical  men  would  prefer  to  be  cov- 
ered on  a contractual  basis  with  a greater  allow- 
ance made  for  the  first  three  da\’s  such  as  SI 5.00 
for  the  first  day;  SI 0.00  for  the  second  day;  S5.00 
for  the  third  day  and  S4.00  per  day  thereafter  on 
Plan  .A  patients  and  this  will  be  a service  for  con- 
tract plan.  Doctor  Fontaine  is  to  firm  up  his  idea 
and  present  it  to  the  Secretary  and  it  will  be  sub- 
mitted to  the  membership  by  letter  for  their  ap- 
proval or  disapproval.  To  assist  Doctor  Fontaine 
in  this  procedure  Doctor  Medoff  and  Doctor  Lan- 
caster were  appointed. 

Doctor  Lalor  and  Doctor  Charon  were  appointed 
as  a committee  to  draw  up  the  complaints  that  the 
surgeons  have  on  the  present  physician  service 
surgical  coverage.  For  example,  it  was  felt  that  the 
minimum  surgical  fee  paid  by  physician  service 
insurance,  even  for  a plan  A patient,  should  be  at 
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least  S5.00.  Doctor  Lalor  and  his  committee  are 
to  get  together  and  establish  a definite  program 
for  changes  desired  in  the  surgeons  portion  of  the 
Physician  Service  Plan  and  these  definite  proposals 
will  be  submitted  to  the  membership  by  letter  for 
their  approval  or  disapproval.  After  the  results  are 
tabulated  a representative  of  the  Ph\-sician  Service 
Plan  will  be  invited  here  to  hear  what  the  Woon- 
socket District  Medical  Society  would  like  to  have 
changed  in  the  plan. 

Doctor  Henri  Gauthier  read  an  interesting  paper 
on  the  history  and  future  of  medical  practice.  There 
will  be  further  reports  at  regular  intervals  by 
his  committee  stating  their  ideas  on  the  reorgani- 
zation of  medicine  on  a local,  state  and  national 
level.  Doctor  Gauthier  is  Chairman  of  the  com- 
mittee on  Publicity  and  Interhospital  Relations. 

Doctor  Rocco  and  Doctor  Brochu  spoke  of  an 
attempt  being  made  by  the  hospital  Administrators 
of  this  country  to  dominate  and  control  the  phy- 
sicians. They  do  this  by  having  the  doctors  become 
hospital  employees  and  billing  the  patients  for  both 
the  doctors  and  hospital  bill  combined. 

A motion  was  made  second,  and  passed  that  no 
physicians'  fee  should  be  merged  with  hospital 
charges. 

The  meeting  adjourned  at  10; 30  P.M.  and  a 
collation  was  served. 

Alton  P.  Thomas,  m.d. 

Secretary  Pro  Tern 

PROVIDENCE  MEDICAL  ASSOCIATION 

The  regular  meeting  of  the  Association  was  held 
at  the  fMedical  Library  on  Monday,  November  1, 
1965.  The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  Ralph  D.  Richardson,  at  8; 30  p.m. 

Minutes  of  October  Meeting 

Doctor  Richardson  stated  that  unless  there  was 
a request  the  minutes  of  the  October  meeting  would 
not  be  read,  but  they  would  be  published  in  the 
Rhode  Island  fMedical  Journal.  There  was  no  re- 
quest for  a reading. 

Announcements  By  The  President 

Doctor  Richardson  notified  the  members  in  at- 
tendance that  they  were  invited  to  participate  in 
the  following  meetings; 

November  3,  John  F.  Kenney  Clinic  at  the  Paw- 
tucket ^Memorial  Hospital. 

November  8,  a lecture  on  ‘‘Hot  Atom  Chemistry” 
by  Richard  Wolfgang,  Professor  of  Chemistry  at 
Vale  Cniversity,  to  be  given  at  the  Auditorium, 
-Albertus  Magnus  Science  Building,  at  Providence 
College. 

November  20,  the  Annual  Scientific  Assembly  at 
the  George  Auditorium  at  Rhode  Island  Hospital 
from  9 a.m.  until  12  noon. 

(Continued  on  Page  134) 
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(Continued  from  Page  132) 

Award  of  Membership  Certificates 

The  President  awarded  membership  certificates 
to  the  physicians  elected  to  active  membership  at 
a meeting  of  the  Association  on  October  4. 

Scientific  Program 

Doctor  Richardson  introduced  Dr.  Sidney  S.  Lee 
who  spoke  on  ‘‘Federal  Medical  Legislation.” 

Doctor  Lee  answered  many  questions  for  the 
audience. 

He  described  the  Medicare  Bill  as  the  most  com- 
plicated piece  of  legislation  ever  to  be  enacted  and 
predicted  the  likelihood  of  future  revisions  as  prac- 
tical experience  with  the  administration  of  this 
program  is  developed  after  July  1st,  1966.  He 
stated  that  some  of  the  implications  of  this  Act 
would  include  the  necessity  for  physicians  educat- 
ing their  patients  on  the  detailed  provisions  of 
the  compulsory  and  voluntary  portions  of  this  leg- 
islation, the  development  of  voluntary  benefit 
health  insurance  packages  to  complement  the  basic 
Medicare  coverage,  a revision  of  hospital  account- 
ing methods  for  the  required  detailed  records,  in- 
cluding resolution  of  the  problems  of  partial  bill- 
ings; the  adequate  staffing  of  effective  hospital 
utilization  committees,  and  the  increased  demand 
for  hospitalization  of  the  over  65  N'ears  old  after 
July  1,  1966. 

Title  19  or  the  omnibus  portion  of  this  Act 
which  applies  to  Maternal  and  Child  Health  and 
is  not  limited  by  age  was  briefly  discussed  since 
the  full  scope  of  the  implications  has  not  been  cal- 
culated. 

The  Medical  Centers  Act  which  was  amended 
considerably  through  the  efforts  of  the  A.M.A. 
is  really  only  an  enabling  act  according  to  Dr. 
Lee,  which  will  make  jxissible  a cooperative  ar- 
rangement in  Regions  (probably  not  more  than 
24  in  the  U.S.)  between  Community  and  large 
Research  Centers  for  more  programs  with  respect 
to  Cancer,  Heart  Disease,  Stroke,  and  allied  dis- 
eases. Dr.  Lee  states  that  it  is  not  at  all  certain 
just  what  will  emerge  as  a result  of  this  legislation. 

.\ccording  to  Dr.  Lee  the  Medicare  Act  ‘will 
cover  19,000,000  persons  and  is  expected  to  cost 
6,000,000,000  dollars. 

The  appropriation  for  the  Medical  Care  Act  is 
considerably  less,  $350,000,000  for  over  a 3-yea’^ 
period,  the  first  year  being  only  a planning  period. 

Adjournment 

The  fleeting  was  adjourned  at  10:15  p.m. 
.Attendance  122 
Collation  was  served 

* * * 


A meeting  of  the  Providence  Medical  Association 
was  held  at  the  Rhode  Island  Medical  Society  Li- 
brary in  Providence  on  Monday,  December  6,  1965. 
The  meeting  was  called  to  order  by  the  President, 
Dr.  Ralph  D.  Richardson,  at  8:30  P.M. 

Minutes  of  November  Meeting 

The  president  stated  that  the  reading  of  the 
minutes  of  the  November  meeting  would  be  omit- 
ted. However,  he  reported  that  the  minutes  would 
be  published  in  the  Rhode  Island  Aledical  Journal. 

Report  of  the  Secretary 

Dr.  Bertram  H.  Buxton,  Jr.,  Secretary,  reported 
that  a published  slate  of  Officers  and  Delegates  had 
been  prepared  by  the  Executive  Committee  in  ac- 
cordance with  the  by-laws.  He  noted  that  the  pro- 
posed slated  had  been  published  as  part  of  the 
notice  for  the  December  6 meeting,  and  that  count- 
ter  nominations  must  be  submitted  in  writing  at 
least  ten  days  prior  to  the  Annual  Aleeting  to  be 
held  on  January  3,  1966. 

He  reported  that  the  E.xecutive  Committee  rec- 
ommended for  election  to  active  membership  the 
following  physicians: 

Steven  Bernat,  AI.D. 

Patrick  A.  Broderick,  AI.D. 

Enrique  AT  Galan,  M.D. 

Daniel  J,  Hanson,  AI.D. 

Elmar  Kurzbach,  AI.D. 

Constantine  D.  Loures,  AI.D. 

Jacques  Alioni,  AI.D. 

Francis  H.  Scola,  M.D. 

S.  Frederick  Slafsky,  AI.D. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  applicants  be  elected  to  active  mem- 
bership. 

Scientific  Program 

Doctor  Richardson  introduced  Dr.  Daniel  D. 
Federman,  Associate  in  Aledicine  at  Harvard  Ale- 
dical  School,  and  Assistant  Physician  and  Chief  of 
Endocrine  L’nit  at  the  Alassachusetts  General  Hos- 
pital, who  spoke  on  "MECH.AXISAIS  OF  GENE- 
TIC DISE.ASE.” 

Doctor  Eederman  presented  a clear  documenta- 
tion of  the  comprehensive  application  of  genetics 
to  clinical  medicine. 

He  characterized  a gentic  disorder  as  any  dis- 
ease -where  the  afflicted  individual  contributes 
something  to  the  disorder. 

He  cited  a case  of  paternal-filial  left  sided  ap- 
pendicitis as  an  example  of  the  value  and  impor- 
tance of  ascertaining  potential  genetic  information 
from  a family  history. 

He  pictured  most  human  disorders  as  having  to 
a greater  or  lesser  degree  elements  of  both  heredi- 
tary and  environmental  causative  factors.  Although 
injury  from  “the  bomb"  might  be  a pure  example 
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of  an  environmental  disorder,  injury  from  most 
automobile  accidents  occurs  as  a result  of  inherited 
characteristics  such  as  delayed  reaction  time  or  di- 
minished proprioception.  Phenylketonuria  at  first 
glance  might  be  considered  a pure  hereditary  dis- 
ease until  we  recall  that  an  environmental  factor, 
the  dietary  restriction  of  allanines,  combats  this 
disorder.  Rheumatic  fever,  he  characterized  as  being 
equally  affected  by  hereditary  and  environmental 
factors. 

Modern  clinical  medicine  and  public  health  pro- 
grams have  diminished  the  role  of  Natural  Selec- 
tion, an  inexorably  harsh  but  unbiased  basic  law 
of  nature  and  has  led  to  what  has  been  described 
as  “Relaxed  Selection”  with  an  ever  increasing 
“pool”  of  “bad  genes.”  According  to  Doctor  Feder- 
man  “bad  genes”  arising  as  a result  of  natural 
mutation  will  be  dwarfed  in  a few  years  by  those 
produced  through  Relaxed  Selection. 

To  prevent  or  modify  predictable  genetic  dis- 
orders except  by  select  breeding  necessitates  exact 
knowledge  of  the  abnormal  mechanism  which  leads 
to  the  disorders  and  knowledge  as  to  how  this  er- 
ror is  transmitted. 

A common  mechanism  causing  genetic  disorders 
is  the  absence  of  an  enzyme  in  a chain  reaction 
where  proteins  are  converted  into  other  proteins 
by  enzymatic  action.  Thus  the  development  of  goi- 
trous cretins  resulting  from  untreated  goitrous 
mothers  and  the  inborn  metabolic  error  of  phenyl- 
ketonuria are  explained.  By  appropriate  treatment 
(thyroid  and  a diet  low  in  allanines)  these  disorders 
can  be  prevented  or  to  a great  extent  modified. 

The  hereditary  adrenogenital  syndrome  is  also  due 
to  a genetic  deficiency  of  an  enzyme  which  conv'erts 
1 7-oxy-progesterone  into  a non-androgenic  cortisol 
and  thus  only  the  alternate  pathway  of  conversion 
into  an  androgenic  oxycorticosterone  is  possible. 

The  lack  of  a regulator  gene  is  responsible  for 
other  genetic  disorders.  Regulator  genes  allow  or 
repress  the  action  of  structual  genes  which  then 
act  in  the  formation  of  certain  specific  proteins 
and  polypeptide  molecules. 

The  regulator  gene  is  thought  of  as  a molecule 
with  a number  of  chemical  sites  for  attachment. 
One  site  is  customarily  reserved  for  the  attachment 
of  the  structural  gene,  but  other  sites  may  attract 
the  attachment  of  other  smaller  molecules  which 
may  in  turn  control  the  action  of  the  repressor 
molecule. 

An  example  of  disorders  due  to  a lack  of  the 
regulator  gene  is  agamma-globulinemia  where  too 
few  plasma  cells  result  leading  to  a deficiency  in 
gamma-globulin.  Conversely  too  many  plasma  cells 
cause  an  increase  in  gamma-globulin  and  multiple 
myeloma  results. 

Oat  cells  in  cancer  of  the  lung  if  not  repressed 


may  manufacture  parathyroid  hormone,  ACTH,  and 
other  hormones.  Thus  many  cells  of  the  body  have 
the  potential  for  the  manufacture  of  various  poly- 
peptides but  these  potentials  are  normally  repressed 
allowing  only  the  appropriate  cellular  function. 

Pharmacogentics  is  an  area  of  some  importance 
in  gentic  disorders.  In  negroes  and  more  rarely  in 
the  white  a deficiency  of  glucose-6-phosphate- 
dehydrogenase,  leads  to  hemolytic  anemia  and  oc- 
casionally leucopia  but  only  when  certain  drugs 
or  food  substances  are  ingested  (sulfas,  fava 
beans,  Chloromycetin,  PASA).  Conversely  inherit- 
ed resistance  to  a drug  such  as  coumadin  has  been 
demonstrated. 

Physical  characteristics  have  long  been  known  to 
be  inherited  but  until  it  was  learned  that  the  angle 
of  drainage  from  the  anterior  chamber  of  the  eye 
was  inheritable  it  was  not  realized  that  a predis- 
position to  glaucoma  was  possible. 

Molecular  abnormalities  are  genetically  important 
as  was  shown  by  Linus  Pauling  and  Ingram  who 
were  able  to  show  that  sickle  cell  anemia  was  due 
to  a structually  abnormal  hemoglobin,  where  valine 
was  substituted  for  glutamine  in  the  complex  amino 
acid  chain  of  hemoglobin. 

Doctor  Federman  reserved  a description  of  cy- 
togentics  to  finish  his  interesting  presentation.  Not- 
(Continued  on  next  page) 
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ing  each  chromosome  contains  from  200  to  5000 
genes  depending  on  different  estimates,  Doctor  Fe- 
derman  placed  the  incidence  of  major  chromosonal 
abnormalities  as  1 in  150  live  born  infants  and  the 
incidence  of  these  abnormalities  in  abortion  ma- 
terial as  high  as  1 in  3. 

He  then  presented  the  karyotype  of  one  of  the 
first  recognized  disorders  of  chromosome  aberra- 
tions. that  of  mongolism.  This  disorder  is  charac- 
terized by  an  extra  chromosome  in  the  21  chro- 
mosome group.  A Trisomy  in  the  13-15  group  re- 
sults in  the  abnormal  persistence  of  the  produc- 
tion of  fetal  hemoglobin  in  the  newborn  for  the  first 
7 weeks  of  life.  Such  an  infant  is  temporarily  inca- 
pable of  producing  carbonic  anhydrase. 

Doctor  Federman's  final  example  of  cytogenetic 
abnormality  was  indeed  a dramatic  one.  that  of 
cri  du  chat.  In  this  condition  the  newborn  infant 
emits  a cat-like  cry  to  which  even  a cat  will  react. 
This  rare  condition  which  had  been  described  a 
century  ago  in  the  French  medical  literature  is  due 
to  the  deletion  of  one  portion  of  the  group  t chro- 
mosomes. The  resulting  abnormal  pharynx  is  re- 
sponsible for  the  eerie  cri-du-chat. 

Doctor  Federman  succeeded  in  establishing  the 
great  possibilities  of  the  application  of  preventive 
medicine  to  combat  genetic  disorders. 

Adjournment 

The  meeting  was  adjourned  at  10:05  P.^I. 
Attendance  80. 

Collation  was  served. 

iii  ^ ^ 

Annual  Meeting 

The  119th  annual  meeting  of  the  Providence 
-Medical  Association  was  held  at  the  Rhode  Island 
Medical  Society  Library,  Providence,  on  Monday. 
January  3.  1966.  The  meeting  was  called  to  order 
at  8:35  p.m.  by  Dr.  Rglph  D.  Richardson.  Presi- 
dent. 

Annual  Report  of  the  Secretary 

Dr.  Bertram  H.  Buxton.  Jr..  Secretary,  read  his 
annual  report,  copy  of  which  is  made  part  of  the 
official  record  of  the  meeting. 

Actioir.  A motion  was  made,  seconded  and 
voted  that  the  annual  report  of  the  Secretary  be 
received  and  placed  on  file. 

* * 

Doctor  Richardson  called  for  a moment  of  silent 
prayer  in  memory  of  members  who  died  during 
/he  year  1965. 

Annual  Report  of  the  Treasurer 

Doctor  William  J.  MacDonald.  Treasurer,  read 
his  annual  report  as  follows: 


The  -Association  started  the  year  1964  with  an 
operating  cash  reserve  of  53,037.21.  Receipts  dur- 
ing 1965.  for  dues  and  from  miscellaneous  sources, 
such  as  for  the  annual  dinner,  dividends  from  in- 
vested funds,  amounted  to  519,706.35.  Expenses 
for  the  year  totalled  519.324.94,  thus  netting 
5381.61  surplus  which  was  added  to  reserves,  re- 
sulting in  a cash  total  on  hand  as  of  January  1. 
1966  of  53.418.82.  In  addition  the  .Association 
holds  in  its  name  511,000  in  L'nited  States  Treas- 
ury bonds  purchased  over  a period  of  years. 

The  financial  records  will  be  subject  to  audit 
in  the  immediate  future  by  the  Ward,  Fisher  and 
Company,  and  in  this  process  all  receipts  are  traced 
into  the  bank  account,  cancelled  checks  are  e.x- 
amined,  and  checked  to  disbursement  records,  cash 
on  deposit  is  confirmed  with  the  bank,  and  ledger 
accounts  are  verified. 

The  -Association  has  operated  with  the  budget 
reviewed  by  the  Executive  Committee,  and  any 
special  e.xpenses  have  been  first  approved  by  the 
Committee,  which  has  also  received  and  approved 
this  preliminary  annual  statement. 

The  detailed  breakdown  of  the  financial  records 
are  on  file  with  the  Executive  Officer,  and  any 
member  desiring  to  view  them  for  a specific  reason 
may  do  so. 

Action:  -A  motion  was  made,  seconded  and 
voted  that  the  annual  report  of  the  Treasurer  be 
received  and  placed  on  file. 

Report  of  the  Executive  Committee 

Dr.  Bertram  H.  Buxton.  Secretary,  reported  that 
at  a recent  meeting  the  Executive  Committee  had 
reviewed  applications  for  membership  and  it  rec- 
ommended the  election  of  the  following  physicians: 

James  W.  Mold.  AI.D. 

Guiomar  Silveira,  AI.D. 

Dorothea  Simmons,  AI.D. 

Action:  \ motion  was  made,  seconded  and 
voted  that  the  physicians  recommended  by  the 
Executive  Committee  be  elected  to  active  mem- 
bership. 

Presidential  Address 

Dr.  Ralph  D.  Richardson,  President,  delivered 
his  address  to  tht  .Association  in  which  he  re- 
viewed the  federal  legislation  relating  to  medical 
care  for  older  persons  under  the  social  security 
system.  Copy  of  Doctor  Richardson’s  address  is 
made  part  of  the  official  records  of  the  meeting. 

Election  of  Officers 

Dr.  Bertram  H.  Buxton,  Jr.,  Secretary,  reported 
that  no  counter  nominations  had  been  filed  to  the 
slate  proposed  by  the  Executive  Committee,  and 
submitted  to  the  membership  in  Xovember,  and 
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he  therefore  moved  the  election  of  the  following 
slate  of  officers  and  delegates: 

Officers  for  1966 

President:  Stanley  D.  Simon,  AI.D. 
Vice-President:  Gustavo  A.  iNIotta,  i\I.D. 
Secretary:  Bertram  H.  Buxton,  Jr.,  M.D. 
Treasurer:  William  J.  iNIacDonald,  i\I.D. 


THE 

PITCHER 

OF 

HEALTH... 


Installation  of  Doctor  Simon 

Ralph  D.  Richardson,  iNI.D. 

Trustee  of  Rhode  Island  Medical  Llibrary 
Alfred  L.  Potter,  i\I.D. 

Eecutive  Committee  (3  year  terms) 
John  P.  Grady,  i\I.D. 

William  A.  Reid,  M.D. 

Richard  P.  Sexton,  M.D. 

V'ilson  PTter,  i\I.D. 


Delegates  to  the  1 
of  the  Rhode  Islar 
John  T.  Barrett,  iNI.D. 

J.  Robert  Bowen,  M.D. 
Joseph  Caruolo,  M.D. 
Nathan  Chase't,  i\I.D. 
Henry  B.  Fletcher,  M.D. 
Warren  W.  Francis,  iVLD. 
Frank  D.  Fratantuono, 
M.D. 

.^Ivin  G.  Gendreau,  iM.D. 
John  F.  W.  Gilman,  iM.D. 
Seebert  J.  Goldowskv, 
M.D. 

John  P.  Grady,  i\FD. 
Herbert  F.  Hager,  iNFD. 
Milton  W.  Hamolsky, 
M.D. 

James  F.  Hardiman, 

:\LD. 

Walter  E.  Hayes,  ]\FD. 
Joseph  Lambiase,  iM.D. 
Robert  V.  Lewis,  M.D. 

Action:  The  motion 
voted. 


louse  of  Delegates 
d Medical  Society 
Thomas  R.  Littleton, 
M.D. 

William  J.  iMacDonald, 
M.D. 

Peter  iMathieu,  M.D. 
William  A.  McDonnell, 
M.D. 

James  B.  Moran,  M.D. 
Gusitavo  A.  iMotta,  iSl.D. 
Raul  Xodarse,  iM.D. 
Edwin  B.  O’Reilly,  iM.D. 
Arnold  Porter,  M.D. 
Ralph  D.  Richardson, 
M.D. 

Carl  S.  Sawyer,  ?kLD. 
Richard  P.  Sexton,  iM.D. 
Stanley  D.  Simon,  iM.D. 
John  Turner,  II,  M.D. 
Edwin  Vieira,  iM.D. 
Banice  Webber,  iM.D. 
Elihu  S.  Wing,  Jr.,  M.D. 

0 elect  was  seconded  and 


INSTALLATION  OF  DOCTOR  SIMON 
Doctor  Richardson  named  Drs.  Buxton  and 
iMacDonald  to  escort  Dr.  Stanley  D.  Simon,  the 
new  President,  to  the  rostrum.  Doctor  Simon  ex- 
pressed his  appreciation  for  the  honor  accorded 
him,  and  he  presented  an  engraved  gavel  to  Doc- 
tor Richardson  from  the  Association  in  recognition 
of  his  outstanding  leadership  in  1965. 

(Continued  on  next  page) 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 
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Presentation  of  Membership  Certificates 

Doctor  Richardson  presented  membership  cer- 
tificates to  physicians  elected  at  the  December 
meeting  of  the  Association. 

Doctor  Richardson  noted  that  a committee  of 
the  Association  is  studying  the  Chapin  Hospital 
situation,  and  he  stated  that  the  Executive  Com- 
mittee was  concerned  that  the  uncertainty  of  the 
future  of  the  hospital  could  result  in  a loss  of 
trained  personnel  and  a difficulty  in  securing  re- 
placements to  the  staff,  thus  resulting  in  a possible 
deterioration  of  the  high  standard  of  medical  care. 
Therefore,  a resolution  had  been  prepared  for  sub- 
mission to  the  membership  at  this  meeting. 

Doctor  Buxton  read  the  following  resolution: 
Whereas  the  officials  of  the  City  of  Providence 
have  indicated  that  they  will  close  the  Charles 
Chapin  Hospital  in  June,  1966,  unless  the 
State  of  Rhode  Island  will  take  over  its  opera- 
tion, and 

Whereas  a Commission  to  Study  the  Chapin 
Hospital  situation  has  been  named  by  the  Gov- 
ernor, and  is  engaged  in  its  study,  and 
Whereas  the  uncertainty  of  the  future  status  of 
the  hospital  has  apparently  resulted  in  the  loss 
of  trained  personnel,  and  has  probably  been  a 
deterrent  in  the  enlistment  of  skilled  new  em- 
ployees, and 

Whereas  this  situation  can  result  in  a deteriora- 
tion in  the  quality  of  care  to  be  given  citizens 
of  the  city  and  state  housed  in  the  Chapin  Hos- 
pital in  the  immediate  future. 

Therefore,  Be  It  Resolved,  that  the  Providence 
Medical  Association,  in  meeting  on  this  3rd  day 
of  January,  1966,  concerned  with  the  quality  of 
Medical  Care,  urges  the  iMayor  of  the  City  of 
Providence,  and  the  Governor  of  the  State  of 
Rhode  Island  to  take  immediate  steps  to  re- 
assure the  people  of  Rhode  Island  that  funds 
will  be  made  available  to  secure  trained  per- 
sonnel, and  that  guarantees  will  be  given  such 
personnel  that  their  employment  will  not  be 
temporary,  in  order  that  the  high  standard  of 
care  offered  in  the  past  by  Chapin  Hospital  may 
be  continued;  and  be  it  resolved  further,  that 
the  Governor’s  Study  Commission  be  urged  to 
complete  its  report  as  promptly  as  possible  in 
order  that  definitive  action  may  be  taken  re- 
garding the  future  of  this  hospital;  Be  it  fur- 
ther resolved  that  the  Providence  Medical  .Asso- 
ciation is  ready  to  assist  any  agency,  in  any  wav- 
possible,  in  its  endeavor  to  resolve  this  pressing 
problem. 

Action:  .\  motion  was  made,  seconded  and 
unanimously  voted  that  the  resolution  be  adopted 
and  that  a copy  be  sent  to  the  Alayor  of  Provi- 
dence and  the  Governor  of  Rhode  Island. 


Scientific  Program 

Doctor  Richardson  introduced  Dr.  Stephen  M. 
Krane  of  Boston,  who  spoke  on  ‘‘Physiology  and 
Disease  of  the  Parathyroid  Glands.”  He  is  Assis- 
tant Professor  of  Medicine  at  the  Massachusetts 
General  Hospital,  Harvard  Medical  School;  Chief 
.Arthritis  Unit,  Alassachusetts  General  Hospital. 

He  developed  the  history  of  the  understanding  of 
the  function  of  the  parathyroid  gland.  Its  anatomic 
description  w'as  presented  in  the  1880’s  and  in  the 
1890's  it  was  demonstrated  that  removal  of  the 
parathyroid  glands  caused  death  from  tetany. 

In  1923  Collup  & Henson  prepared  an  extract 
of  parathyroid  which  could  maintain  the  serum 
calcium  level  and  prevent  tetany  in  parathyroid- 
ectomized  animals. 

In  1948  .Albright  and  Reifenstein  stated  that  the 
parathyroid  hormone  increased  the  serum  calcium 
and  decreased  the  serum  phosphorus  by  increasing 
the  phosphorus  excretion  while  decreasing  calcium 
excretion  through  action  on  the  renal  tubules. 
However,  newer  technics  such  as  paper  chroma- 
tography have  delineated  the  action  of  the  para- 
thyroid hormone  showing  that  it  increased  re- 
sorption of  bone  thereby  increasing  calcium  and 
phosphorus  levels.  The  hormone's  action  on  the 
renal  tubules  selectively  causing  increased  phos- 
phorus excretion  and  calcium  retention,  was  also 
demonstrated.  There  is  some  evidence  that  the 
hormone  also  increases  the  intestinal  absorption  of 
calcium  but  this  has  a minor  part  in  raising  the 
serum  calcium. 

It  has  been  shown  that  a decrease  in  serum 
calcium  initiates  the  production  of  parathyroid 
hormone. 

Conversely  if  parathyroidectomy  is  performed 
first  the  serum  calcium  and  phosphorus  falls  due 
to  the  blocking  of  bone  absorption  and  then  the 
phosphorus  level  rises  as  the  calcium  continues  to 
fall  due  to  renal  tubule  selective  excretion  of  cal- 
cium and  retention  of  phosphorus. 

Alore  detailed  knowledge  of  the  parathyroid  hor- 
mone action  has  followed  the  purification  of  more 
potent  hormonal  extracts  and  recently  Potts  has 
elucidated  the  chemical  structure  of  the  parathy- 
roid hormone.  Injection  into  animals  can  induce 
the  production  of  an  anti-serum  and  it  has  been 
found  that  this  immunologic  action  is  due  to  differ- 
ent amino  acids  in  the  hormone's  chemical  struc- 
ture than  those  w-hich  produce  the  physiologic 
action. 

The  current  more  potent  and  purified  hormonal 
preparations  can  maintain  normal  serum  calcium 
levels  with  lower  dosage  (100-300  units)  and  can 
cause  phosphaturia  in  parathyroidectomized  rats. 
This  rules  out  the  possibility  that  these  effects 
w'ere  due  to  impurities  in  the  older  cruder  ex- 
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tracts.  Moreover  if  the  hormone  is  injected  into 
one  renal  artery  unilateral  phosphaturia  on  the 
injected  side  is  demonstrated. 

Heparin  has  been  shown  to  increase  the  bone 
resorption  mechanism  of  the  parathyroid  hormone 
with  increased  resorption  of  the  collagenous  matrix 
as  well  as  the  mineral  content  of  bone. 

On  the  other  hand  certain  antibiotics  impede  the 
increase  of  serum  calcium  although  phosphaturia 
continues  probably  by  preventing  the  collagenous 
matrix  breakdown. 

Another  substance  which  must  be  present  in 
adequate  amounts  for  the  parathyroid  hormone 
to  cause  an  increase  in  serum  calcium  is  Vitamin 
D. 

It  is  quite  apparent  from  recent  work  that  the 
parathyroid  hormone  can  “turn  off  and  on”  very 
quickly  and  the  production  of  the  hormone  can 
be  curtailed  sharply  by  increasing  suddenly  the 
serum  calcium  level  or  increased  by  low  calcium 
levels. 

Of  interest  is  the  recent  discovery  that  a hor- 
mone from  the  Thyroid  (Thyro-calcitonin)  de- 
creases serum  calcium  by  diminishing  bone  re- 
sorption. It  is  not  clear  as  3"et  whether  this  is  a 
physiologicalK’  functioning  hormone  nor  by  what 
cells  in  the  thyroid  that  the  hormone  is  elaborated 
although  the  parafollicular  cells  of  the  thyroid  have 
been  postulated  as  the  site  of  production. 


Doctor  Krane  concluded  his  talk  by  stating  that 
until  there  are  accurate  measurements  to  determine 
levels  of  circulating  parathyroid  hormone  clinical 
regulation  of  diseases  of  the  parathyroid  will  re- 
main a trial  and  error  procedure. 

There  are  many  unanswered  questions  relating 
to  patients  with  parathyroid  disorders  — such  as 
why  do  hj'perparathyroid  patients  divide  into  2 
groups  — the  renal  stone  group  and  the  osteo- 
porosis group. 

ADJOURNMENT 

The  meeting  was  adjourned  at  10:20  p.m. 

Attendance  105 

Collation  was  served 

Respectfully’  submitted, 

Bertram  H.  Buxton,  Jr.,  M.D. 
Secretary 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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CERTIFIED  MILK  in  Proviclence  during  1965  was 
obtained  from  Hillside  Farm,  Cranston,  R.l. 
The  H.  P.  Hood  Comjiany  (Cherry  Hill  Farm) 
of  Boston  has  discontinued  the  production  and  sale 
of  Certified  IMilk  for  the  Rhode  Island  area.  This 
leaves  the  Hillside  Farm  of  Cranston,  R.l.  as  the 
only  producer  of  Certified  IMilk  in  Rhode  Island. 

This  herd  is  under  State  and  Federal  supervision 
and  is  free  from  Tuberculosis  and  Brucella  abortus 
infections. 

Vitamin  D Certified  iMilk  is  defined  as  whole 
Certified  Milk  rendered  antirachitic  by  irradiation 
or  by  the  addition  of  a concentrate  and  shall  be  of 
sufficient  vitamin  potency  to  show,  by  biological 
assay,  a content  of  at  least  400  FbS.P.  units  per 
quart. 

During  the  past  year  the  analysis  of  milk  samples 
has  been  performed  in  the  laboratory  of  the  Milk 
Department  of  Providence,  which  is  located  at  the 
Charles  V.  Chapin  Hospital.  Doctor  Joseph  Smith, 
the  Milk  Inspector,  and  his  assistant,  IMr.  Richard 
S.  McKenzie,  have  been  most  co-operative  in  doing 
this  work  for  the  Milk  Commission. 

The  Sanitary  Inspector  is  appointed  by  the  Com- 
mission to  supervise  the  sanitary  conditions  at  the 
farm  and  the  physician  is  responsible  for  the  health 
of  the  employees  at  the  farm.  Both  men  are  licensed 
practitioners.  The  Veterinarian  to  the  farm  is  also 
appointed  by  the  Commission. 

John  T.  Barrett,  m.d.,  Chairman 
D.  William  Bell,  m.d. 

Harold  G.  Calder,  m.d. 

John  E.  Farley,  m.d. 

John  P.  Grady,  m.d. 

George  H.  Taft,  m.d. 

Henry  E.  F’tter,  m.d. 

Reuben  C.  Battes,  m.d..  Secretary 


HILLSIDE  FARM 
Pasteurized 


B.F. 

T.S. 

Bacteria 
per  C.C. 

January  

, 3.7 

12.21 

395 

February  

3.9 

12.1)0 

180 

March  

. ..  4.1 

12.68 

26 

.-Kpril  

3.9 

12.44 

80 

May  . 

3.8 

12.32 

40 

June  

3,7 

12.15 

54 

July  

3.9 

12.40 

44 

.\ugust  

3.9 

12.34 

91 

.‘September 

3.9 

12.61 

83 

October 

3.9 

12.63 

59 

Xovember  

3.9 

12.72 

63 

December  

3.7 

12.48 

77 

Yearly  .\verage  . . 

3.9 

12.48 

99 

The  legal  standarcLs  for  Certified  Milk  are  tho.se 
adopted  by  the  .\merican  .\ssociation  of  Medical  Milk 
Commissions,  Inc.  and  in  effect  at  the  time  of  pro- 
duction. 

L'nless  otherwise  indicated  on  the  label  it  shall  con- 
tain an  average  of  4.0%  of  butter  fat  with  a minimum 
of  3.5%  for  individual  samples  and  a minimum  of  12% 
for  total  solids. 

The  average  bacterial  count  of  Pasteurized  Certi- 
fied Milk  shall  not  e.xceed  500  colonies  of  bacterial 
per  cubic  centimeter. 

Reprinted  from  the  Rhode  Island  Medical  Journal, 
March,  1965,  vol.  XL\TII,  p,  1959. 


ONE  SENTENCE  ESSAY 
My  essential  feeling  is  that  a manuscript  may 
be  written  in  crayon  on  frayed  celluloid  shirt 
cuffs  and  submitted  in  a peach  basket;  but  some- 
where, some  editor  will  fight  his  way  through 
that  peach  basket  and  decipher  the  illegible 
scramble  and  publish  that  awful  monstrosity  of 
a manuscript  if  — and  that  is  the  if  that  counts 
— if  it  really  has  something  to  say. 

. . . John  L.  Dusseau,  Editor, 
W.  B.  Saunders  Co.,  Publishers 


E.  P.  Anthony,  Inc. 

J,  E.  BRENNAN  & COMPANY 
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Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 
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Ciha  Foundation  Symposium  COMPLEMENT. 
edited  by  G.  E.  W.  Wolstenholme  and  Julie 
Knight.  Little,  Brown  and  Company,  Boston, 
1965.  S12.50. 

This  is  a new  member  of  the  series  sponsored  by 
The  CIBA  Foundation  of  London,  England,  and 
constitutes  the  proceedings  of  a symposium  held 
in  May,  1964. 

The  list  of  the  43  participants  is  most  impressive, 
since  the  leading  immunologists  and  hematologists 
of  Great  Britain  are  represented  as  well  as  repre- 
sentatives from  Australia,  Canada,  Germany,  Hol- 
land, Switzerland  and  the  United  States. 

This  book  is  a “must”  for  the  researcher  interest- 
ed in  immunological  problems  of  any  sort  as  well 
as  the  hematologist  or  those  with  a profound  knowl- 
edge of  hematology  and  immunology.  It  is  not 
recommended  to,  and  probably  w’ould  not  be  com- 
prehensible to,  those  falling  into  other  categories. 

Immunological  jargon  is  notoriously  unintelligible 
to  the  uninitiated,  and  this  book  illustrates  only 
too  well  C.  P.  Snow’s  ‘‘The  Two  Cultures.” 

The  study  of  complement  has  come  a long  way 
since  it  was  the  “Alexine”  of  Buchner,  and  it  seems 
sad  for  want  of  a simpler  presentation  the  less  so- 
phisticated reading  audience  is  deprived  of  partici- 
pation in  these  exciting  advances  in  knowledge.  A 
summary  of  each  paper  and  of  the  group  discussions 
would  be  much  welcomed. 

I must  say,  in  fairness  to  the  two  Editors,  that 
the\'  have  probably  done  as  much  with  each  paper 
as  was  humanly  possible. 

Charles  R.  Robinson,  ;M.D. 

RHEUMATIC  FEVER.  Diagnosis,  Management 
and  Prevention  by  Milton  Markowitz,  ]M.D.  and 
.Ann  Gayler  Kuttner,  M.D.  With  a Special  Chap- 
ter on  Community  Health  Services  by  Leon  Gor- 
dis,  M.D.  Volume  II  in  the  Series  Major  Prob- 
lems in  Clinical  Pediatrics,  Alexander  J.  Schaffer 
Editor.  W.  B.  Saunders  Company,  Philadelphia, 
1965.  $7.50. 

This  212  page  monograph  fills  a need  for  a clear, 
concise,  and  yet  brief  discussion  of  a major  pediatric 
problem.  Both  I)rs.  Milton  Markowitz,  and  Ann 
Kuttner  are  uniquely  qualified.  Most  pediatricians 
are  familiar  with  Dr.  Markowitz's  beautiful  con- 
tribution on  Congenital  Heart  Disease  in  Schaffer’s 
“Diseases  of  the  Newborn.’’  He  is  Pediatrician-in- 


Chief  of  the  Rheumatic  Fever  Clinic  of  the  Harriet 
Lane  Home  division  of  the  Johns  Hopkins  Hospital 
and  has  had  wide  experience  as  a busy  practicing 
pediatrician.  Dr.  Kuttner  studied  the  streptococcus 
as  bacteriologist  at  Columbia  University  and  at  the 
Rockefeller  Institute.  Later  she  was  Clinical  Direc- 
tor at  Irvington  House  for  Rheumatic  Fever  in  New 
York  and  under  her  Dr.  Markowitz  trained  and  de- 
veloped his  interest  in  rheumatic  fever. 

Not  only  pediatricians,  but  internists  and  cardi- 
ologists as  well,  will  find  this  a most  valuable  guide. 
The  role  of  steroid  vs.  salicylates;  prophylaxis  — 
what  kind  — how  administered  — how  long;  the 
diagnosis  and  over  diagnosis,  as  well  as  differential 
diagnosis:  these  are  the  most  controversial  prob- 
lems, and  they  are  clearly  defined  and  treated.  In 
addition,  the  subjects  of  primary  as  well  as  secon- 
dary prophylaxis,  etiology  and  pathogenesis,  is  rheu- 
matic fever  an  auto-immune  disease?,  clinical  man- 
ifestations including  x-ray,  EKG,  and  laboratory 
findings,  revised  Jones  Criteria,  and  above  all  the 
changing  pattern  of  the  disease  get  good  coverage. 
Of  significant  interest  is  a short  5 page  chapter  on 
The  Biology  of  Group  A Beta  Hemolytic  Strepto- 
cocci. 

There  are  4 appendices  including  the  revised 
statements  of  the  American  Heart  Association 
Council  on  Rheumatic  Fever.  These  consist  of  brief 
summaries  of  1.  Revised  Jones  Criteria;  2.  Preven- 
tion of  Rheumatic  Fever;  3.  Prevention  of  Bacterial 
Endocarditis;  and  4.  A Method  for  Culturing  Beta 
Hemolytic  Streptococci  from  the  Throat.  These 
alone  make  this  book  a valuable  addition  to  one’s 
librar\’. 

Banice  Feinberg,  M.D. 

DISEASES  OF  THE  NEWBORN  by  Alexander 
Schaffer,  AI.D.  With  a Section  on  Neonatal 
Cardiology  by  Milton  Markowitz,  AI.D.  and  a 
Section  on  Fluid  and  Electrolyte  Therapy  by 
Lawrence  Finberg,  M.D.  W.  B.  Saunders  Com- 
pany, Philadelphia,  1965.  Second  Edition.  $22.00 
In  the  author's  words  — “This  second  edition 
is  an  attempt  to  accomplish  three  ends.  The  first 
is  to  correct  those  few  inevitable  errors  which 
escaped  our  most  critical  editing  . . . The  second 
is  to  fill  in  omissions  . . . Finally,  we  have  tried 
to  update  many  of  the  sections  treating  disorders 
about  which  much  new  knowledge  has  accumulated 
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in  the  intervening  period.  Xew  material  has  been 
added  on  Gross  Chromosomal  Aberrations  and  on 
recognizable  Constellations  of  Congenital  Malfor- 
mations for  which  no  gross  chromosomal  defect  has 
been  established  as  the  cause  . . . Many  other  dis- 
orders, ignored  in  the  original  edition,  have  been 
described,  if  only  briefly,  for  the  sake  of  that 
unattainable  ideal,  completeness."’ 

In  every  particular  these  goals  have  been  reached. 
The  book  which  rapidly  became  a classic  is  now 
even  better.  The  reader  feels  that  he  is  getting 
Doctor  Schaffer’s  personal  views  and  the  results 
of  his  personal  experience.  Besides  being  a valuable 
reference  work,  it  is  an  enjoyable  work  to  read 
from  cover  to  cover.  A great  deal  of  interest  and 
charm  is  added  by  the  frequent  insertion  of  case 
history  abtracts. 

Nothing  worthy  of  adverse  criticism  can  be 
found.  Unqualified  approval  is  earned.  No  physi- 
cian caring  for  babies  should  be  without  access  to 
this  volume. 

Harold  G.  Calder,  m.d. 

THE  ADVANCE  OF  THE  FUNGI  by  E.  C. 
Large.  Dover  Publications,  Inc.,  New  York,  1962. 
(Unabridged  and  Corrected  Republication  of 
the  Work  First  Published  by  Jonathan  Cope 
Limited  in  1940.)  $2.25. 

E.  C.  Large,  a master  weaver,  has  interlocked 
the  tale  of  the  fungi  in  the  fabric  of  a greater  tale, 
history.  This  results  in  a marvelously  rich  story 
of  crises,  men,  and  fungi. 

The  book  is  enjoyable  to  read  for  many  reasons. 
The  author  is  an  adept  writer  whose  use  of  sub- 
tleties of  language  makes  his  work  engaging  read- 
ing. His  sympathetic  feeling  for  man  tempers  and 
animates  an  otherwise  tedious  history. 

Each  chapter  is  essentially  an  independent  sur- 
vey of  some  aspect  of  the  “battle”  against  the 
fungi  crises.  The  study  commences  with  the  potato 
famine  of  18^5  and  ends  with  a review  of  progress 
made  as  of  1939  (the  book  was  first  published  in 
England  in  1940),  and  a discussion  of  prospective 
measures.  The  arrangement  is  so  well  achieved  that 
each  chapter  can  be  read  in  isolation  without  loss 
of  impact.  It  is  thus  easy  to  put  aside  and  pick  up 
again. 

I feel  that  the  book  is  valuable  and  interesting 
as  a literary  accomplishment,  a history,  and  a 
scrutinizing  scientific  documentary.  It  is  as  a rich 
tweed,  all  threads  interwoven  to  produce  a pattern, 
but  at  the  same  time,  singularly  and  independently 
outstanding. 

Jo-Anne  Connell 

A HYSTORY  OF  PATHOLOGY  by  Esmond  R. 
Long,  M.D.  An  Enlarged  and  Corrected  Repub- 
lication of  the  Work  First  Published  by  Wil- 
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Hams  & Wilkins  Company  in  1928.  Dover  Pub- 
lications, Inc.,  New  York,  1965.  $2.00. 

This  excellent  historical  presentation  is  now 
available  as  a pocket-sized  paper-bound  edition 
for  $2.00.  It  is  well  printed,  with  abundant  illus- 
tration. The  author's  style  is  lucid,  and  the  text 
always  holds  interest.  It  can  be  read  in  a day. 

The  ground  is  well  covered  and  gives  the  student 
a quick  historical  run-through.  The  late  H.  R. 
Dean  used  to  say  that  “History  forms  pegs  on 
which  to  hang  facts.”  The  book  will  also  be  found 
useful  as  a guide  to  reading  in  depth  and  will 
assist  the  candidate  preparing  the  historical  intro- 
duction to  a thesis. 

A more  important  role  of  historical  study  lies 
in  the  proper  emphasis  which  it  imparts  to  our 
knowledge  of  the  past,  present,  and  we  hope,  the 
future.  The  giving  of  perspective  to  recent  events 
is  extremely  difficult  and  in  this  book,  only  about 
a dozen  pages  are  allowed  for  events  after  the  mid 
19th  century.  Perhaps  the  volume  might  more 
accurately  be  titled  “The  Origins  of  Pathology” 
rather  than  “A  History  of  Pathology.”  I do  not 
entirely  agree  with  Dr.  Long’s  rather  conventional 
predictions  as  to  the  future  of  pathology.  I con- 
sider that  the  present  more  than  the  past  can  be 
truly  called  The  Golden  Era  of  Pathology.  No 
doubt  the  present-day  medical  student  may  be 
astonished  by  the  amount  of  pathological  research 
being  conducted  in  an  average  University  Medical 
Center  in  this  country,  not  only  by  accredited 
pathologists,  but  also  by  internists  and  surgeons. 
He  might  well  ask  whether  these  persons  are  not 
all  pathologists,  and,  the  answer  is  that  they  are 
indeed  all  experimental  pathologists.  What  then 
distinguishes  the  present  day  pathologists,  and 
what  is  present  day  pathology?  Once  these  two 
questions  have  been  answered,  then  it  may  be  pos- 
sible to  predict  the  future  course  of  pathology. 

The  narrow  specialization  of  the  contemporary 
pathologist  must  be  contrasted  with  the  expansion 
of  the  field  of  pathology  which  is  constantly  being 
enriched  by  liberal  donations  from  advances  in 
Chemistry,  Physiology,  .Ainatomy,  Zoology,  and 
Botany. 

Judging  from  the  past,  therefore,  important' ad- 
vances in  pathology  are  most  likely  to  be  made 
by  those  unfettered  by  the  demands  of  their  own 
discipline.  The  danger  facing  us  today  is  that  we 
may  starve  in  the  midst  of  abundance. 

It  should  be  obvious  to  the  reader  that  the 
reviewer  has  found  this  a most  stimulating  book, 
and  intends  paying  it  a supreme  compliment  by 
lending  it  in  turn  to  each  member  of  the  pathology 
class  which  he  instructs,  knowing  that  he  will 
benefit  greatly  from  reading  it. 

Charles  R.  Robinson,  m.d. 

(Continued  on  next  page) 
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.1  SYXOPSIS  OF  COXTEMPORARY  PSYCHI- 
ATRY by  George  A.  Ulett,  M.D.  and  D.  Wells 

Goodrich,  iNI.D.  The  C.  :Mosby  Company, 

Saint  Louis,  1965.  $6.75. 

This  book  is  small  enough  to  fit  in  the  side 
pocket,  and  it  is  also  compact  in  its  presentation 
of  the  fundamentals  of  psychiatry.  The  authors 
state  that  they  have  attempted  throughout  to  pre- 
sent the  eclectic  approach  to  psychiatry. 

The  material  is  presented  under  three  headings: 

( 1 ) History  Taking  and  Diagnostic  Procedures, 

(2)  Clinical  Syndromes,  and  (3)  Therapeutic 
Measures. 

This  book  is  ideal  for  those  interested  in  the 
general  field  of  psychiatry.  It  is  particularly  suit- 
able as  a compact,  condensed,  quick  reference 
te.xt  for  psychiatric  residents,  medical  students, 
nurses,  and  those  pursuing  a doctorate  in  psy- 
chology. 

Although  suitable  for  the  beginner,  a weakness 
of  the  book  is  its  failure  to  point  out  certain 
dangers  in  the  use  of  psychotrophic  drugs  and  the 
addicting  qualities  of  others.  Failure  to  examine 
extravagant  claims  and  to  point  out  the  dangers 
of  side  effects  of  some  of  the  newer  ataractics  are 
ether  shortcomings. 

The  book,  though  useful,  is  at  best  a summary 
and  condensation  of  some  of  the  older  and  newer 
trends  in  psychiatry.  Although  some  chapters  are 
particularly  well  done,  considering  the  limited 
.‘^pace,  other  chapters  are  very  elementary. 

B.  B.  Mongillo,  M.D. 

MAXAGEMEXT  OF  THE  PAT  I EXT  WITH 

SUBXORMAL  VISIOX  by  Gerald  Fonda,  :H.D. 

The  C.  \’.  Mosby  Company,  Saint  Louis,  1965. 

$11.00. 

common  misconception,  especially  in  the  lay 
press,  is  that  low  vision  aids  can  be  the  complete 
answer  to  a partially  sighted  person’s  problems. 
It  is  often  forgotten  that  many  of  these  devices 
are  awkward  to  use  and  produce  clear  images 
only  in  a very  limited  area.  But  for  the  patient 
who  has  incentive  enough  to  tolerate  these  and 
other  shortcomings,  low  vision  aids  may  enable 
him  to  read,  obtain  an  education,  and  carry  on  a 
business. 

Dr.  Fonda  has  presented  in  concise  fashion  a 
review  of  the  various  near  and  distance  aids  to- 
gether with  pertinept  comments  on  the  optics  in- 
volved. Especially  important  to  remember  is  that 
simple  aids  often  do  the  same  or  a better  job  than 
the  more  complicated  arrangements. 

The  text  is  basic  reading  for  all  refractionists 
and  those  interested  in  the  problems  of  the  par- 
tiallj-  sighted. 

Robert  S.  L.  Kinder,  m.d. 


BOXE  TUMORS  by  Louis  Lichtenstein,  M.D. 

Third  Edition.  The  C.  V.  ^losby  Company,  St. 

Louis,  1965.  $16.75. 

This  is  a leading  book  in  its  field,  and  the  author 
has  held  for  some  years  an  honored  place  in  bone 
pathology.  It  is  a book  for  the  pathologist  or  other 
specialist  such  as  the  surgeon  or  radiologist.  It  is 
not  intended  as  a book  for  students,  although 
Chapters  1 and  2 and  Appendix  1 are  recommended 
to  interns  and  residents  and  as  general  reading  for 
medical  practitioners. 

When  will  a simplified  account  of  bone  tumors 
and  bone  pathology  be  available  to  the  student? 
My  first  encounter  with  bone  pathology  was  in 
1946  when  1 read  portions  of  Geschickter  and 
Copeland.  The  experience  was  traumatic.  Even 
today,  there  is  the  same  need  for  a more  concise 
book  — much  smaller  even  than  this  magnificent 
effort  of  Dr.  Lichtenstein. 

One  wonders  whether  with  better  organization 
this  book  could  be  shortened  and  improved  con- 
siderably. Editorial  attention  could  be  paid  to 
several  aspects.  Quite  understandably  the  super- 
specialist is  inclined  to  lavish  tender  care  on  par- 
ticular erudite  topics.  In  excess  this  leads  to  too 
much  consideration  and  too  little  condensation.  Is 
it  necessary  to  spend  time  and  space  on  priority  of 
discovery  as  in  the  chapter  on  Osteoblastoma? 
Then  again,  probably  because  of  the  paucity  of 
first  rank  bone  pathologists  the  pronoun  “I”  is 
seen  in  recurring  crops.  The  writing  style  is  too 
“folksy”  for  my  taste.  As  I well  know,  when  a 
surgeon  is  “breathing  down  one's  neck”  a great 
need  is  felt  for  a quicker  than  usual  assessment 
of  the  case.  The  enumeration  of  diagnostic  featers 
together  with  a thorough  differential  diagnosis 
after  each  section  would  help  considerably  to  ful- 
fill this  need. 

Other  criticisms  are  minor.  More  illustration  is 
needed  of  the  microscopical  appearances.  It  would 
help  if  the  photographs  were  labelled  typical  or 
atypical.  Survival  tables  are  badly  needed  in  the 
sections  on  prognosis.  There  appears  to  be  some 
confusion  between  the  use  of  the  words  Incidence, 
Prevalence,  Frequency  and  Occurrence.  Is  there 
need  for  a classification  of  Histiocytosis? 

In  summary,  this  admirable  reference  book 
which  superbly  correlates  pathological  and  radio 
logical  findings  could  with  a little  editing  become 
an  even  more  superb  practical  handbook  and  there- 
by earn  the  sincere  thanks  of  many  long-suffering 
general  pathologists. 

Charles  R.  Robinson,  m.d. 

TODAY’S  HEALTH  GUIDE.  A Manual  of  Health 

Information  & Guidance  for  the  American  Fa- 
mily. Edited  by  W.  W.  Bauer,  M.D.  Published 
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by  the  American  Medical  Association.  Chicago, 

1965.  $5.95. 

This  guide  is  intended  to  be  a manual  of  health 
information  and  guidance  for  the  American  family. 
It  is  the  compiled  work  of  over  two  hundred  phy- 
sicians, dentists,  veterinarians,  clergymen,  nurses, 
educators,  engineers,  safety  experts,  and  many  oth- 
ers. Written  for  the  layman,  it  is  an  exceptional 
volume. 

The  guide  is  divided  into  fifteen  parts.  The  sec- 
tion entitled  “Health  and  your  Family”  deals  with 
problems  of  the  expectant  mother,  the  care  and 
feeding  of  babies,  the  children  in  the  family,  and 
includes  discussions  of  fertility,  and  infertility, 
sex  education,  the  menopause,  and  the  problems 
of  aging.  A section  on  the  human  body  gives  a 
meaningful  presentation  of  the  human  anatomy 
and  physiology.  This  is  all  presented  on  a level 
which  requires  no  previous  scientific  knowledge. 
Excellent  illustrations  are  provided. 

Other  sections  are  devoted  to  problems  of  health, 
including  mental  health  and  physical  development. 
Concepts  of  safety  in  various  situations  are  dis- 
cussed. A most  interesting  chapter  on  when  to  call 
a doctor  is  provided. 

A major  portion  of  tthe  book  is  devoted  to  the 
dangerous  and  disabling  dieases.  This  includes 
cancer,  cardiovascular  disease,  diabetes,  arthritis 
and  rheumatism,  headaches  and  allergy,  as  well  as 
other  conditions.  Each  disorder  is  individually  dis- 
cussed in  a manner  that  would  lead  to  its  under- 
standing by  the  layman. 

This  review  has  touched  on  only  a few  of  the 
many  very  fine  portions  of  this  book.  An  effort 
has  been  made  throughout  the  volume  to  keep  the 
language  simple  and  the  meanings  clear.  A book 
such  as  this  should  be  readily  available  for  a re- 
ference text  in  all  high  school  and  public  libraries. 

^Martin  E.  Felder,  m.d. 

APPRAISAL  OF  CURRENT  CONCEPTS  IN 

AN ESTH ESIOLOGY . Edited  and  Assembled  by 

John  Adrian!,  M.D.  Volume  2.  The  C.  V.  Mosby 

Company,  St.  Louis,  1964.  $10.75. 

This  book  is  assembled  in  typical  Adrian!  pat- 
tern; in  other  words,  concise,  up  to  date  and  brief 
manner. 

It  is  surprising  how  every  day  problems  and 
techniques  are  reviewed  with  special  reference  to 
changing  thoughts  and  accepted  techniques  in  dif- 
ferent leading  centers  of  anesthesia  training  and 
practice  in  this  country. 

The  author  has  taken  special  care  to  give  a brief 
medical  background  to  improve  the  understanding 
of  anesthesia  and  its  relation  to  patients  suffering 
from:  hyaline  membrane  disease,  mongolism,  and 
hepatic  coma. 


The  other  high  light  of  this  book  is  in  reviewing 
the  current  problems  of  anesthesia  and  its  relation- 
ship with  endocrines  like  the  pituitary  and  the  ad- 
renals. 

I recommend  this  book  for  every  physician  con- 
cerned with  training  or  practice  of  anesthesia,  and 
especially  for  the  busy  practitioner  who  finds  it 
difficult  to  read  all  the  journals  of  anesthesia  and 
yet  wants  to  go  through  selected  material  of  in- 
terest in  a brief  form. 

Ramesh  Gulati,  m.d. 

HYSTERIA.  The  History  of  a Disease  by  Ilza 

Veith.  The  L’niversity  of  Chicago  Press,  Chicago. 

1965.  $7.95. 

\'iews  on  hysteria  are  traced  through  the  millen- 
nia, and  the  author  discusses  the  changing  attitudes 
towards  the  disease.  iMedical,  social,  and  religious 
influences  are  discussed.  Great  medical  men  of 
antiquity  argued  that  the  male  could  suffer  from 
hysteria,  but  it  was  1500  years  before  this  view 
was  accepted.  Thomas  Sydenham,  the  British  phy- 
sician, was  the  first  to  demonstrate  hysteria  in 
the  male. 

During  the  ^Middle  Ages  and  Renaissance,  it 
was  thought  that  the  hysterical  person  was  under 
the  influences  of  witchcraft  or  possessed  by  the 
devil  and  other  evil  spirits.  Mass  hysteria  pre- 
(Continued  on  next  page) 


DRUMS, 

drums,  drums!  Would  they 
never  stop?  Rawlinson,  the 
famous  jungle  explorer, 
turned  to  his  second  - in  - 
command.  “We've  been  in 
tight  spots  before.  Lad,  but 
this  looks  like  the  end.  The 
blighters  seem  determined 
to  keep  us  from  ever  reach- 
ing the  Lost  City.”  “Chin 
up.  Sir!  We’ll  make  our  last 
moments  pleasant  ones,  at 
least.”  responded  the  other, 
pouring  a sparkling  glass 
of  Warwick  Club  Pale  Dry 
Ginger  Ale  from  the  full 
32-ounce  quart  bottle.  “Ah, 
quite!’’  exclaimed  Rawlin- 
son. “It  sings  in  the  glass 
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vailed,  and  the  unfortunate  victims  were  executed 
in  large  numbers.  The  movement  spread  to  Salem, 
Massachusetts.  Later  many  physicians  contributed 
toward  the  returning  of  hysteria  to  medicine,  and 
medicine  itself  returned  to  the  Hippocratic  denial 
of  the  supernatural.  Early  writers  related  hysteria 
to  sexuality,  which  delayed  proper  recognition  and 
treatment  until  Freud's  revolutionary  and  startling 
contributions.  Every  physician  today  sees  and 
treats  hysteria. 

Eventually,  perturbations  of  the  mind  came  to 
be  recognized  as  the  cause  of  this  (hysteria)  and 
other  diseases  — both  physical  and  mental.  For- 
tunately, our  manuals  and  diagnostic  classifications 
have  replaced  the  term  ''hysteria"  with  “conversion 
symptom,’’  and  there  are  many  types.  Not  only 
the  psychiatrist,  but  every  medical  man,  especially 
the  surgeon  and  gynecologist,  would  both  enjoy 
and  profit  by  reading  this  book. 

B.  B.  iMoNGILLO,  M.D. 

X EURO-OPHTHALMOLOGY.  Volume  II.  Sym- 
posium of  the  University  of  Miami  and  the 
Bascom  Eye  Institute.  Edited  by  J.  Lawton 
Smith,  M.D.  The  C.  V.  Mosby  Company,  St. 
Louis,  1965.  S21.75. 

■‘If  this  volume  serves  to  help  in  any  way  that 
under-appreciated  American,  the  clinician,  it  will 
have  been  well  worth  the  effort.” 

With  this  introduction.  Dr.  Smith  has  brought 
together  an  outstanding  group  to  give  papers  on 
their  most  active  current  interests.  These  make 
fascinating  reading,  but  it  must  not  be  assumed 
that  this  is  a text  of  general  neuro-ophthalmology. 
Rather,  it  is  an  attempt  to  bring  some  new  con- 
cepts to  the  clinician.  Especially  worthwhile  are 
the  discussions  of  Seronegative  ocular  syphilis  and 
angiography  of  the  ocular  fundus.  This  later  papers 
deals  with  an  exciting  technique  of  fluorescein  fun- 
dus photography.  Of  special  interest  to  the  neu- 
rologist are  the  chapters  on  the  optic  radiations 
and  occlusive  disease  of  the  vertebral-basilar  ar- 
terial system. 

Robert  S.  L.  Kinder,  m.d. 

Tracy’s  THE  DOCTOR  .IS  A WITXESS  by  Wil- 
liam J.  Curran,  LL.M.,  S.M.  Hyg.  W.  B.  Saun- 
ders Company,  Philadelphia,  1965.  Second  Edi- 
tion. S5.75 

This  book  offers  information  and  advice  to  phy- 
sicians facing  courtroom  e.xposure. 

In  the  first  chapter,  the  reasons  for  the  adversary- 
process  in  courts  of  law  are  explained  at  length. 
.■\n  understanding  of  the  importance  of  this  pro- 
cedure is  important  for  the  doctor  who  is  called 
as  a witness.  In  this  chapter  the  author  points  out 
that  it  is  the  duty  of  every  citizen,  including  doc- 


tors, to  testify  in  court  when  such  testimony  will 
further  the  interests  of  justice. 

In  the  chapter  on  privileges  and  obligations,  the 
ramifications  of  the  patient-doctor  relationship  are 
examined.  Rhode  Island  is  one  of  the  very  few 
states  which  have  not  extended  the  privilege  of 
confidentiality  in  court  situations.  However,  the 
obligation  of  confidentiality  extends  to  all  out-of- 
court  situations.  The  doctor  is  morally  obligated 
to  testify  on  behalf  of  his  patient  in  an  accident 
case  unless  the  circumstances  are  extraordinary. 

In  medical  questions,  expert  opinion  is  necessary. 
Pretrial  conferences  are  advisable.  When  a physi- 
cian is  called  to  a stand,  he  is  almost  invariably 
testifying  as  an  e.xpert.  The  different  methods  of 
examining  and  cross-e.xamining  the  physician  ex- 
pert witness  is  given  at  some  length.  It  is  empha- 
sized that  the  medical  expert  who  tells  the  truth 
and  does  not  exaggerate  has  nothing  to  fear  on 
cross-examination.  In  a malpractice  case,  medical 
testimony  is  necessary  because  laymen  have  no 
conception  of  the  medical  and  legal  issues  involved. 

The  pitfalls  of  experimental  medicine,  lack  of 
informed  consent,  abandonment,  and  involuntary 
admission  of  guilt  are  given  considerable  emphasis. 

This  is  a book  of  practical  information  on  trial 
procedures  for  physicians. 

Francis  B.  Sargent,  m.d. 

SURGERY  IX  AMERICA-.  From  the  Colonial 
Era  to  the:  Twentieth  Century.  Selected  Writings. 
Edited  by  A.  Scott  Earle,  iM.D.  W.  B.  Saunders 
Company,  Philadelphia  1965.  S8.50 
This  is  a delightful  volume  of  twenty-four  selec- 
tions from  American  surgical  writings.  It  begins 
with  a Boston  newspaper  testimonial  to  Zabdiel 
Boylston's  success  in  cutting  for  stone  in  1710, 
and  ends  with  William  S.  Halsted's  ‘'The  Training 
of  the  Surgeon"  in  1904.  Space  being  limited,  each 
treatise  cannot  be  discussed,  and  only  a few  high- 
lights will  be  mentioned. 

One  of  the  most  striking  features  in  the  early 
writings  is  the  great  fortitude  of  patients  in  the 
pre-anesthetic  era.  Valentine  iMott.  for  instance, 
describes  ligation  of  an  innominate  aneurysm  in 
1818.  Seventy  drops  of  Tinct.  Opii  were  adminis- 
tered before  the  hour  long  procedure. 

Ephraim  MacDowelPs  account  of  his  oophorec- 
tomies is  a treat,  but  for  suspense.  James  Marion 
Sims’  story  of  his  operation  for  vesico-vaginal  fis- 
tula is  hard  to  beat.  This  is  from  Sims’  autobi- 
ography, and  describes  the  trials  of  his  years  of 
effort  as  a purely  scientific  account  could  not. 
Sims,  operating  on  a group  of  slave  women,  whom 
he  boarded  at  his  own  e.xpense  on  an  extra  floor 
built  on  his  little  hospital,  finally  closed  the  first 
fistula  on  the  thirtieth  attempt.  When  other  doc- 
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tors  lost  faith  in  Sims,  he  had  his  patients  act  as 
assistants  in  the  operations  on  their  fellow  sufferers. 
The  patients  were  not  required  to  continue  the  ex- 
periments. What  attribute  to  Sims’  personality  that 
he  had  enough  faith  in  himself,  and  inspired  enough 
faith  in  his  patients,  to  finally  achieve  success.! 

The  ether  discovery,  IMcBurney’s  work,  the  early 
use  of  Lister’s  principles,  and  a wide  range  of  other 
accounts  are  well  worth  reading  first  hand.  The 
book  is  recommended  to  all  surgeons  especially, 
but  any  doctor  would  enjoy  it. 

Thomas  Perry,  Jr.,  m.d. 

OBSTETRICS.  From  the  Original  Text  of  Joseph 
B.  DeLee,  M.D.,  by  J.  P.  Greenhill,  i\I.D.  W.  B. 
Saunders  Company,  Philadelphia  1965.  Thir- 
teenth Edition.  $20.00 

This  is  the  sixth  edition  prepared  by  Dr.  Green- 
hill,  the  original  six  following  editions  having  been 
prepared  by  Joseph  B.  DeLee.  This  new  1246-page 
"Bible”  continues  to  be  most  comprehensive  and 
authoritative.  There  is  a multitude  of  fine  chapters 
and  many  new  teachings  are  introduced.  The  chap- 
ter on  obstetrical  anesthesia  is  particularly  well 
written.  The  author  has  asked  many  outstanding 
authorities  to  write  some  33  of  the  book’s  84  chap- 
ters. Rhode  Island’s  own  Dr.  George  W.  Anderson 
has  profoundly  rewritten  the  chapter  on  the  Pathol- 
ogy of  the  Newborn.  New  chapters  since  the  last 
edition  in  1960  include  the  Cervix  Uteri  During 
Pregnancy,  Fetal  Electrocardiography,  Traumatic 
PTerine  Adhesions  (Asherman  syndrome).  Human 
Genetics,  Human  Cytogenetics  with  Related  .Ano- 
malies, and  Contraception.  Pmfortunately,  when 
Dr.  Herbert  E.  Schmitz  passed  on,  so  did  his  chap- 
ter of  Medico-moral  Problems.  Moral  problems  are 
intricately  bound  to  obstetrics,  and  it  would  seem 
wiser  and  timely  not  only  to  replace  Dr.  Schmitz’ 
contribution,  but  also  to  expand  it  significantly. 
The  chapter  on  Contraception  (2  pages)  seems 
woefully  inacfequate  in  view  of  current  demands. 
In  view  of  definite  trends  toward  family  centered 
maternity  care,  it  was  disappointing  to  find  no 
mention  of  this  subject  and  its  related  responsi- 
bilities. Lastly,  with  an  exploding  emphasis  on  color 
visualization  all  about  us,  lo  and  behold;  the  num- 
ber of  Dr.  Greenhill’s  color  illustration  has  been 
reduced  from  the  119  of  the  1960  edition  to  54. 
The  story  is  now  brought  to  you  nicely  in  living 
black  and  white. 

John  .A.  Ferris,  m.d. 

FUXD.AMEXT.ALS  OF  ORTHOP.JEDICS,  by 
John  J.  Gartland,  AI.D.  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London,  1965.  $8.00 
In  this  324-page  book,  Dr.  Gartland  has  pre- 
sented a clinical  picture  of  the  entire  specialty  of 
Orthopedics.  In  the  Preface,  he  noted  his  intentions 
to  produce  a book  principally  to  acquaint  the  stu- 


dent with  the  scope  and  possibilities  of  this  field 
of  medicine.  In  this  respect,  he  has  certainly  ful- 
filled his  objective. 

The  junior  and  senior  medical  student,  as  well 
as  the  first-year  intern,  in  reading  this  book  will 
obtain  a clear-cut  and  realistic  conception  of  the 
integral  role  the  orthopedist  plays  in  medicine  to- 
day. In  addition,  the  excellent  list  of  references 
makes  this  an  excellent  book  for  the  resident  in 
Orthopedics. 

Finally,  the  last  chapter  entitled  "Orthopaedic 
Horizons’’  I found  to  be  outstanding  and  should 
prove  stimulating,  as  well  as  valuable,  to  anyone 
connected  with  Orthopaedics.  It  is  strongly  recom- 
mended for  reading  by  all  connected  with  this  field, 
as  it  will  certainly  increase  their  perspective  on 
the  future  of  this  vastly  expanding  specialty. 

Henry  B.  Fletcher,  m.d. 

ERRATA 

MEDICAL  ASPECTS  OF  SHOCK 
by  John  H.  Moyer,  M.D. 

R.  1.  Med.  Journ.  49:28  (Jan.),  1966 

Because  of  the  arrival  of  corrected  galley 
proofs  after  publication  deadline,  certain  errors 
were  incorporated  in  the  published  paper: 

P.  29,  Col.  1,  L.  25:  such  as  ganglionic 
P.  30,  Col.  1,  L.  20:  normotensive 
P.  30,  Col.  1,  L.  27:  vasopressor 
P.  30  Col.  2,  Table  3:  reverse  titles  at  head  of 
columns  of  figures,  viz.  Mean  Blood  Pres- 
sure (mm.  Hg)  — Cerebral  Blood  Flow 
(cc  min.) 

P.  31,  Col.  1,  Table  4:  Titles  at  head  of  col- 
umns of  figures  should  be  Control  — Drug 
Under  Morphine,  CFB  should  read  CBF 
P.  33,  Col.  1,  L.  3:  phenoxybenzamine 
P.  34,  Col.  1,  L.  9:  omit  all  words  after  comma 
P.  34,  Col.  2,  L.  20:  norepinephrine 
P.  35,  Col.  1,  L.  20:i  hypotensive 
P.  35,  Col.  2,  Figures  8A  and  8B  have  been 
reversed.  Captions  are  correct. 

P.  36,  Col.  2,  L.  6:  endotoxic 

P.  36,  Col.  2,  Reference  1,  L.  2:  Hypotension 

These  corrections  will  be  incorporated  in  the 
author’s  reprints. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic’  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead-  j 
ing  orthopedic  surgeons  for  good  sleeping  posture.  Its  , 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to  | 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


. _ As  a doctor,  you  are  invited  to  take  advantage  of  a 

I professional  discount  on  the  Sealy  Posturepedic. 
sJl'illii,  ,■  We  believe  your  personal  use  will  convince  you 
'■  of  the  Posturepedic's  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress ancf  fouhdation.  Limited  to  one  full  or  two 
twin  size  sets.  To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr. 


Residence  . 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City 


.Zone.. 


State 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO..  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pal.  OR. 
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Physicians  Service  1965 
Annual  Report  Highlights 
Of  Interest  to  Doctors 


Enrollment  up  13,135  subscribers  to  a total  of  648.000.  A 
record!  This  growth  is  significant  evidence  of  community 
acceptance  in  view  of  the  fact  that  9,300  subscribers  quali- 
fied for  the  State  MAA  program. 

Higher  Benefits  are  now  available  to  an  added  55,000  sub- 
scribers who  joined  Plan  B.  Almost  half  of  our  total  mem- 
bership now  enjoys  this  higher-benefit  Plan. 

Benefits  Paid  in  settlement  of  356,700  individual  claims 
totaled  more  than  $11,300,000  . . . better  than  $750,000 
more  than  paid  the  previous  year. 

PSI  Fee  System  went  into  effect  on  July  1,  1965.  This  more 
scientific  approach  to  fee  schedules  has  been  well  received 
and  seems  to  be  working  effectively. 

Public  Service  activities  included  distribution  of  a number 
of  helpful  aids  to  subscribers.  Bulletins  to  the  aged  about 
Medicare,  AMA  danger  signal  wallet  cards.  Family  Health 
booklets,  pharmacy  Health  Information  Centers  helped  to 
make  our  membership  well  informed. 


Professional  Relations  department  of  Physicians  Service 
accelerated  its  activities  to  be  of  service  to  doctors  and 
their  medical  assistants.  Seminars,  training  aids,  handbooks 
and  special  visits  to  MD  offices  proved  helpful. 


PHYSICIANS  SERVICE 

31  Canal  Street,  Providence,  R.  I.  02901 


TABLE  OF  CONTENTS 
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Cops’right,  1966,  The  Rhode  Island  ^Medical  Society,  106  Francis  Street, 
Providence.  Rhode  Island  02903 


ORAL  MUCOUS  MEMBRANE  DISEASE 

. . . Physicians  Should  Be  Familiar  With  Disorders  oj  the  Oral  Mucous 

Membrane.  Author  Makes  Plea  for  More  Frequent  Use  of  Biopsy  . . . 

Irving  GUckman,  d.m.d 169 

THE  PRACTICING  PHYSICIAN  AND  THE  NUCLEAR  REACTOR 
. . . Unique  Resource  Available  to  Physicians  of  Rhode  Island  Provides 
Isotopes  for  Organ  Perfusion,  Xeutron  Activation  Analysis, 

Xeutron  Capture  Therapy , and  Intense  Gamma  Radiation  . . . 

William  S.  Klutz,  m.d.  and  .Arthur  L.  Quirk,  ph.d.  176 

A PLEA  FOR  COM.MUNICATION 

. . . .Advocates  Closer  Cooperation  Between  Speech  and  Hearing 
Specialists  and  the  Medical  Profession  . . . 

.Albert  E.  Grezebien,  m.a 179 

NON-MEDICAL  PERSONNEL  IN  A PRIVATE  PSYCHIATRIC  FACILITY 
. . . Non-Medical  Personnel  Have  Much  to  Offer  In  the  Management 
of  Psychiatric  Disorders  . . . 

Laurence  .A.  Senseman,  m.d. 181 

DRUG  ABUSE  CONTROL  AMENDIMENTS  OF  1965 

...  .A  Summary  of  the  New  Law  as  Issued  by  the  U.  S.  Department  of 

Health,  Education  and  Welfare,  Food  and  Drug  .Administration  189 

EDITORIALS 

RECENT  ADVANCES  IN  CALCIUM  METABOLISM  185 

TITLE  XIX  AND  THE  GOVERNOR'S  PROPOSAL  186 
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Attractive  S Functional  Otfices 


□ 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

BUREAU 

of  the 

Providence  Medical  Association 


MEDICAL 


Desiyners  £ Suppliers  of  Offices 

150  Dorrance  Street  • Pi  evidence  3,  R.  I.  • GAspee  1-5228 


NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Eenewabie  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  3Iedioal  Society’s 
Underlying  Group  Plan. 

Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  S225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disabilitv'  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 


For  further  information,  send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Proyidence,  R.  I.  TEmple  1-4833 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
arc  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths;  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
4^*  WALLACE  LABORATORIES 
\£f,Cranbury,  N.J.  c«-576i 
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R.l.  PHARMACISTS  NOTIFIED  ON  DRUG 
ABUSE  ACT 


Rhode  Island  pharmacists  have  been  notified  by 
their  Association  to  adopt  the  following  procedures 
regarding  the  federal  Drug  Abuse  Act; 

1.  On  February  1.  1966  take  an  inventor}'  of 
all  barbiturates  and  amphetamines  or  drugs  that 
combine  both  barbiturates  and  amphetamines 
ONLY. 

2.  The  inventory,  all  invoices,  and  prescriptions 
for  amphetamines  and  barbiturates  (and  other 
drugs  that  may  be  designated  at  a future  date) 
must  be  kept  for  a three-year  period.  In  short,  the 
inventory  and  all  records  of  purchases  and  dis- 
pensing of  barbiturate  and  amphetamine  drugs 
must  be  kept  for  a minimum  of  three  years. 

3.  Pharmacists  MAY  maintain  separate  files  on 
these  drugs  (as  is  now  done  for  narcotics)  or  the 
pharmacists  may  keep  these  prescriptions  in  the 
regular  prescription  file. 

4.  Prescription  orders  must  contain  the  name 
and  address  of  the  patient  and  the  date  of  issuance. 

5.  Xo  prescription  order  can  be  renewed  more 
than  5 (five)  times  and  no  prescription  order  can 
be  dispensed  or  renewed  more  than  6 (six)  months 
after  the  date  of  issue.  After  5 (five)  renewals  or 
6 (six)  months  the  physician  may  give  additional 
authorization  for  refilling  i.e..  a new  prescription 
must  be  obtained,  either  in  writing  or  orally,  but 
the  oral  prescription  must  be  reduced  to  writing, 
given  a new  number  and  date,  and  the  sequence 
begun  over  again.  The  6 (six)  months  or  5 (five) 
refi’ls  requirement  apply  to  all  prescriptions  after 
the  law  becomes  effective  (February  1.  1966)  re- 
gardless of  the  date  on  which  they  were  written. 

...  Statement  issued  by  the  Rhode  Island 
Pharmaceutical  .Association 

PHYSICIANS  SERVICE-BLUE  CROSS  "65"  PLAN 
ANNOUNCED 

Rhode  Island  Blue  Cross  and  Physicians  Service 
have  announced  a special  senior  citizen  coverage 
plan  that  will  supplement  the  TYderal  ^Medicare 
Program  beginning  July  1. 


The  benefit  plan,  to  be  named  Blue  Cross  and 
Physicians  Service  65,  is  intended  for  over-age-65 
Rhode  Islanders  who  will  be  enrolled  under  both 
Parts  “A"  and  '‘B"  of  the  Federal  ^ledicare  Pro- 
gram. 

The  proposed  cost  of  the  new  program  is  S4.45  a 
month  for  each  member,  under  rates  filed  for  ap- 
proval with  the  State  Department  of  Business  Re- 
gulation. 

The  “65"  plan  is  made  up  of  special  benefits 
that  will  help  fill  the  benefit  gaps  in  [Medicare,  and 
major  medical  protection  that  will  provide  up  to 
SI 0,000  in  coverage,  with  the  subscriber  paying 
the  first  SI 00  and  20  per  cent  of  the  balance  of 
covered  charges. 

The  Blue  Cross  and  Physicians  Service  65  plan 
will  provide  benefits  for  both  hospital  and  doctor 
services.  For  example,  it  will  pay  the  first  S40  of 
a hospital  bill,  which  is  not  paid  by  Medicare,  plus 
the  SIO  per  day  not  covered  from  the  61st  through 
the  90th  day.  The  program  also  provides  full  cov- 
erage for  emergency  care  received  as  a hospital  out- 
patient within  24  hours  following  an  accident  or 
medical  emergency. 

[Most  physician  and  related  services  provided  in 
the  hospital,  doctor's  office,  or  patient's  home  not 
paid  by  [Medicare  Part  “B"  will  be  included  as 
covered  charges  under  the  major  medical  portion 
of  the  new  program.  .Also,  there  is  a benefit  for 
diagnostic  tests,  x-rays,  and  laboratory  services  for 
hospital  out-patients. 

HOSPITAL  ACCREDITATION  COMMISSION 
ADDS  FOUR 

Four  new  members  have  been  seated  on  the  22- 
man  Board  of  Commissioners  for  the  Joint  Com- 
missicn  cn  .Accreditation  of  Hospitals.  Two  are 
filling  newly  created  positions  and  two  others  are 
replacing  commissioners  whose  terms  had  expired, 
according  to  John  D.  Porterfield.  AI.D..  director  of 
JCAH. 

The  American  .Association  of  Homes  for  the  .Ag- 
ing will  be  represented  by  the  Rev.  William  T. 
Eggers.  of  the  Home  .Aged  Lutherans.  Wauwatosa. 

(Continued  on  Page  1.56'l 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

•NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


‘NEOSPORIN 


brand 


Polymyxin  B- Neomycin -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) ..5  mg. 


Tubes  of  Vj  oz.  and  1 oz. 

■ clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 


For  the  eradication  of  infectious  organisms  in  a Complete  literature  available  on  request  from 
wide  range  of  dermatologic  disorders:  impetigo,  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Wis..  and  the  American  Xursing  Home  Associa- 
tion's commissioner  will  be  Alton  E.  Barlow,  of  the 
Canton  (X.Y.)  Xursing  Home. 

Philip  D.  Bonnet.  M.D..  president  of  the  Ameri- 
can Hospital  Association,  replaces  Russell  A.  X’el- 
son.  ^I.D..  president  of  Johns  Hopkins  Hospital. 
Baltimore.  Md..  as  one  of  the  seven  AHA  members. 

Richard  E.  Palmer.  ^ED..  of  Alxeandria.  Va.. 
is  the  new  commissioner  from  the  American  Medi- 
cal Association,  replacing  W.  Andrew  Bunten.  M.D.. 
of  Chej'enne.  Wyo. 

The  expansion  of  the  board  to  22  members  fol- 
lowed JCAH  adoption  of  the  national  accreditation 
program  for  extended  care  facilities. 

Rhode  Island  has  a representative  on  the  22- 
member  Commission  in  Dr.  Marshall  X’.  Eulton  of 
Providence,  an  appointee  of  the  American  College 
of  Physicians. 

POLIO  STRIKES  59  TIMES  IN  '65,  RECORD  LOW 

Poliomyelitis  struck  59  times  last  year  in  the 
United  States,  the  Health  Insurance  Institute  said 
recently.  This  is  a record  low  for  polio,  the  dread 
disease  which  only  a few  years  ago  took  a hea\y 
toll  in  this  country. 

The  1965  incidence  nearly  halved  the  116  cases 
registered  in  1964,  the  previous  low  year  for  polio. 

The  Institute,  citing  from  recent  U.S.  Public 
Health  Service  provisional  data,  noted  that  ten 
years  before  — in  1955,  when  the  Salk  Vaccine 
was  approved  for  general  use  — 28,985  polio  cases 
were  reported.  Except  for  an  upturn  during  1958-59, 
polio  incidence  has  continually  diminished  in  the 
United  States  for  more  than  a decade.  (The  Sabin 
Oral  Vaccine  was  approved  for  general  use  in  1961.) 

The  Institute  said  that  in  1965,  28  states  re- 
ported no  cases  of  polio.  Eleven  states  had  only 
1 case  each.  They  are;  Illinois,  Michigan,  ^linne- 
sota.  Missouri,  Kansas.  ^Maryland.  Kentucky.  Mis- 
sissippi. .Arkansas,  X'ew  Mexico  and  Oregon. 

States  that  reported  more  than  one  case  included: 
Tennessee.  Louisiana.  Xew  Vork.  and  Oklahoma, 
each  with  2 : X'ew  Jersey  and  Washington  each  3 : 
X’ebraska  and  Arizona  each  4;  California  and  Iowa 
each  5;  and  Texas  high  in  the  nation  with  16. 

The  1965  polio  cases  while  few  in  number  still 
point  up  the  need  for  continuing  vaccination  pro- 
grams as  called,  for  by  the  office  of  the  U.  S. 
Surgeon  General. 

SUGGEST  HEALTH  PLAN  CHECK  EVERY  YEAR 

Check  your  health  insurance  once  a year.  That’s 
the  advice  from  the  Health  Insurance  Institute. 

The  Institute  says  that  rapidly  rising  medical 
costs,  additions  to  the  family,  a move  from  one 


part  of  the  country  to  another,  a change  of  em- 
ployer, and  other  factors,  may  have  worked  to 
outdate  your  current  health  insurance. 

Briefly,  the  Institute  suggests  that  you  do  this 
— go  over  your  policy  or  certificate  of  coverage 
and  jot  down  everything  you  don’t  understand. 
Take  these  points  up  with  a specialist  — your 
insurance  representative  for  individual  or  family 
policies,  or  your  company  or  union  welfare  office 
for  group  policies. 

In  your  review,  note  the  date  of  your  policy.  If 
it  was  written  in  1957.  it  may  not  give  you  ade- 
quate coverage  with  hospital  costs  up  61  per  cent 
since  then. 


DID  YOU  KNOW? 

• That  individual  and  family  hospital  ex- 
pense policies  provided  by  insurance  companies 
protected  39,724,000  people  in  the  United 
States  in  1964. 

• That  ten  years  earlier,  in  1954,  the  number 
protected  came  to  14  million  less. 

• That  a total  of  893  insurance  companies 
provided  individual  and  family  coverage  in 
1964;  and  that  503  companies  provided  it  a 
decade  earlier. 

• That  total  benefits  paid  out  by  insurance 
companies  under  individual  and  family  plans 
came  to  SI, 073  million  in  1964. 


POLIO  IN  THE  UNITED  STATES 


1946-1965 

Total 

Cases 

1946*  25,698 

1949*  42,033 

1952*  57,879 

1954*  38,476 

1955*  Salk  Vaccine  In  Use 28,985 

1956  15,140 

1957  5,485 

1958  5,787 

1959  8,425 

1960  3,190 

1961  Sabin  \'accine  In  L’se  1,312 

1962  910 

1963  449 

1964  116 

1965** 59 


* Immediate  Pre- Vaccine  Peak  Vears 
**Provisional 

Source:  U.S.  Department  of  Health, 
Education  and  Welfare 
Public  Health  Service 


Butazolidin^alka 

nenylbutazone  100  mg. 

led  aluminum 

I'droxide  gel  100  mg. 

agnesium  trisilicate  150  mg. 
jmatropine 

ethylbromide  1.25  mg. 


ie  trial  period  need  not  exceed  1 week.  In 
i)ntrast,  the  recommended  trial  period  for 
domethacin  is  at  least  1 month. 

lat's  why  it’s  logical  to  start  therapy  with 
Jtazolidin  alka — you'll  Snow  quickly  whether 
; not  it  works.  And  usually,  it  will. 

ilarge  number  of  investigators  have  re- 
irted  major  improvement  in  about  75%  of 
ises.  Some  patients  have  gone  into  remis- 
)n.  Relief  of  stiffness  and  pain  may  be  fol- 
wed  quickly  by  improved  function  and  res- 
ution  of  other  signs  of  inflammation.  And 
Jtazolidin  alka  is  well  tolerated,  especially 
ice  it  contains  antacids  and  an  antispas- 
idic  to  minimize  gastric  upset. 


ing  a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


I 


>ntraindications 

(iema,  danger  of  cardiac  decompensation; 
.itory  or  symptoms  of  peptic  ulcer;  renal, 
patic  or  cardiac  damage;  history  of  drug 
srgy;  history  of  blood  dyscrasia.  The  drug 
ould  not  be  given  when  the  patient  is  se- 
e,  or  when  other  potent  drugs  are  given 
ncurrently.  Large  doses  are  contraindi- 
ted  in  patients  with  glaucoma. 

I icautions 

* tain  a detailed  history  and  a complete 
l/sical  and  laboratory  examination,  includ- 


Adverse Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  bu-3804  p 


Geigy 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


(color  charts 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


itress  formula  vitamins  are  an  important  supportive  measure  in  main- 
aining  the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
)TRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
icreased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
oing  physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains; 

Vitamin  B i (asThi amine  Mononitrate)  10  mg. 

Vitamin  83  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  (Pyridoxine  HCI) 

2 mg. 

Vitamin  813  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  defi- 

ciencies.  Supplied  m decorative  “re- 

minder"  jars  of  30  and  100;  bottles 

of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

' ' 8241  4 
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A Summary  Report  Prepared  by  the  W'ashington  Office  of  the 
American  Medical  Association 


President  Johnson  has  put  a price  tage  of  about 
S4.5  billion  on  his  fiscal  1967  health  programs, 
both  domestic  and  international. 

The  President's  fiscal  1967  budget,  for  the  year 
beginning  next  July  1,  calls  for  spending  about  $4.3 
billion  on  domestic  health  programs  under  the  De- 
partment of  Health,  Education  and  Welfare.  Cost 
of  medicare  benefits  will  be  in  addition  to  this  total 
because  they  will  be  paid  for  by  Social  Security 
taxes. 

Spending  on  domestic  health  programs  would 
have  been  greater  if  some  — such  as  the  new 
heart  disease,  cancer  and  stroke  program  — had 
not  been  cut  back  because  of  increased  costs  of 
the  \’ietnam  war.  The  cutbacks  mainly  were  ef- 
fected by  requesting  smaller  appropriations  than 
Congress  had  approved.  The  appropriation  request- 
ed for  the  heart  disease,  cancer  and  stroke  program 
was  only  half  of  the  $90  million  authorized  by 
Congress. 

Johnson  told  Congress  he  would  submit  interna- 
tional health  legislation  to: 

— create  an  International  Career  Service  in 
Health; 

— help  meet  health  manpower  needs  in  develop- 
ing nations; 

— combat  malnutrition; 

— control  and  eradicate  disease; 

— cooperate  in  worldwide  efforts  to  deal  with 
population  problems. 

John.son  said  the  United  States  must  be  prepared 
to  help  developing  countries  that  ask  for  aid  in 
controlling  population  e.xpansion.  He  said: 

‘‘.  . . jxjpulation  growth  now  consumes  about 
two-thirds  of  economic  growth  in  the  less-developed 
world.  .\s  death  rates  be  steadily  driven  down,  the 
individual  miracle  of  birth  becomes  a collective 
tragedy  of  want.” 

Two  federal  reports  — by  the  President’s  Coun- 
cil of  Economic  .Advisers  and  the  Social  Security 
.Administration  — covered  medical  costs  and  over- 
all national  spending  for  health  care.  ' 


The  annual  report  of  the  economic  council  con- 
ceded that  the  “true”  increase  in  medical  costs  may 
have  been  less  than  the  dollar  increase.  The  report 
said: 

“In  the  most  recent  5 years,  medical  costs  have 
risen  less  rapidly  than  during  the  1950’s.  This  has 
been  due  primarily  to  the  fact  that  prices  of  pre- 
scriptions and  drugs  have  been  declining.  Also,  the 
increase  in  charges  for  medical  services  — includ- 
ing doctors’  and  dentists’  fees,  eye  examinations 
and  eyeglasses,  and  hospital  rates  — has  slowed 
down  in  comparison  with  the  earlier  period. 

“The  higher  hospital  and  doctor  charges  reflect- 
ed in  the  consumer  price  index  may  overstate  the 
true  increase  in  the  cost  of  medical  care  when  ac- 
count is  taken  of  the  rising  effectiveness  of  the 
care  received.  With  the  dramatic  improvements  in 
medical  technology  that  have  taken  place  over  the 
postwar  period,  many  patients  get  more  real  “serv- 
ices” from  each  day’s  stay  in  the  hospital,  or  each 
visit  to  the  doctor,  than  before.” 

The  Social  Security  Administration  reported  that 
the  nation  spent  $36.8  billion  in  1964  for  health 
care,  almost  tripling  the  $12.9  billion  spent  in  1950. 
Per  capita  expenditures  more  than  doubled  in  the 
15  year  period,  rising  from  $84  to  $191  per  person. 

Over  90  per  cent  of  the  1964  expenditures  were 
for  health  services  and  supplies.  The  balance  was 
spent  for  medical  research  and  construction  of  me- 
dical facilities. 

There  was  a considerable  shift  in  method  of 
payment  for  personal  health  services  from  direct 
out-of-pocket  payments  to  third-party  payments. 
Payments  by  third  parties  which  include  insurance 
benefits,  givernment  payments  and  philanthropic 
payments,  met  slightly  over  one-third  of  the  per- 
sonal health  care  expenditures  in  1950  and  almost 
half  of  these  exjaenditures  in  1964. 

Government  payments  continued  to  provide 
about  22  per  cent  of  the  funds  for  all  personal 
health  services. 

(Continued  on  Page  162) 


-Synephrine  is  a standard  among 
cal  vasoconstrictors.  It  is  unsurpassed 
' educing  nasal  turgescence  in  colds; 
a most  valuable  aid  in  preventing 
treating  sinusitis. 

■ -Synephrine  stops  the  boggy  feeling  of 
: :s  at  once— works  against  factors  that 
'I'ce  sinusitis.  With  Neo-Synephrine 
;5  drops,  spray  or  jelly,  turbinates  shrink 
f ontact,  obstructed  ostia  open  and 
ipage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Vs^Zo  solution  for  infants 

V4°7o  solution  for  children  and  adults 

'A'yo  pediatric  nasal  spray  for  children 

Vj'yo  solution  for  adults 

'hVo  nasal  spray  for  adults 

Vi’^o  jelly  for  children  and  adults 

I'Vo  solution  for  adults  (resistant  cases) 


♦Proctor.  D.  F.:  The  Nose.  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 

In  colds  and  sinusitis 


HCI 

(brand  of  phenylephrine  hydrochloride) 

solutions/sprays/jelly 
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The  Justice  Department  has  ordered  coordina- 
tion of  federal  procedures  to  assure  that  medical 
facilities  and  institutions  of  higher  learning  which 
receive  government  funds  do  not  practice  racial 
discrimination. 

The  Department  of  Health,  Education  and  Wel- 
fare was  assigned  the  main  responsibilitities,  in- 
cluding: 

— Preparing  and  distributing  a compliance  form 
to  be  submitted  by  all  medical  facilities  and  insti- 
tutions of  higher  learning  which  receive  federal 
money,  and  evaluating  the  submitted  forms. 

— Conducting  periodic  reviews  of  recipients  and 
investigating  any  discrimination  complaints  against 
them. 

— Attempting  to  secure  voluntary  compliance  and 
notifying  other  departments  and  agencies  when  any 
such  effort  fails. 

:«?  s|«  i}?  ^ 

Both  the  American  Medical  Association  and  the 


Food  and  Drug  Administration  have  warned  the 
public  against  interpreting  the  acquittal  of  the 
promoters  of  krebiozen  as  meaning  it  is  effective 
in  the  treatment  of  cancer. 

A federal  court  jury  in  Chicago  found  the  pro- 
moters not  guilty  of  fraud. 

"The  results  of  a criminal  proceeding  should 
not  be  interpreted  as  establishing  efficacy  of  the 
alleged  new  drug  called  krebiozen  by  its  promot- 
ers," the  AiMA  said.  Cancer  sufferers  should  consult 
with  their  physicians  and  not  try  to  determine  for 
themselves  what  is  the  best  course  of  treatment 
in  their  owm  individual  cases." 

"As  far  back  as  1963,  krebiozen  was  proved  to 
be  nothing  more  than  mineral  oil  and  creatine,  a 
common  laboratory  chemical.’’  the  FDA  said.  “That 
scientific  judgment  still  stands.  The  FDA  will 
carry  out  its  responsibility  to  the  public  by  doing 
whatever  will  be  necessary  to  keep  krebiozen  out 
of  interstate  commerce.  We  will  do  this  as  a life- 
saving activity.  Each  day  a person  with  treatable 
cancer  relies  upon  krebiozen  is  a day  that  brings 
him  closer  to  death.” 


DERMAQUIZ 

By  FRANXESCO  RONXHESE,  :^FD. 


1 

Bluish-reddish  elegant  rings  studded  with  pearly 
vesicles. 

Duration;  A few  weeks. 

Distribution:  All  over  a young  woman’s  body. 
Itching,  discomfort  and  temperature. 


11 

Red,  dry,  semicircular  rings;  white  mica-like  scales 
all  over  a young  woman’s  body.  Duration:  Years. 

No  itching  or  discomfort. 

For  diagnosis  answers  see  Page  209. 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin— once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowrsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  - the  Priceless  Ingredient 


First  aid  for  a button  popper 


I 
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Second  aid  for  a button  popper 
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5y  providing  combined  anorexigenic-tranquilizing  action, 
JAMADEX  SEQUELS  Capsules  help  your  nonshrinking 
'atients  to  establish  new  patterns  of  eating  less.  The  am- 
hetamine  component  suppresses  the  appetite,  while  the 
beprobamate  helps  allay  nervousness  and  tension.  And  for 
lost  patients,  the  sustained  release  of  the  active  ingredients 
i rovides  convenient  one-capsule-a-day  dosage. 

Side  Effects  commonly  associated  with  either  compo- 
ent  are  possible  but,  to  the  extent  these  are  dose-related, 
ley  should  normally  be  mild  and  infrequent,  since  the 
otal  dosage  of  each  component  on  the  usual  one-capsule- 
aily  regimen  is  quite  low.  Also,  the  sedating  effect  of 
leprobamate  and  tire  stimulating  effect  of  d-amphetamine 
jlfate  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
erse  effects  not  peculiar  to  either  component  have  not 
een  reported.  Side  effects  associated  with  d-amphetamine 
ilfate  include:  insomnia,  excitability,  increased  motor 
ctivity,  confusion,  anxiety,  aggressiveness,  increased  li- 
ido,  hallucinations,  rebound  fatigue,  depression,  dry 
south,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
irdiovascular  reactivity.  Effects  associated  with  meproba- 


mate include:  skin  rash,  nonthrombocytopenic  purpura 
with  petcchiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex*  Sequels* 

d-amphetamine  sulfate  ( 1 5 mg. ) Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 

LEDERLE  laboratories  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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THE  CLINICAL  DIABETES 
ASSOCIATION  OF  R.  I. 

Announces  A Panel  On 

‘The  Vascular  ComplicatiDUS 
□f  Diabetes  Mellitus  ' 

^foderator,  Irviiifr  A.  Beck,  31.1). 


“THE  3riCBOS(’OPU'  AHIOPATHY 
FHEM)  I>  THE  KIDNEY  AM) 
PEBIPHEKAL  TISSIES  OF  DIA- 
BETK'S” 

Dr.  Jacob  Dyckman 

Chief  Pathologist,  Miriam  Hospital, 
Associate  in  Pathology,  Boston  Uni- 
versity School  of  Medicine. 


“(  HANHES  IN  RENAL  PHYSIOLOGY 
ASSOCIATED  WITH  THE  YASCU- 
LAR  LESIONS  OF  DIABETES  3IEL- 
LITUS” 

Dr.  Jordan  J.  Cohen 
Director  of  the  Division  of  Renal  Dis- 
eases and  Associate  in  Medical  Re- 
search, R.  1.  Hospital;  Assistant  Pro- 
fessor of  Medicine,  Brown  University. 


“PATHOGENESIS  OF  RETINAL  .VN- 
GIOPATHY” 

Dr.  Toichiro  Kuwabara 
Assistant  Professor  of  Opthalniology, 
Howe  Laboratories,  The  Massachusetts 
Eye  and  Ear  Infirmary,  Boston. 


COLOR,  SOUND  MOVIE  PROVIDED 
BY  PFIZER  LABORATORIES 

A Summary  of  the  Vascular 
('(niiplications  of  Diabetes  3Iellitus 
WITH  AN  At'CENT  ON 
CLINICAL  I3IPLICATIONS 

Commentators: 

Dr.  .Mary  K.  MacDonald 
Dr.  Peter  Hugh  Forsham 
*'  Dr.  Irving  H.  Leopold 
Dr.  Aie.xander  JIarlde 

WEDNESDAY,  APRIL  13,  1966 
8:00  P.M. 

R.  I.  Medical  Society  Library 

106  Fraiici.s  Street,  Providence,  K.  I. 

Interested  Physicians  and  Medical  Students 
are  Cordially  Invited 


DEPROL 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzint 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drov/sintss  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  ( 1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone* 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful,  llosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have 'been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin, there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— ^25  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 

upon  request.  Eli  Lilly  and  Company,  aCt£fy 

Indianapolis,  Indiana.  sctzeo  
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ORAL  MUCOUS  MEMBRANE  DISEASE* 

Physicians  Should  Be  Familiar  W^ith  Disorders  of  the  Oral  Mucous 
Membrane.  Author  Makes  Plea  for  More  Frequent  Use  of  Biopsy 

IRVIXG  GLICKM.\X,  D.M.D. 


The  Author.  Irving  Glicl{man,  D.M.D. , of  Boston,  Massa- 
chusetts. Professor  and  Head  of  the  Department  of 
Periodontology,  and  Research  Professor  of  Oral  Pathol- 
ogy,  Tufts  University  School  of  Dental  Medicine. 


INTRODUCTION 

I WISH  TO  DISCUSS  the  oral  cavity  from  the  view- 
point of  the  physician.  This  subject  is  impor- 
tant to  physicians  since,  despite  the  fact  that  our 
dental  schools  devote  four  years  to  diseases  of  the 
hard  and  soft  tissues  of  the  oral  cavity,  many  pa- 
tients consult  their  physicians  for  relief  of  oral 
problems  other  than  tooth  decay. 

This  presentation  will  be  devoted  to  the  mucous 
membrane  of  the  oral  cavity  and  some  common- 
diseases  which  affect  it,  other  than  neoplasia.  The 
oral  mucosa  consists  of  stratified  squamous  epithe- 
lium and  an  underlying  connective  tissue  stroma. 
The  epithelium  varies  in  thickness  in  different 
areas,  usually  according  to  their  functional  require- 
ments. In  some  areas  such  as  the  tongue  the  struc- 
ture of  the  epithelium  is  uniquely  specialized.  The 
connective  tissue  stroma  also  varies  considerably. 
In  some  areas  it  is  loose  and  ver\’  vascular;  in 
others  it  is  densely  collagenous  with  relatively  few 
cells  and  blood  vessels. 

In  recent  years  we  have  been  interested  in  the 
chemistry  and  histochemistry  of  the  mucosal  epi- 
thelium and  connective  tissue.  For  example,  the 
effect  of  bacterial  enzymes  upon  the  intercellular 
components  of' the  epithelium  may  be  a significant 
factor  in  the  initiation  of  oral  disease.  The  effects 
of  local  and  systemic  influences  upon  the  connec- 
tive tissue  mucopolysaccharide  ground  substance 
have  also  been  studied.  The  fact  that  water-soluble 
glycoproteins  in  the  connective  tissue  are  increased 
in  pregnancy  has  stimulated  interest  in  the  possi- 
bility that  other  systemic  conditions  may  produce 
hitherto  unsuspected  effects  upon  basic  elements  in 
the  oral  mucosa. 

We  are  particularly  concerned  with  the  epithe- 
lial cells  in  the  problem  of  oral  mucous  membrane 
disease.  The  epithelium  is  constantly  renewing  it- 
self. Xew  cells  are  formed  in  the  basal  layer  and 
progress  toward  the  surface  until  they  die  and  are 

^Presented  at  the  154th  .Annual  .Scientific  .A.ssemblj' 
of  the  Rhode  Island  Aledical  .Society,  at  Providence, 
Rhode  Island,  May  5,  1965. 


desquamated.  With  age,  the  oral  mucosa  undergoes 
atrophy,  the  epithelium  is  thinned,  keratinization 
is  less  marked,  the  papillae  of  the  tongue  atrophy, 
and  connective  tissue  cellularity  is  reduced. 

If  you  examine  smears  made  of  the  mucosal  sur- 
face and  stain  them  with  Papanicolaou  stain,  you 
can  discern  all  stages  in  the  life  cycle  of  the  indi- 
vidual epithelial  cells  (Figure  1).  The  young  cell 
is  well  formed  with  clearly  outlined  nucleus,  cyto- 
plasm, and  cell  membrane.  As  the  cell  ages,  the 
staining  qualities  and  morphology  change.  The  nu- 
cleus becomes  pyknotic  and  disappears,  and  the 
cell  becomes  a shriveled  keratinized  shred  which  is 
desquamated. 

Based  upon  our  knowledge  of  the  morphology  of 
normal  epithelial  cells  and  the  changes  which  cha- 
racterize malignancy,  an  exfoliative  cytology  diag- 
nostic test  for  oral  cancer  has  been  developed.  Oral 
smears  have  their  limitations  and  are  not  substi- 
tutes for  biopsy,  but  they  are  useful  for  detecting 
early  malignancy,  particularly  in  lesions  which  ap- 
pear deceptively  benign  and  might  not  be  biopsied. 

INFLAMMATION 

The  term  stomatitis  is  used  in  a non-specific 
sense  to  designate  all  oral  mucous  membrane  dis- 
ease. The  portion  of  the  oral  mucosa  which  sur- 
rounds the  necks  of  the  teeth  and  covers  the  alve- 
olar process  of  the  jaw  is  known  as  the  gingiva 
(Figure  2).  Gingivitis,  inflammation  of  the  gingiva, 
is  the  most  common  oral  problem  for  which  phy- 
sicians are  consulted  (Figure  3).  Gingivitis  does  not 
ordinarily  spread  to  the  remainder  of  the  mucosa, 
but  occasionally  the  gingiva  is  involved  as  part  of 
a generalized  mucous  membrane  disease.  There  are 
many  forms  of  gingivitis,  some  of  the  more  common 
ones  will  be  discussed  here. 

It  is  well  to  approach  the  problem  of  oral  mu- 
cous membrane  disease  in  terms  of  the  types  of 
changes  which  can  occur  in  the  epithelium  and 
connective  tissue.  The  oral  mucosa  can  undergo 
changes  on  the  negative  side,  that  is  atrophy,  de- 
generation usually  but  not  necessarily  associated 
with  inflammation,  and  necrosis.  Or  it  may  under- 
go productive  changes  such  as  hyperplasia,  hyper- 
keratosis, or  neoplasia.  In  the  final  analysis  the  clin- 
ical picture  merely  represents  the  aggregate  of  the 
underlying  cellular  changes.  The  clinician  must  at- 
(Continued  on  next  page) 
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oral  mucosa  showing  various  stages  in  the  life  cycle 
of  epithelial  cells.  Young  nucleated  cells  are  shown  at 
right,  old  non-nucleated  shrivelled  cells  at  left. 


Fig.  3.  Chronic  marginal  gingivitis  showing  typical 
edema,  discoloration  and  shrinkage  away  from  the 
teeth.  The  deposit  around  the  necks  of  the  teeth  is 
calculus,  a common  cause  of  gingival  inflamation. 


Fig.  2.  Normal  gingiva. 


tempt  to  analyze  the  .gross  findings  in  terms  of  the 
tvpes  of  microscopic  changes  which  are  likely  to 
produce  them.  Such  analysis  is  a necessary  guide  to 
therapy  because  it  prevents  one  from  applying 
drugs  which  are  apt  to  produce  the  very  types  of 
cellular  changes  we  are  trying  to  treat. 


Inflammation  is  the  most  common  pathologic  pro- 
cess which  affects  the  oral  mucosa.  This  is  under- 
standable when  one  considers  the  numerous  local 
irritants  are  the  only  cause  and  their  elimination 
Saliva  and  its  microbial  population  and  their  irri- 
tating products  form  the  constant  environment  of 
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the  oral  tissues.  Food  debris,  plaque  accumulations 
on  the  teeth  and  calculus,  an  adherent  calcified 
deposit  prevalent  in  most  adults,  irregularly  ar- 
ranged teeth,  sharp  tooth  edges,  and  rough  mar- 
gins of  dental  restorations  which  entrap  debris  in 
which  bacteria  flourish  are  all  sources  of  local  ir- 
ritation. 

Inflammation  is  a factor  in  all  mucous  mem- 
brane disease,  but  its  role  varies  in  different  cases. 
Most  conditions  are  solely  inflammatory.  Local 
irritants  are  the  only  cause  and  their  elimination 
the  only  treatment.  Less  frequently  you  may  be 
dealing  with  an  oral  problem  caused  by  a systemic 
condition  in  which  inflammation  is  a secondary 
factor.  Hyperplasia  of  the  gingiva  in  epileptic  pa- 
tients under  Dilantin®  therapy  is  an  example  ( Fi- 
gure 4).  The  Dilantin®  causes  the  hyperplasia; 
the  superimposed  inflammation  is  caused  by  local 
irritants  trapped  in  the  enlarged  gingiva.  Removal 
of  the  local  irritants  will  lessen  the  gingival  en- 
largement to  the  extent  that  inflammation  has  con- 
tributed to  its  size,  but  complete  elimination  of  the 
hyperplasia  requires  cessation  of  the  Dilantin.® 

Inflammation  may  serve  in  another  role.  It  may 
be  the  precipitating  factor  responsible  for  oral 
disease  in  a patient  with  a systemic  condition 
which  of  itself  produces  no  clinically  detectable 
oral  changes.  Gingivitis  in  pregnancy  is  a classical 
example.  Pregnancy  itself  produces  no  gingivitis. 
Pregnancy,  however,  alters  the  response  of  the  gin- 
giva to  local  irritation  so  that  the  vascularity  of 
the  inflammatory  response  is  more  pronounced. 
.■\s  a result  striking  gingival  changes  often  occur 
in  pregnancy  ( Figure  5 ) . They  are  sometimes  er- 
roneously attributed  to  the  pregnancy,  while  they 
actually  are  caused  by  local  irritation.  Removal 
of  the  local  irritants  and  the  establishment  of  good 
oral  hygiene  will  eliminate  gingival  disease  in  preg- 
nancy. 

It  is  a truism  that  the  oral  tissues  are  affected 
by  the  systerr>ic  condition  of  the  patient  and  are 
therefore  susceptible  to  changes  caused  by  systemic 
disturbances.  Systemic  conditions  modify  the  tissue 
response  to  local  irritants,  but  most  diseases  of  the 
oral  mucosa  are  either  caused  entirely  by  local  ir- 
ritation or  have  important  contributing  local  etio- 
logical factors.  Look  for  obvious  local  factors  before 
seeking  for  a remote  etiology.  Even  when  one  sus- 
pects a systemic  disease,  one  should  clear  up  the 
local  irritation  first.  One  may  be  dealing  with  a 
simple  inflammatory  process. 

BLEEDING  GUMS 

‘'Bleeding  gums”  is  a common  patient  complaint. 
There  are  hemorrhagic  diseases  in  which  gingival 
bleeding  is  excessive  and  difficult  to  control.  But 
these  are  relatively  uncommon  and  are  accompa- 
nied by  abnormal  bleeding  in  other  tissues  and 
organs  as  well  as  in  the  oral  mucous  membrane. 


The  most  common  cause  of  gingival  bleeding  is 
gingivitis. 

Contrary  to  the  popularly  held  notion,  vitamin 
C deficienc}^  does  not  cause  gingivitis.  There  must 
be  local  irritants  to  produce  gingival  inflammation 
with  or  without  vitamin  C deficiency.  The  presence 
of  gingivitis  is  generally  not  a sign  of  vitamin  de- 
ficiency. Our  recent  researches  indicate  that  most 
patients  with  gingivitis  are  within  the  normal  range 
with  respect  to  ascorbic  acid  blood  levels.  For  them, 
vitamin  C therapy  is  wasteful. 

Mtamin  C or  any  other  vitamin  therapy  is  in- 
dicated in  the  treatment  of  gingivitis  only  when 
the  patient  has  a vitamin  deficiency.  In  vitamin  C 
deficient  patients  with  gingivitis,  vitamin  therapy 
will  improve  the  condition  by  reducing  the  hemor- 
rhagic tendency.  It  will  not  completely  eliminate 
the  gingivitis.  To  accomplish  this,  it  is  necessary 
to  remove  the  responsible  local  irritants. 

A vitamin  deficiency  more  often  manifested  in 
the  oral  cavity  is  that  of  vitamin  B complex.  It 
is  characterized  by  angular  cheilosis  (Figure  6) 
and  atrophic  glossitis  (Figures  7 and  8),  but  does 
(Continued  on  ne.xt  page) 


Fig.  4.  Hyperplasia  of  the  gingiva  associated  with 
Dilantin®  therapy  with  superimposed  inflammation 
caused  by  local  irritation. 


Fig.  5.  Gingival  changes  in  pregnancy  caused  by 
local  irritation. 
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Fig.  7.  Atrophic  glossitis  in  vitamin  B deficiency. 


Fig.  8.  Restoration  of  paDilIae  after  vitamin  B 
therapy. 
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not  cause  gingivitis.  Angular  cheilosis  is  also  often 
caused  by  “closing  of  the  bite”  and  resulting  fold- 
ing of  the  angles  of  the  mouth  rather  than  by  vita- 
min defiiciency. 

Even  in  severe  hematologic  disorders  such  as 
leukemia  or  thrombocytopenic  purpura  the  drama- 
tic oral  changes  are  usually  inflammatorv  and 
caused  by  local  irritation.  The  systemic  condition 
alters  the  response  to  the  local  irritants,  os  that  it  is 
markedly  hemorrhagic.  For  example,  a patient  with 
thrombocytopenic  purpura  and  severe  gingivitis 
and  gingival  hemorrhage  is  shown  in  Figure  9. 
Careful  removal  of  the  food  debris  and  plaque 
responsible  for  the  inflammation  restores  almost 
normal  gingiva  (Figure  10)  despite  the  persistence 
of  the  thrombocytopenic  purpura. 

INFECTIONS 

Like  other  mucous  membranes,  the  oral  cavity 
is  subject  to  infections.  The  most  common  infection 
of  the  oral  cavity  is  acute  necrotizing  ulcerative 
gingivitis  (Vincent's  infection).  It  is  characterized 
by  punched-out,  craterlike  marginal  destruction  of 
the  gingiva  covered  with  a gray  pseudomembran- 
ous slough.  The  patient  complains  of  spontaneous 
bleeding  of  the  gums,  pain,  bad  taste  in  the  mouth, 
and  in  some  instances  there  are  complications  such 
as  lymphadenopathy,  fever,  and  malaise  (Figure 
11). 

Microscopically,  this  is  an  acute  non-specific  ne- 
crotizing inflammation.  The  etiology  is  unknown. 
Bacteria  participate  in  the  destructive  process,  but 
it  has  not  been  established  whether  they  are  prin- 
cipal etiologic  factors  or  secondary  opportunists  su- 
perimposed upon  gingival  tissue  altered  by  local 
irritants  or  by  systemic  factors.  So  far  as  can  be 
determined,  this  is  not  a communicable  disease. 

VVhat  is  the  treatment  for  this  disorder?  First 
it  is  necessary  to  understand  that  acute  necrotizing 
changes  most  often  are  superimposed  upon  under- 
lying chronic  gingival  inflammation.  Treatment 
should  not  be  limited  to  the  relief  of  symptoms 
but  must  also  eliminate  the  underlying  chronic 
disease. 

Treatment  is  primarily  local  and  consists  of  the 
removal  of  local  irritants  and  the  establishment 
of  good  oral  hygiene.  Systemic  antibiotics  are  not 
used  unless  the  patient  is  febrile.  Use  of  topical 
antibiotics  in  the  form  of  lozenges  is  discouraged. 
They  may  sensitize  the  patient  to  the  antibiotic 
and  at  best  provide  only  temporary  relief.  Vitamin 
therapy  is  rarely  indicated  and  should  be  limited 
to  patients  in  whom  the  existence  of  a deficiency 
has  been  established. 

The  gingiva  is  also  subject  to  viral  infection, 
commonly  in  the  form  of  herpetic  gingivostoma- 
titis (Figure  12).  This  disease  is  characterized  by 
diffuse  erythema  of  the  oral  mucosa  usually  with 
vesicle  formation,  occasionally  with  associated  lip 
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involvement  (Figure  13).  It  runs  a limited  course 
of  seven  to  ten  days  and  is  commonly  accom- 
pan'ed  by  fever.  It  occurs  most  frequently  in  chil- 
dien  and  commonly  follows  an  episode  of  respira- 
tory infection. 


Fig.  9.  Hemorrhagic  gingivitis  in  patient  with  throm- 
bocytopenic purpura. 


Fig.  10.  Dramatic  improvement  following  removal  of 
local  irritants. 


Fig.  11.  Acute  necrotizing  ulcerative  gingivitis  (Vin- 
cent’s infection).  Note  the  characteristic  crater-like 
destruction  of  the  gingiva. 


In  the  treatment  of  this  disease  it  is  im[)ortant 
to  relieve  the  pain  and  control  systemic  compli- 
cations. Systemic  analgesics  are  helpful  for  pain 
relief.  Dyclone®,  an  analgesic  mouthwash,  may  be 
used  about  twenty  minutes  before  meals  to  enable 
the  child  to  eat.  Fever  may  be  controlled  by  anti- 
biotics, not  for  the  viral  infection  but  for  second- 
ary bacterial  involvement. 

Varicella  is  another  viral  infection  occasionally 
encountered  in  children.  Here  the  oral  mucosa  pre- 
sents lesions  comparable  to  those  which  appear  on 
the  skin.  The  oral  manifestations  ordinarily  do 
net  complicate  the  course  of  the  disease. 

Moniliasis  of  the  oral  cavity  (Figure  14)  was 
for  many  years  relatively  rare,  but  since  the  ad- 
vent of  antibiotics  has  become  more  common. 
Monilial  infection  occurs  as  opportunist  involve- 
ment by  organisms  always  present  in  the  oral 
cavity  after  supression  of  bacteria  by  antibiotics. 
Moniliasis  occurs  in  acute  and  chronic  forms.  The 
acute  involvement  presents  a characteristic  white 
flaky  accumulation  which  peels  off  and  leaves  an 
(Continued  on  nc.xt  page) 


Fig.  12.  Acute  herpetic  gingivo-stomatitis.  Erythema 
and  vesicles  on  palate  associated  with  lip  involvement 
shown  in  Figure  13. 


Fig.  13.  Acute  herpetic  involvement  of  the  lip. 
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underlying  bleeding  surface,  .\cute  moniliasis  usu- 
ally responds  well  to  topical  therapy  with  2 per 
cent  aqueous  gentian  violet  applied  three  times 
daily  (Figure  15),  but  some  prefer  antibiotics 
such  as  Nystatin®  or  Amphotericin  B®. 

Chronic  moniliasis  is  a different  type  of  prob- 
lem. The  infection  is  not  limited  to  the  oral  cavity; 
other  areas  of  the  body  are  involved.  The  oral 
lesions  appear  as  gray  discrete  spherical  surface 
accumulations  rather  than  as  flaky  lesions  such 
as  occur  in  the  acute  condition.  This  is  an  ex- 
tremely resistant  disease,  but  the  oral  lesions  often 
respond  to  the  topical  treatment  described  abov’e. 

commonly  encountered  condition  is  aphthous 
stomatitis  (canker  sore)  (Figure  16)  which  occurs 
under  various  circumstances.  In  some  patients  the 
lesions  occur  singly  and  only  sporadically  and 
really  present  no  serious  problem.  Other  patients 
suffer  intensely  because  they  constantly  harbor  one 
or  more  lesions,  and  as  individual  lesions  heal, 
new  ones  appear.  These  are  acute  destructive  le- 
sions which  run  a limited  course  from  seven  to  ten 
days.  A vesicle  is  sometimes  described  as  the  initial 
stage  of  the  disease  but  it  is  not  commonly  ob- 
served. I'he  most  common  appearance  is  that  of 
a depressed  ulcer  with  an  inflamed  elevated  margin. 

The  cause  of  aphthous  stomatitis  is  not  known. 
For  a long  time  allergy  was  suspected.  The  con- 
dition has  also  been  attributed  to  a virus,  but 
this  has  not  been  substantiated  by  evidence  of 
antibody  reaction.  The  most  popular  current  theory 
is  that  of  psychosomatic  origin. 

Therapy  consists  of  topical  drug  applications. 
Clinicians  have  their  favorite  drugs  with  which 
they  have  variable  degrees  of  success.  Silver  nitrate 
and  other  caustic  chemicals  are  just  as  likely  to 
spread  the  lesions  as  they  are  to  give  relief.  Most 
caustics  give  relief  by  spreading  the  area  of  ne- 
crotic tissue  and  temporarily  stopping  transmission 
of  pain.  Beneficial  effects  of  treatment  with  S5'S- 
temically  administered  vaccines  have  not  been 
established. 

Most  effective  relief  without  involving  the  risk 
of  aggravating  the  lesions  is  obtained  liy  topical 
application  of  Kenalog  in  Orabase®  (Squibb). 
This  is  a synthetic  corticosteroid  in  an  adhesive 
base.  It  serves  two  purposes.  By  covering  the 
lesion  it  protects  it  from  irritation  by  food,  bac- 
teria, and  their  products.  The  corticosteroid  in- 
hibits the  inflanmiatory  reaction  and  tides  the  pa- 
tient over  the  most  acute  and  painful  stages  of 
the  disease. 

DERMATOLOGIC  DISORDERS 

Many  dermatologic  disorders  are  manifested  in 
the  oral  cavity.  Lichen  planus  is  the  most  common 
in  this  group.  Lichen  planus  may  occur  only  in 
the  oral  cavity  or  on  the  skin,  but  in  most  cases 


Fig.  14.  Acute  moniliasis  with  charactcris’.ic  surface 
accumulation. 


Fig.  15.  Two  weeks  after  treatment  of  patient  shown 
in  Figure  14. 


Fig.  16.  Aphthous  stomatitis  (Canker  sore). 
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lesions  eventually  develop  in  both  locations.  Oral 
lichen  planus  may  present  the  classical  lace-like 
punctate  appearance  (Figure  17)  or  erosive  vesi- 
cular lesions  (Figure  18). 

Lichen  planus  may  persist  for  months  or  years. 
Psychogenic  factors  are  considered  to  be  of  etio- 
logic  significance.  The  disease  is  treated  systemic- 
ally  with  bismuth  and  tranquilizing  drugs.  Local 
treatment  confined  to  correction  of  all  sources  of 
irritation  is  very  important. 

Leukoplakia  is  a significant  disease  of  the  oral 
mucosa  (Figure  19).  It  resembles  lichen  planus, 
and  biopsy  is  required  for  definitive  diagnosis. 
.\n  important  difference  between  the  two  is  the 
fact  that  leukoplakia  may  undergo  malignant 
change.  Leukoplakia  should  be  biopsied  to  rule 
out  dyskeratotic  changes  which  necessitate  its  im- 
mediate removal.  Irritation  from  sharp  edges  of 
teeth  or  rough  margins  of  a dental  prosthesis 
should  be  eliminated  and  smoking  should  be  dis- 
continued. If  leukoplakia  does  not  respond  to  such 
palliative  measures  after  one  month,  it  should  be 
removed  surgically.  Do  not  fall  into  the  ‘'let's 
watch  it”  trap.  Too  often  patients  lose  contact  with 
their  phj'sician  and  dentist  — so  that  no  one  ob- 
serves the  leukoplakia,  ostensibly  being  “watched,” 
degenerating  into  a carcinoma. 

Pemphigus  vulgaris  is  a skin  disease  which  often 
presents  oral  lesions  (Figure  20).  It  occurs  as  thin- 
walled  bullae  which  rupture  and  leave  a raw  sur- 
face which  is  subsequently  covered  with  a mem- 
branous exudate.  In  contrast  to  the  vesicles  of 
lichen  planus  which  are  subepithelial,  pemphigus 
is  characterized  by  intraepithelial  vesicle  forma- 
tion. Once  a fatal  disease,  pemphigus  vulgaris  is 
now  controlled  by  systemic  corticosteroids,  but  the 
side  reactions  are  often  troublesome. 

(Concluded  on  Page  183) 


Fig.  20.  Pemphigus  vulgaris  showing  pseudomembra- 
nous covering  on  large  ruptured  vesicle. 
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The  physici.ans  of  Rhode  Island  are  fortunate 
to  have  a unique  resource  that  is  unrecognized 
by  manv  and  unused  by  most.  This  resource  is 
the  State  owned  and  financed  research  reactor 
which  stands  ready  to  serve  the  medical  community. 
This  is  the  only  publicly  owned  reactor,  available 
to  physicians,  that  is  so  located  that  it  may  serve 
everv  hospital  in  the  State. 

THE  REACTOR 

The  reactor  at  the  Rhode  Island  Nuclear  Science 
Center  with  its  associated  facilities  for  research 
(Fig.  1)  was  designed  to  meet  the  needs  of  a wide 
variety  of  investigations  in  the  various  sciences, 
among  them  the  biological  and  medical,  and  is  lo- 
cated in  the  town  of  Narragansett  on  the  site  of 
the  former  Fort  Kearney.  The  Center  was  made 
possible  by  the  people  of  the  State  through  a bond 
issue  of  81,000,000,  approved  in  the  general  elec- 
tion of  November,  1958.  Ground  was  broken  on 
.August  27,  1962,  and  criticality  was  achieved  for 
the  first  time  on  July  28,  1964.  The  reactor  is 
presently  operating  at  a power  level  of  1 megawatt 
,1,000,000  watts)  but  has  a built-in  capability  of 
5 megawatts. 

The  reactor  was  constructed  by  the  General  Elec- 
tric Company  and  is  operated  by  the  State,  acting 
through  the  Rhode  Island  .Atomic  Energy  Com- 
mission. It  is  licensed  by  the  F’.S.  .Atomic  Energy 
Commission  under  the  .Atomic  Energy  .Act  of  1954. 
-A  staff  of  reactor  operators,  each  individually  tested 
and  licensed  by  L'S.AEC.  works  in  the  field  of 
reactor  physics  under  the  direction  of  professionals 
who  are  .similarly  licensed. 

The  heart  of  the  reactor  ( Fig.  2 ) is  its  core, 
consisting  of  approximately  3 kilograms  of  the  iso- 
tope 235-uranium'  located  at  the  bottom  of  highly 
purified  light  water.  32  feet  deep.  The  reactor  is 
hence  described  as  a “iwol”  or  sometimes  as  a 
"swimming  iwol”  tvpe  and  is  an  extremely  versatile 
research  tool.  The  uranium,  alloyed  with  aluminum, 
is  fabricated  into  long  rectangular  plates,  12  thou- 
sandths of  an  inch  thick,  and  each  side  is  then 
clad  with  aluminum  plates  24  thousandths  thick. 


18  of  these  plates  make  up  a fuel  element  contain- 
ing 124  grams  of  uranium.  Each  as.sembly,  open  at 
top  and  bottom,  is  cooled  by  the  flow  of  pool  water 
through  it  under  forced  convection. 

The  reaction  which  takes  place  in  the  core  of 
the  reactor  involves  the  fissioning  of  the  235- 
uranium  nuclei  under  bombardment  by  neutrons 
according  to  the  following: 
iwU--’5^oNi>(92U2--^«)*>ziFiAi+z2E2^-T-2.5oN'  + Q 
where  the  F's  represent  various  fission  fragments 
and  Q represents  heat  energy  produced  in  the  reac- 
tion. The  .‘significant  point  is  that,  on  the  average, 
a single  bombarding  neutron  produces  2.5  new  neu- 
trons, and  hence  makes  the  chain  reaction  possible. 
The  fission  fragments  are  themselves  radioactive 
and  emit  gamma  rays  and  beta  particles  of  various 
energies. 

Six  beam  ports,  which  penetrate  through  the  con- 
crete biological  shield  and  coolant  water  to  the 
face  of  the  reactor  core,  provide  sources  of  high 
energy  or  "fast’’  neutrons.  .A  thermal  column  con- 
sisting of  graphite  stringers  provides  for  slower 
thermal  neutrons  which  are  required  for  certain 
experiments.  There  is,  in  addition,  a dry  "gamma” 
room  at  the  low  power  end  of  the  pool  where  ex- 
posure of  materials  to  gamma  rays,  using  partially 
spent  fuel  elements  from  the  core  as  sources,  may 
be  effected. 

.A  special  faciliU'  is  available  for  the  irradiation 
of  small  quantities  of  materials  or  small  animals 
such  as  mice.  This  is  a system  of  pneumatic  tubes 
in  which  small  carriers  called  “rabbits”  are  moved 
quickly  into  proximity  to  the  core,  irradiated  for 
the  desired  time  and  then  returned  to  the  rabbit 
station  on  the  main  reactor  floor.  In  addition,  ex- 
perimental material  may  be  lowered  through  the 
pool  water  in  proximity  to  the  core,  or  may  be 
placed  in  the  core  itself  in  radiaton  baskets  which 
are  identical  in  size  and  shape  with  fuel  elements 
and  which  can  be  substituted  for  them. 

.A  well-equipped  radiochemistry  laboratory  is  part 
of  the  reactor  complex  and  is  presently  equipped 
with  a 512  channel  analyzer.  These  instruments 
provide  for  the  rapid  and  precise  identification  of 
the  elements  in  extremely  small  quantities  through 
the  method  of  activation  analysis. 

ISOTOPE  PRODUCTION 

The  production  of  radioisotopes  is  perhaps  the 
most  familiar  role  of  the  nuclear  reactor  in  medicine. 
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A steadily  increasing  variety  of  reactor  produced 
isotopes  in  pharmacologically  pure  form  is  now 
readily  available  from  commercial  sources.  How- 
ever, for  shipping  purposes,  these  isotopes  must 
have  a half  life  of  at  least  12  hours.  IMost  of  the 
isotopes  commonly  used  in  medicine  have  half  lives 
measured  in  days  or  weeks,  h'or  example,  the  half 
life  of  131-Iodine  is  8.1  days,  203-}*Iercury  is  47.9 
days,  and  51 -Chromium  is  27.8  days.  The  nearest 
commercial  reactor  is  located  in  Xew  Jersey,  a 
distance  too  great  for  the  routine  production  and 
shipment  of  the  shorter  lived  isotopes. 

The  isotopes  with  half  lives  of  less  than  12  hours 
offer  many  advantages  to  the  physician.  The  most 
obvious  advantage  is  the  rapid  decay  of  radio- 
activity, allowing  an  e.xamination  to  be  repeated 
almost  immediately,  and  as  often  as  necessary.  The 
rapid  decay  also  affords  a much  low'er  dose  of 
absorbed  radiation  for  the  patient,  a factor  of  great 
importance.  It  is  necessary  for  us  to  learn  to  use 
these  short  lived  isotopes  and  to  develop  techniques 
to  handle  them.  Our  bodies  are  composed  almost 
entirely  of  hydrogen,  o.xygen,  nitrogen,  and  carbon. 

ith  the  exception  of  hydrogen,  the  remainder  have 
radioactive  isotopes  with  half  periods  measured  in 
minutes.  15-oxygen  has  a half  life  of  2.2  minutes. 
13-nitrogen  10  minutes,  and  11-carbon  20.4  min- 
utes. Each  of  these  isotopes  emits  a positron,  a 
(Continued  on  next  page) 
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Fig.  2.  Cut-away  view  of  the  open  pool  reactor. 
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positively  charged  electron  which  almost  immediate- 
ly meets  a negatively  charged  electron  and  is  con- 
verted into  2 gamma  photons  of  pure  energy.  These 
gamma  photons  emerge  at  nearly  180  degrees  to 
each  other,  making  their  detection  and  localization 
extremely  accurate.  Several  pairs  of  opposing  scin- 
tillation detectors  will  thus  localize  the  reaction 
at  the  point  of  intersect. 

ORGAN  PERFUSION 

One  of  the  most  exciting  developments  in  medicine 
is  the  use  of  short-lived  isotopes  for  organ  perfusion. 
This  method  permits  the  concentration  of  radionu- 
clides in  the  desired  organ  far  in  excess  of  physio- 
logical amounts.  The  thyroid  is  the  only  organ 
which  will  physiologically  concentrate  an  isotope 
(iodine)  in  a high  ratio  compared  to  normal  tissue, 
approximately  10,000:1,  However,  in  most  other 
organs  a ratio  of  3:1  is  about  all  that  can  be 
reached.  With  our  present  surgical  techniques,  the 
affected  organ  can  be  isolated  and  perfused  with 
curie  amounts  of  a beta  emitter  with  a short  half 
life.  The  radioactivity  will  decay  to  safe  levels 
before  the  organ  is  returned  to  the  general  circula- 
tion. The  use  of  a nuclide  which  emits  its  energy 
as  a beta  particle  limits  the  effective  range  of  the 
ionizing  radiation  to  the  organ  itself  since  the 
range  of  a beta  particle  in  human  tissue  is  less 
than  1 centimeter.  It  is  unnecessary  to  shield  the 
remainder  of  the  body.  Isotopes  with  a half  life 
of  as  little  as  2 minutes  can  be  used  for  this  pur- 
pose. With  proper  planning,  necessary  chemical 
purification  and  bacteriological  sterilization  of  the 
compound  containing  the  isotope  can  be  provided 
for.  Prompt  transportation  of  the  isotope  to  the 
hospital  can  be  achieved  most  readily  in  this  State 
by  helicopter,  a less  expensive  method  than  the 
construction  and  staffing  of  operating  room  facili- 
ties at  the  reactor  site. 

GAMMA  RADIATION 

The  research  reactor  is  also  a source  of  gamma 
radiation  of  high  intensity.  The  reactor  itself  can- 
not be  used  directly  for  human  therapy,  since  it 
is  almost  impossible  with  present  techniques  to 
produce  a controlled  beam  of  pure  gamma  rays. 
The  large  number  of  neutrons  alwa3’s  present  must 
shielded  out.  The  shield  itself  then  produces  sec- 
ondary gammas  which  contaminate  and  diffuse  the 
beam.  However,  a short  lived  nuclide  can  be  pro- 
duced within  the  reactor  and  rapidh'  transferred 
to  an  adjacent  area,  where  it  may  then  act  as  a 
source  of  gamma  radiation.  The  transfer  can  be 
a continuous  act  if  the  nuclide  is  in  liquid  form 
flowing  through  a pipe,  or  in  the  form  of  a chain, 
pellets,  wire,  or  ribbon.  A nuclide  with  a large 
amount  of  radioactivity  in  a small  volume  is  de- 
sirable. 60m-Co  is  ideal,  giving  21,500  curies/cm®. 
This  isotope  has  an  energy  of  1.33  mev.  a half 
life  of  10.7  minutes,  giving  a radiation  dose  of  233 


R/min.  at  1 meter.  For  comparison,  the  conven- 
tional 60-Co  has  a maximum  dose  rate  of  30.5 
R/min.  at  one  meter.  The  advantage  over  the  con- 
ventional 60-Co  source  is  the  higher  dose  rate  and 
the  smaller  source  volume,  allowing  for  more  ac- 
curate control  of  the  beam.  The  60m-Co  isotope 
may  be  reactivated  through  the  use  of  an  indium 
loop,  thus  avoiding  the  build-up  of  the  longer  lived 
60-Co  in  the  sample. 

NEUTRON  ACTIVATION 

Neutron  activation  analysis  is  a diagnostic  tool 
little  used  in  medicine  thus  far,  yet  it  is  a tool  so 
sensitive  that  micromicrogram  quantities  can  be  de- 
tected and  quantitatively  measured  with  extreme 
accuracy’.  The  sensitivity  of  this  method  is  beyond 
the  limits  of  ordinary-  spectrographic  methods.  The 
specimen  is  exposed  to  the  intense  neutron  flux 
in  the  core  of  the  reactor  where  one  or  more  of  the 
stable  elements  in  the  specimen  are  ‘‘activated,” 
i.e.,  converted  to  radioisotopes.  These  are  then  de- 
tected and  measured  by  their  characteristic  radi- 
ation and  half  life.  A comparison  sample  containing 
a known  amount  of  the  same  element  makes  the 
analysis  quantitative.  With  present  day  equipment, 
undesirable  contaminating  activity  can  be  removed 
by  “spectrum  stripping,”  which  allows  electronic 
subtraction  of  the  undesired  radiation.  Gross 
amounts  of  contaminating  elements,  such  as  sodium, 
can  be  removed  by  ion  exchange  methods  prior  to 
activation,  if  desired.  The  trace  elements  lend  them- 
selves especially’  to  this  method  of  analysis.  The 
study  of  the  changes  in  copper  levels  in  the  body 
fluids  and  tissues  of  patients  with  hepatolenticular 
degeneration  (Wilson’s  disease)  is  an  example. 

The  reactor  produces  by  fission  a flux  of  neu- 
trons divided  into  a spectrum.  Medically,  neutrons 
are  divided  into  two  categories:  fast  neutrons  of 
energies  greater  than  1 Key-  and  slow  neutrons  with 
energies  le.ss  than  1 Kev.  Fast  neutrons  yield  a 
low  percentage  of  capture  by-  the  predominantly 
light  elements,  with  a consequent  low  y-ield  of  ra- 
dioactiy'e  isotopes.  Most  of  the  fast  neutron  energy- 
is  dissipated  in  elastic  collisions,  causing  the  target 
nucleus  to  be  accelerated,  assuming  the  character- 
istics of  a charged  particle.  To  date,  this  form  of 
therapy  has  met  with  little  success  because  of  the 
difficulties  with  dosimetry  and  geometry. 

NEUTRON  CAPTURE 

Slow  or  thermal  neutrons  prove  most  useful  in 
“neutron  capture  therapy.”  A substance  with  a high 
capture  cross  section,  such  as  boron,  is  introduced 
into  the  target  tissue.  A beam  of  slow  neutrons  is 
then  directed  at  the  area  with  resulting  activation 
of  the  boron  atoms.  The  boron  decays  to  a stable 
state  by  emitting  an  alpha  particle,  which  causes 
intense  ionization  within  the  cell.  Even  small  clus- 
ters of  tumor  cells  w-ithin  normal  tissue  can  be  ir- 

("Concluded  on  Page  183) 
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WITHIN  THE  PAST  DECADE,  thosc  engaged  in 
the  field  of  education  have  witnessed  ever 
increasing  numbers  of  paramedical  personnel  em- 
ployed as  integral  members  of  a total  school  sys- 
tem. Their  functions  lie  within  the  areas  of  both 
health  and  education.  Legislation  has  been  encou- 
raged by  all  segments  of  our  society  demanding 
innumerable  types  of  services  formerly  provided 
by  private  physicians  or  public  health  agencies.  In 
the  State  of  Rhode  Island,  recent  legislation  deals 
with  dentistry,  vision,  speech,  and  hearing,  which 
have  become  mandatory  health  concerns  falling 
within  the  jurisdiction  of  the  State  Health  Depart- 
ment and  the  State  Department  of  Education.  Per- 
missive legislation  is  gradually  being  withdrawn, 
and  the  responsiblity  of  local  communties  increases 
with  each  passing  year.  More  stringent  require- 
ments in  the  screening  of  vision,  speech,  and  hear- 
ing must  be  met  by  local  schools  with  subsequent 
increases  in  the  number  of  paramedical  personnel. 
These  requirements  necessitate  additional  school 
nurses,  school  psychologists,  speech  pathologists, 
audiologists,  special  education  teachers,  and  ad- 
ministrators. 

A growing  awareness  by  paramedical  personnel 
of  their  dependence  on  the  medical  profession  and 
more  particularly  on  the  physicians  within  the 
borders  of  our  own  state  is  noteworthy.  People  in 
the  field  of  education  must  of  necessity  rely  heav- 
ily on  the  medical  profession  for  guidance  and  di- 
rection in  matters  critical  to  the  overall  health  and 
well-being  of  school  children.  Basic  to  this  philoso- 
phy is  the  need  for  ‘‘good  public  relations”  between 
the  medical  profession  and  the  other  groups  men- 
tioned. 

It  is  the  purpose  of  this  discussion  to  outline 
some  of  the  problems  involved  in  communication 
between  the  professional  fields  and  to  suggest 
means  by  which  better  relations  may  be  attained. 
In  particular,  we  are  concerned  with  the  relation- 
ship between  those  in  the  speech  and  hearing  field 
and  members  of  the  medical  profession. 

OBSTACLES  TO  LIAISON 
Perhaps  one  of  the  most  significant  obstacles  to 
closer  liaison  between  the  professions  is  a lack  of 


understanding  of  what  is  meant  by  a speech  path- 
ologist or  audiologist.  The  semantic  confusion  within 
our  own  profession  regarding  the  meaning  of  such 
titles  as  pathologist,  clinician,  and  therapist  adds 
to  the  misunderstanding.  There  is  a general  lack 
of  knowledge  regarding  the  intensive  training  and 
experience  required  to  attain  these  titles. 

A speech  pathologist  cannot  be  considered  merely 
a teacher  of  speech  or  an  elocutionist,  an  idea  prev- 
alent for  too  long  a time.  On  the  contrary,  the 
speech  pathologist  of  today  is  schooled  in  the  de- 
v'elopment  of  speech  and  language.  He  assists  in 
the  overall  diagnosis  of  communicative  handicaps 
and  formulates  a therapeutic  program  designed  to 
improve,  as  far  as  possible,  both  the  expressive 
and  receptive  avenues  of  communication.  Such  a 
responsibility  cannot  be  assumed  in  isolation.  Nei- 
ther can  it  be  assumed  by  inadequately  trained 
speech  pathologists  and  audiologists. 

Significant  advantages  have  been  and  are  now 
being  made,  both  nationally  and  locally,  to  upgrade 
the  speech  and  hearing  profession  to  a status 
worthy  of  the  name  profession.  The  American 
Speech  and  Hearing  Association  has  recently  in- 
creased the  basic  certification  requirements  for 
speech  pathologists  and  audiologists  to  include  a 
master's  degree  and  intensive  clinical  practice.  Ad- 
vanced certification  requirements  include  substan- 
tial background  and  clinical  experience  reaching 
toward  the  doctoral  level.  The  local  profe.ssional 
association,  The  Rhode  Island  Speech  and  Hearing 
Association,  encourages  competent  and  knowledge- 
able people  to  become  members  of  this  profession. 
With  a background  of  anatomy  and  physiology  of 
the  speech  and  hearing  mechanisms,  a knowledge 
of  voice  science  and  acoustics,  and  a rationale  for 
therapy,  the  speech  pathologist  is  in  a position  .to 
communicate  effectively,  not  only  with  the  medical 
profession,  but  with  the  educator  as  well. 

Upon  the  speech  and  hearing  specialist  devolves 
the  responsibility  for  adequate  screening  for  de- 
fects in  the  communicative  area.  Time-consuming 
as  this  procedure  is.  it  is  a vital  part  of  any  school 
health  program.  Early  detection,  and  remediation 
if  possible,  of  anomalies  involving  the  sensory  ave- 
nues of  learning  allows  the  child  a more  normal 
adjustment  to  the  education  milieu.  The  judicious 
referral  of  appropriate  problems  to  physicians  is 
(Continued  on  next  page) 
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encouraged,  when  there  is  actual  impairment  or  the 
slightest  possibility  of  impairment.  Xot  all  referrals 
will  actually  require  medical  attention,  but  it  is 
better  to  err  on  the  side  of  safety.  There  is  some 
reluctance  to  refer  children  for  a medical  diagnosis 
because  of  the  occasional  doubtful  medical  judg- 
ment that  the  referral  was  unnecessary.  “He  will 
outgrow  it”  is  an  opinion  that  often  troubles  the 
speech  and  hearing  specialist. 

Other  obstacles  tend  to  magnify  existing  diffi- 
culties. Consideration  must  be  given  to  the  cir- 
cumstances under  which  screening  for  defects  is 
conducted.  Xot  all  schools  can  provide  optimum 
physical  conditions  for  testing.  Xot  all  schools  have 
met  associational  standards  in  paramedical  per- 
sonnel. In  some  instances  case  loads  are  far  beyond 
reasonable  limits  in  terms  of  numbers,  types,  and 
severity  of  defects.  This  often  results  in  inadequate 
follow-up.  Still  further  complications  arise  in  the 
school  setting  when,  in  some  systems,  administra- 
tive personnel  in  the  field  of  exceptionality  who 
have  limited  e.xperience  in  speech  and  hearing  dic- 
tate the  extent  to  which  personnel  having  such 
skills  may  operate.  More  often  than  not  it  is  ne- 
cessary to  devote  time  outside  of  school  hours  to 
parental  counseling. 

Critically  important  to  speech  pathologists  is 
the  long-term  rehabilitation  period  required  for 
many  of  their  cases.  Problems  involving  cleft  pal- 
ate. cerebral  palsy,  mental  retardation,  and  lan- 
guage deficits  necessitate  continued  re-evaluation. 
Effective  evaluation,  either  initially  or  as  a con- 
tinuing process,  cannot  be  conducted  in  isolation. 
On  the  contrary,  continuing  evaluation  requires 
even  more  freedom  of  access  to  all  individuals  in- 
volved in  total  rehabilitation.  Xot  uncommonly 
the  problem  is  compounded  because  of  the  refusal 
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of  one  school  system  to  forward  to  another  the 
case  history  and  other  data  upon  transfer  of  a 
student.  This  occurs  more  frequently  with  psycho- 
logical data.  A duplication  of  diagnostic  procedures 
becomes  necessary,  and  valuable  transistory  ob- 
servations are  forfeited.  Both  inter-  and  intra- 
professional obstacles  to  better  communicative  re- 
lationship exist. 

PLAN  FOR  IMPROVED  COMMUNICATION 
In  order  to  overcome  some  of  the  impediments 
to  communicative  relationships  between  professions, 
the  following  suggestions  are  advanced; 

1.  A realization  should  be  fostered  that  speech 
and  hearing  rehabilitation  is  only  as  effective  as  the 
medical  service  of  which  it  is  a component. 

2.  Invitations  to  participate  in  professional  pro- 
grams conducted  by  local  hospitals,  such  as  cleft 
palate  and  speech  and  hearing  clinics,  should  be 
extended  to  paramedical  personnel  to  enable  them 
to  keep  abreast  of  the  latest  medical  developments. 

3.  Descriptive  literature  regarding  the  develop- 
mental and  educational  implications  of  speech  and 
hearing  disorders  should  be  furnished  to  private 
ph\’sicians  for  dissemination  to  concerned  parents. 

4.  The  Rhode  Island  Speech  and  Hearing  As- 
sociation should  provide  a register  of  certified 
speech  pathologists  and  audiologists  to  which  the 
medical  profession  could  refer. 

CONCLUSION 

Eundamentally,  all  paramedical  personnel  look  to 
the  medical  profession  for  direction.  The  orienta- 
tion of  their  training  has  been  toward  professional 
interaction,  a principle  preached  in  the  classroom 
but  seldom  practiced  in  the  community.  If  this 
is  to  mature  within  this  state,  immediate  action 
should  be  taken.  The  physician  should  view  the 
children  with  whom  we  are  concerned  not  only  as 
health  problems,  but  as  educational  problems  as 
well.  Physicians  should  demand  of  those  in  the 
paramedical  fields  a more  critical  and  comprehen- 
sive view  of  their  responsibities  not  only  to  edu- 
cation. but  to  health. 
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Through  the  years  one  clearly  defined  fact 
in  psychological  research  and  observation  has 
emerged;  among  all  of  our  human  experiences  the 
most  important  is  our  relationship  with  other  peo- 
ple. Interpersonal  relationships,  their  nature,  and 
quality  are  what  count  most  in  the  life  of  the  in- 
dividual. 

\\'hat  we  are  is  the  result  of  these  past  experi- 
ences. Experiences  are  gathered  beginning  in  in- 
fancy, in  childhood,  through  the  difficult  teens,  and 
then  into  adult  life.  Experience  in  the  human  situ- 
ation means  relationships  — relationships  with 
people,  with  mother,  father,  brother,  sister,  play- 
mates, teachers,  and  others.  Whether  these  experi- 
ences are  good  or  bad,  they  become  a developing 
way  of  life.  We  grow  and  change  mentally  through 
the  process  of  psychologically  incorporating  these 
daily  experiences,  just  as  we  grow  physically 
through  the  process  of  physical  incorporation.  All 
that  we  have  experienced  then  becomes  a part  of 
us. 

People  who  have  influenced  our  lives  continue 
to  have  an  existence  in  our  mind  in  the  form  of 
images  and  thus  exert  an  influence  in  our  daily  be- 
havior. In  a sense,  we  could  say  that  our  minds 
are  populated  with  people  from  our  past  experien- 
ces. This  can  be  extremely  helpful  if  these  past 
experiences  are  pleasant  ones  with  good  substantial 
persons  with  whom  to  identify.  These  past  experi- 
ences with  people  can  provide  strength,  support, 
and  guidance.  They  assist  us  in  developing  our 
ideals.  This  can  be  demonstrated  by  our  ability  to 
re-experience  them  in  many  different  ways.  Reliving 
these  experiences  gives  us  inner  strength,  self- 
rspect,  and  self-confidence,  and  makes  it  possible 
for  us  to  face  life’s  problems  with  confidence  and 
assurance. 

On  the  other  hand,  these  internal  representatives 
from  out  of  our  past  may  be  of  such  quality  that 
they  fail  us  in  everyday  needs.  We  may  not  be  able 
to  draw  from  them  a sense  of  acceptance,  love,  or 

^Presented  at  a meeting  of  the  National  .Association 
of  Private  Psychiatric  Hospitals,  at  New  Orleans, 
Louisiana,  January  17,  1966. 


strength.  It  is  here  that  we  need  a new  relationship 
in  life,  and  that  would  include  a healing  relation- 
ship. 

PEOPLE  NEED  PEOPLE 

All  around  us  are  many  people  who  are  in  need 
of  help;  by  help  I mean  a healing  relationship  be- 
tween individuals.  Defeated  and  bound  down  by 
their  unpleasant  experiences  and  memories  out  of 
the  past,  there  is  no  escape  except  through  a new 
and  better  relationship  that  can  provide  a new  e.x- 
perience  and  opportunity  for  a new  organization  of 
the  individual’s  inner  life.  As  a psychiatrist  recently 
said,  “People  need  people.  People  need  other  people 
to  help  them  to  become  free  of  the  strongest  bonds 
this  side  of  death.”  Relationship  is  healing  and 
therapy. 

Carl  Rogers'  asked  the  question,  “How  can  I 
treat  or  cure  this  person?”  meaning  his  psychiatric 
problem.  He  asks,  “How  can  I provide  a relation- 
ship which  this  person  may  use  for  his  own  per- 
sonal growth?  Perhaps  I could  start  with  negative 
learning.  It  has  gradually  been  driven  home  to 
me  that  I cannot  be  of  help  to  a troubled  person 
by  means  of  any  intellectual  or  training  procedure. 
No  approach  which  relies  upon  knowledge,  upon 
training,  upon  the  acceptance  of  something  that 
is  taught  is  of  any  use.  These  approaches  seem  so 
tempting  and  direct  that  I have  in  the  past  tried 
a great  many  of  them.  It  is  possible  to  explain  a 
person  to  himself,  to  prescribe  steps  which  should 
lead  him  forward,  to  train  him  in  knowledge  about 
a more  satisfying  mode  of  life.  But  such  methods 
are,  in  my  experience,  futile  and  inconsequential. 
The  most  he  can  accomplish  is  some  temporary 
change  which  soon  disappears,  leaving  the  individual 
more  than  ever  convinced  of  his  inadequacy.  The 
failure  of  any  such  approach  to  the  intellect  has 
forced  me  to  recognize  that  change  appears  to  come 
about  through  e.xperience  in  a relationship.” 

In  essence,  he  is  talking  about  the  far-reaching 
possibilities  of  helping  others  outside  of  the  strictly 
professional  therapeutic  relationship. 

Good  relationships,  we  feel,  are  the  key  to  suc- 
cess in  any  psychiatric  facility.  We  recognized  long 
ago,  even  before  the  acute  shortage  of  medical 
personnel  occurred,  that  it  is  impossible  for  a 
limited  number  of  psychiatrists  to  spend  any  sig- 
nificant amount  of  time  in  building  relationships 
with  many  patients  in  need  of  such  help.  What  have 
(Continued  on  next  page) 
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we  done  to  compensate  for  this?  The  answer  is 
obvious  — we  have  turned  to  non-medical  per- 
sonnel. The  results  are  rewarding,  and  we  feel  that 
it  is  due  to  their  establishing  firm  relationships 
with  the  patients  with  whom  they  are  working. 
EXPERIENCE  WITH  NON-MEDICAL  PERSONNEL 

The  Fuller  Memorial  Sanitarium,  which  I rep- 
resent. is  a small.  52-bed.  private  psychiatric  fa- 
cility located  in  South  Attleboro,  Massachusetts. 
We  have  been  in  operation  for  almost  30  years 
and  have  treated  over  10,000  patients.  We  have 
used  all  modalities  in  treatment  of  patients,  includ- 
ing psychotherapy  on  a one-to-one  basis,  as  well 
as  group  therapy.  The  group  therapy  sessions  have 
been  emphasized  with  the  alcoholic  population  be- 
cause of  the  larger  numbers  in  this  group  that  are 
under  treatment  through  the  years  and  certain 
advantages  that  group  therapy  offers  to  them. 

We  have  had  non-medical  personnel  in  the  area 
of  patient  care  during  the  past  fifteen  years.  At  the 
present  time  we  have  two  full-time  psychologists 
doing  psychotherapy  and  two  part-time  psycholo- 
gists doing  testing,  one  of  whom  is  involved  in 
intensive  psychotherapy  on  out-patients  as  well  as 
in-patients.  The  other  two  are  responsible  for  ad- 
missions. intakes  and  interviews  with  out-patients 
and  relatives. 

It  is  essential  that  the  attitudes  of  the  [Medical 
Director  and  psychiatric  staff  as  well  as  of  the 
administration  should  engender  mutual  respiect  and 
open  communications  to  enhance  a good  working 
relationship. 

Recently  we  have  engaged  a social  worker  who 
is  working  closely  with  the  [Medical  Director  in  the 
area  of  patient  care  and  assisting  in  the  screening 
of  prospective  patients,  and  talking  with  the  family 
and  relatives  of  patients.  Planning  a schedule  for 
medical  coverage  with  available  personnel  is  not 
an  easy  task;  this  can  be.  and  is  being,  accom- 
plished by  our  social  worker.  Other  staff  personnel 
problems  can  be  handled  by  the  social  worker  act- 
ing as  a liaison  officer,  thus  releasing  the  ps^xhia- 
trist  for  other  more  strictly  psychiatric  problems 
with  patients. 

It  seems  vital  at  this  critical  time,  when  medical 
personnel  is  so  difficult  to  procure,  that  we  use 
these  ancillary  services  in  our  various  therapeutic 
procedures.  There  are  also  certain  advantages  in 
using  non-medical  personnel  in  patient  care,  as 
well  as  certain  disadvantages. 

First  let  me  emphasize  the  advantages.  Our  two 
psychologists,  assigned  to  patient  psychotherapy, 
have  done  a very  fine  job  with  individual  psycho- 
therapy. They  are  willing  to  give  a 50  minute  in- 
terview on  a daily  basis,  or  at  least  three  times  a 
week,  to  each  patient  assigned  to  them.  They  work 
closely  with  the  psychiatrist,  attending  daily  staff 


conferences  and  reporting  on  the  progress  of  their 
patients.  I have  noted,  with  considerable  pleasure, 
that  the  relationship  developed  between  the  psy- 
chologist and  the  patient  is  usually  a very  firm  and 
rewarding  one.  Once  this  is  established,  the  psy- 
chitrist's  role  is  that  of  a consultant.  The  well- 
trained  psychiatric  social  worker  also  may  estab- 
lish a very  good  working  relationship  with  the 
patient.  It  is  gratifying  to  have  the  patients  request 
either  a particular  psychologist  or  psychiatric  so- 
cial worker  for  psychotherapy  on  a continuing  basis 
when  this  is  needed,  thus  releasing  the  psychiatrist 
for  other  clinical  work  not  appropriate  to  non- 
medical workers. 

Another  distinct  advantage  of  non-medical  per- 
sonnel is  their  availability.  The  psychiatrist  is  not 
always  available  when  needed;  the  non-medical 
personnel  can  often  see  the  patients  at  these  times. 

Occupational  therapy,  physiotherapy,  diet  thera- 
py, and  other  therapies  are  in  the  hands  of  those 
not  trained  psychiatricalh',  but  they  are  a definite 
asset  in  the  total  program  of  patient  care.  It  is 
often  difficult  to  determine  just  what  are  the  ma- 
jor factors  in  a patient’s  recovery  when  so  many 
people  are  participating  in  the  care  and  treatment, 
and  when  environment  plays  such  a vital  part  in 
therapy. 

The  disadvantages  of  non-medical  personnel  lie 
in  the  area  of  patient  care.  One  disadvantage  is 
that  the  psychologist  or  psychiatric  social  worker 
does  not  have  the  complete  and  definitive  respon- 
sibility for  the  patient  in  regard  to  medical  treat- 
ment. With  respect  to  the  newer  psychotropic  drugs 
and  various  other  therapies  of  proven  value,  it  be- 
comes apparent  to  the  non-medical  worker  that 
they  are  indicated  in  the  treatment  of  certain  pa- 
tients. This  indicates  intervention  by  the  psyxhia- 
trist.  often  at  the  request  of  the  non-medical  thera- 
pist. It  is  here  that  the  psychiatrist  can  cooperate 
and  compliment  the  non-medical  personnel  in  the 
total  treatment  of  the  patient.  This  is  not  always 
easy  to  accomplish  smoothly,  but  it  has  to  be  done 
if  a good  working  relationship  is  to  be  maintained. 

The  ultimate  responsibility  for  patient  care  rests 
squarely  on  the  shoulders  of  the  psychiatrist.  The 
medical  problems  involved  in  the  patient's  care  are 
the  responsibility  of  the  the  psychiatrist.  Therefore, 
it  behooves  us,  as  psychiatrists,  to  be  aware  of  pos- 
sible physical  problems  and  emergencies,  which  so 
frequently  are  the  precipitating  factors,  if  not  the 
cause  of,  the  patient’s  illness.  Xon-medical  person- 
nel cannot  be  e.xpected  to  be  as  alert  to  the  organic 
possibilities  as  are  psychiatrists.  Responsibility  to 
recognize  a physical  illness  therefore  revolves  around 
the  psychiatrist  or  medical  consultant. 

CONCLUSION 

In  these  days  when  we  are  so  short  of  trained 
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psychiatric  personnel  and  long  on  the  number  of 
patients  requesting  admission  and  treatment,  it 
limits  the  time  with  the  psychiatrist.  This  necessi- 
tates a short  therapeutic  interview  with  his  pa- 
tients. Ancillary  services  of  the  psychologist  and 
the  psychiatric  social  worker  in  the  area  of  treat- 
ment is  welcomed  in  our  institution.  This  is  the 
attitude  of  many  who  with  limited  personnel  are 
caring  for  hospitalized  psychiatric  patients. 

It  is  the  consensus  in  our  institution  that  all  of 
those  involved  in  patient  therapy  contribute  greatly 
to  our  staff  conferences.  They  become  highly  skilled 
in  the  treatment  of  the  functionally  ill  patient, 
requiring  less  and  less  of  the  psychiatrist’s  time 
for  supervision.  / 

We  are  all  aware  of  the  therapeutic  advantages 
of  a warm  relationship  between  the  therapist  and 
the  patient.  This  relationship  can  be  enhanced  by 
non-medical  personnel  by  the  lengthening  of  each 
visit  and  by  working  through  the  individual  prob- 
lem and  understanding  the  dynamics  in  operation. 
It  is  our  feeling  that  non-medical  personnel  are 
responsible  individuals  in  the  care  and  treatment  of 
the  patients  assigned  to  them. 

REFERENCE 

‘Roger.s,  C.  R. : On  Becoming  a Pei  son.  Houghton 
Mifflin  Company,  Boston,  1961  P.  32 


ORAL  MUCOUS  MEMBRANE  DISEASE 

(Concluded  from  Page  175) 

.\  disease  which  resembles  pemphigus  vulgaris 
but  which  is  differentiated  from  it  by  its  micro- 
scopic picture  and  clinical  course  is  mucous  mem- 
brane pemphigoid.  It  is  usually  confined  to  the 
oral  mucous  membrane,  but  there  are  sometimes 
ocular  and  vaginal  lesions.  The  oral  lesions  begin 
as  bullae  which  rupture  and  leave  slowly  healing 
painful  erosive  areas.  The  symptoms  and  pain  un- 
dergo remissions  and  exacerbations  over  a period 
of  many  years.  .As  the  name  implies,  it  is  a benign 
disease.  Pain  from  individual  lesions  is  relieved 
by  a topical  corticosteroid  ointment,  Kenalog  in 
Orabase®  (Squibb),  applied  three  times  a day. 

BIOPSY 

Finally,  the  importance  of  the  biopsy  in  the 
diagnosis  of  oral  mucous  membrane  disease  should 
be  emphasized.  Everyone  recognizes  the  necessity 
of  taking  a biopsy  for  definitive  diagnosis  of  oral 
tumors.  However,  when  malignancy  is  not  suspec- 
ted. there  is  a tendency  to  make  the  diagnosis  from 
the  history  and  clinical  appearance  and  then  treat 
without  further  ado.  Frequently  the  treatment  pro- 
duces tissue  injury  or  masks  the  appearance  of 
the  lesions,  so  that  recognition  of  the  disease  be- 
comes even  more  difficult.  Recalcitrant  oral  mu- 
cous membrane  le.sions  wTich  do  not  respond 


promptly  to  treatment  should  be  biopsied.  The 
microscopic  picture  of  some  diseases  is  non-specific, 
but  biopsy  does  reveal  the  nature  of  the  pathologic 
changes  responsible  for  the  clinical  lesions,  d’his 
gives  the  clinician  a closer  understanding  of  the 
problem  that  confronts  him,  and  aids  him  in  avoid- 
ing ineffective  or  harmful  drugs. 

Figures  2,  6,  7,  8,  9,  10,  11,  12  are  from,  Glicknian,  I.: 
Clinical  Periodontology,  3rd  Ed.,  1964.  W.  B.  Saun- 
ders Company,  Phila.,  Pennsylvania. 


THE  PRACTICING  PHYSICIAN  AND 
THE  NUCLEAR  REATOR 

(Concluded  from  Page  178) 

radiated  by  this  method..  There  are  many  prob- 
lems wdth  this  type  of  therapy  which  remain  to  be 
solved,  such  as  lack  of  adequate  dosimetry,  poor 
depth  penetration,  and  significant  undesirable 
gamma  radiation.  These  problems  will  surely  be 
solved  as  further  investigative  work  is  done. 

With  today’s  instrumentation,  surgical  tech- 
niques, and  medical  knowdedge,  the  use  of  the  nu- 
clear reactor  for  medical  purposes  promises  to  have 
a steadily  increasing  role.  The  research  reactor  of 
Rhode  Island  stands  ready  to  serve  the  physicians 
of  this  State.  It  remains  with  us  to  call  upon  our 
reactor  for  help  in  the  care  of  our  patients. 

SUMMARY 

The  Rhode  Island  Research  Reactor  is  a unique 
tool  for  medicine.  The  production  of  short  lived 
isotopes  and  their  potential  use  in  organ  perfusion 
is  discussed.  The  reactor  and  its  facilities  are  de- 
scribed. Neutron  activation  analysis,  neutron  cap- 
ture therapy,  and  intense  gamma  radiation  are 
among  the  capabilities  of  the  reactor. 
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State  of  Rhode  Island  and  Providence  Plantations 
RESOL  I TIOy 

Extending  Heartiest  Congratulations  To  The  Rhode  Island  ^Medi- 
cal  Society,  The  State  Department  of  Health  and  All  Persons  and 
Organizations  Involved  in  the  Highly  Successful  State  ide  "End 
}kleasles"  Clinics,  Held  January  23,  1966. 

WHEREAS,  The  Rhode  Island  2kledical  Society  and  the  State  Department  of 
Health  have  again  joined  forces  in  their  constant  efforts  to  promote  good  health  for 
the  citizens  of  Rhode  Island;  and 

WHEREAS,  Highly  successful  state-wide  “End  Measles"  clinics  were  held  on 
January  23,  1966,  at  which  31,  764  children,  representing  about  62^<:  of  those  eligible, 
were  immunized,  under  their  sponsorship:  and 

WHEREAS,  The  project  compared  favorably  with  the  outstanding  results  of 
the  initial  anti-polio  clinic  of  1963;  now  therefore  be  it 

RESOL\’ED,  That  the  general  assembly  extends  heartiest  congratulations  and 
praise  to  the  Rhode  Island  ^ledical  As.sociation,  the  state  Department  of  Health; 
Dr.  Rudolf  A.  Jaworski.  in  overall  charge,  representing  the  ^Medical  Society,  with 
Dr.  James  E.  Bowes,  chief  of  the  division  of  epidemiology  in  the  Department  of 
Health;  and  all  the  doctors,  nurses  and  other  volunteer  helpers,  involved  in  this 
noteworthy  endeavor;  and  be  it  further 

RESOLVED,  That  the  secretary  of  state  be  and  he  hereby  is  authorized  and 
directed  to  transmit  duly  certified  copies  of  this  resolution  to  the  Rhode  Island 
iMedical  Association  and  the  director  of  the  State  Department  of  Health. 


FOR  ^EW  E^GLA^D  PHYSICIA^S: 

BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
Nev/  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician  asso- 
ciations, clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  dedemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 

Stnadard  & Poor's  Corporation  is  the  investment  adviser. 
Shares  are  offered  only  through  the  prospectus  which  can 
be  obtained  by  sending  the  coupon  below. 

— —mail  coupon  for  prospectus — — — — — — — — — 

Beacon  Investing  Corp. 

c/o  National,  Shawmut  Bank  of  Boston,  Custodian 
40  Water  Street 

Boston,  Mass.  02106  Please  forward  prospectus  and  information  to 

NAME 

ADDRESS 

I am  a member  of  the Medical  Society. 

(Name  of  State  Medical  Soci  ety) 
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RECENT  ADVANCES  IN  CALCIUM  METABOLISM 


In  1925  Collip  obtained  an  active  parathyroid 
preparation  by  extracting  parathyroid  glands  with 
10  per  cent  hydrochloric  acid  in  a boiling  water 
bath.  Designated  first  as  parathormone,  the  prod- 
uct was  later  more  properly  termed  parathyroid 
extract.  Rasmussen'  in  1961  isolated  pure  para- 
thormone and  established  it  as  homogeneous  pro- 
tein with  a single  polypeptide  chain  of  17  amino 
acids  having  a molecular  weight  of  about  9,500. 
It  can  be  split  into  shorter  chains  having  full 
physiologic  activity.  It  is  well  established  that 
the  output  of  this  hormone  is  controlled  by  the 
level  of  calcium  in  the  blood.- 

It  had  been  assumed  that  the  level  of  blood  cal- 
cium was  controlled  by  a feedback  mechanism  by 
which  hypocalcemia  stimulated  parathormone  pro- 
duction and  hypercalcemia  inhibited  it.  Recent 
evidence,  however,  indicates  that  this  explanation 
is  an  oversimplification.  Copp  and  associates^  of 
Vancouver  demonstrated  the  release  of  a calcium 
lowering  substance  by  infusing  the  thyroid-para- 
thyroid complex  with  a hypercalcemic  solution. 
After  surgical  removal  of  the  parathyroids,  release 
of  this  substance  was  stopped.  They  gave  this 
new  hormone  the  name  calcitonin  and  concluded 
that  it  was  formed  in  the  parathyroids.  These 
studies,  repeated  and  confirmed  in  London,'*  were 
the  basis  for  the  conclusion  that  the  hormone 
calcitonin  is  of  major  importance  in  calcium 
homeostasis. 

As  pointed  out,  however,  by  Stephen  Krane  of 
the  ^Massachusetts  General  Hospital  before  the 
Providence  VIedical  .Association  on  January  3, 
1966,  there  is  now  almost  incontrovertible  evi- 
dence that  the  thyroid  gland  is  the  major  site  of 
calcitonin  production.  It  had  been  observed  in 
the  rat  that  the  degree  of  hypocalcemia  produced 
by  cautery  destruction  of  the  parathyroids  was 
greater  than  that  produced  by  simple  surgical 
excision.®  It  was  believed  by  Hirsch,  Alunson,  and 
others®'’  that  the  cautery  effect  upon  the  thyroid 
gland  stimulated  release  of  a substance  which  had 
the  effect  of  increasing  the  degree  of  hypocal- 
cemia. This  work  has  been  confirmed  both  in 
-America®  and  in  England.®  The  active  substance, 
given  the  designation  of  thyrocalcitonin  by  Hirsch 


and  his  group,  was  first'  purified  500  fold  from 
rat  thyroid,  and  isolated’®  from  porcine  thyroid. 
It  has  been  demonstrated  to  be  a cysteine  con- 
taining polypeptide  with  a molecular  weight  of 
7800. 

-Although  the  thyroid  is  now  generally  accepted 
as  the  site  of  origin  of  this  new  hormone,  the 
possibility  of  a similarly  acting  substance  arising 
in  the  parathyroid  has  not  yet  been  ruled  out  by 
workers®  ” in  this  field. 

With  the  demonstration  of  the  active  participa- 
tion of  the  thyroid  gland  in  the  feedback  control 
of  blood  calcium  levels,  there  is  at  last  teleologi- 
cal justice  in  the  close  anatomical  relationship 
between  the  thyroid  and  the  parathyroids. 

-Another  interesting  and  significant  develop- 
ment in  calcium  metabolism  is  the  demonstration 
by  Goldsmith  and  Ingbar’^  of  the  effectiveness  of 
phosphate  administration  in  the  treatment  of  hy- 
percalcemia. In  16  of  20  patients  with  hypercal- 
cemia due  to  diverse  causes  (multiple  myeloma, 
lymphoma,  carcinoma  with  and  without  skeletal 
metastases,  hyperparathyroidism,  and  Vitamin  D. 
overdosage)  there  was  a prompt  and  sustained 
decrease  in  serum  calcium  to  normal  levels  as  long 
as  phosphate  was  continued.  The  remaining  4 
cases  showed  some  decline  in  serum  calcium,  but 
not  to  normal  values.  Before  this  treatment  many 
of  the  patients  had  had  symptoms  of  hypercal- 
cemic crisis,  which  were  promptly  relieved.  There 
was  a simultaneous  improvement  in  renal  func- 
tion. This  preliminary  study  revealed  no  delete- 
rious effects  of  phosphate  administration  which 
would  contraindicate  its  use  in  the  management 
of  hypercalcemia. 

Of  considerable  interest  and  promise  is  a new 
treatment  for  osteoporosis.  Sodium  fluoride  ad- 
ministration by  water  fluoridation  is  now  widely 
accepted  as  a preventive  for  tooth  decay.  Rich’® 
of  Seattle  has  reported  that  the  administration  of 
60  to  100  mg.  of  sodium  fluoride  daily,  a much 
larger  dose  than  used  for  dental  purposes,  caused 
the  rettntion  of  significant  amounts  of  calcium, 
beginning  after  some  10  weeks  of  treatment.  Elev- 
en patients,  including  two  of  Paget's  disease,  two 
(Continued  on  next  page) 
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of  Steroid  induced  osteoporosis,  and  seven  of  prim- 
ary osteoporosis,  were  given  2 mg./k.  of  sodium 
fluoride  daily.  Only  two  patients  failed  to  show 
significant  calcium  retention.  One  patient  showed 
an  increase  in  bone  mass  of  10  to  30  per  cent 
for  various  bones.  When  treatment  was  stopped, 
calcium  retention  diminished  to  pre-treatment 
levels  in  25  weeks.  A side  effect,  epigastric  dis- 
comfort, could  be  avoided  by  using  enteric  coated 
tablets.  The  manner  of  action  of  fluoride  is  not 
clear.  Confirmation  of  these  observations  and  de- 
termination of  the  safety  of  the  preparation  must 
await  further  studies. 

SUMMARY 

1.  The  presence  of  calcium  lowering  hormone 
in  the  thyroid  gland  given  the  name  of  thyrocal- 
citonin  has  been  confirmed. 

2.  I'hcsphrte  administration  has  been  advo- 
cated for  the  treatment  of  hypercalcemia  and  hy- 
percalcemic  crisis. 

3.  .Administration  of  sodium  fluoride  appears  to 
have  value  in  inducing  calcium  retention  in  osteo- 
porosis. 
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TITLE  XIX  AND  THE  GOVERNOR’S  PROPOSAL 


While  provisions  for  Aledical  Care  for  the  Elderly 
have  received  the  most  attention  in  the  new  Social 
Security  legislation.  Title  XIX  with  other  goals 
may  in  the  long  run  have  more  far-reaching  effects 
on  the  practice  of  medicine.  It  extends  the  princi- 
ples of  the  Kerr-AIills  .Act  by  encouraging  a com- 
plete system  of  ta.x-supported  health  care  for  all 
needy,  operated  by  the  states.  It  provides  for  bene- 
fits omitted  in  Aledicare,  and  may  ultimately  cover 
more  individuals  than  the  latter.  .At  a recent  meet- 
ing in  Chicago  the  .A ALA  offered  full  cooperation 
in  setting  up  such  a program.  Doctor  P.  Joseph 
Pe.sare,  medical  Director  of  the  Rhode  Island  De- 
partment of  Public  Welfare,  speaking  at  the  Chi- 
cago meeting,  is  reported  to  have  urged  active  par- 
ticipation of  physicians  in  the  administration  of 
such  plans  at  the  state  level.  Since  the  physician 
will  be  compeiLsated  through  the  state  for  his  serv- 
ices to  many  publicly  assisted  patients  w'hom  he 
now  treats  without.-charge,  Doctor  Samuel  R.  Sher- 
man, Chairman  of  the  .AAI.A  Council  on  Legislative 
.Activities,  was  moved  to  comment  obliquelv:  “The 
government  is  no  longer  an  object  of  charity.” 

Title  XIX  was  effective  as  of  the  beginning  of 
1966.  .A  number  of  states  are  already  participating 
in  the  program,  and  others  will  have  joined  before 


the  end  of  the  year.  In  his  annual  message  to  the 
Rhode  Island  General  .Assembly,  Governor  John 
H.  Chafee  stated; 

“Title  19  of  the  recently  enacted  Social  Security 
amendments  provides  that,  starting  this  month, 
the  federal  government  will  pay  56  per  cent  of  any 
such  program  as  well  as  56  per  cent  of  the  other 
costs  incurred  under  our  medicare  act  and  the 
same  percentage  of  all  our  public  assistance  medical 
programs.  Starting  in  January,  1970,  those  states 
that  refuse  to  meet  this  need  will  receive  no  federal 
support  for  any  of  these  medical  programs,  includ- 
ing those  under  Kerr-AIills.  It  is  clear,  therefore, 
that  federal  legislation  makes  it  necessary  for  us 
to  care  for  these  underprivileged  children  by  1970 
and  I urge  that  we  help  them  immediately  and  not 
wait.” 

He  announced  that  his  administration  was  for- 
mulating plans  to  participate,  and  added:  “It 
would  be  irresponsible  to  eliminate  the  source  of 
support  for  our  medicare  program  when  the  needs 
of  our  people  require  that  the  program  be  e.x- 
panded.” 

Legislation  must  still  be  pas.sed  by  the  General 
.A,ssembly  to  effect  Rhode  Island  jiarticipation,  and 
financing  will  be  difficult  in  view  of  the  repeal  by 
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the  legislature  of  the  special  Medical  Assistance 
for  the  Aged  (MAA)  tax.  These  are  problems  to 
which  the  legislators  must  bend  their  efforts  in  the 
ensuing  weeks. 

WARD  SERVICES  AND 

In  this  modern  society  of  Keynesian  economics 
and  Galbraithian  affluence,  we  are  faced  with  new 
and  unexpected  problems.  Our  concern  over  “so- 
cialized medicine’’  has  been  predicated  upon  the 
obsolescent  social  concepts  of  the  redistribution  of 
limited  wealth.  In  his  excellent  monograph  titled 
•Aledicine  in  Transition”  (1965),  lago  Galdston 
has  with  great  clarity  e.xplained  the  new  milieu  in 
which  we  exist:  “The  predominant  preoccupation 
with  the  economic  components  of  the  medical  care 
problem  reflects  a carryover  of  the  social  philoso- 
phy developed  in  and  suited  to  an  economy  of 
scarcity.  In  effect,  however,  what  we  confront  in 
the  near  future,  and  what  indeed  is  upon  us,  is 
not  an  economy  of  scarcity,  but  one  of  abundance. 
The  crucial  variant  in  the  two  is  that  in  the  econ- 
omy of  scarcity,  commodities  and  services  need  to 
be  spread  wide  and  thin,  and  made  as  cheaply  as 
possible.  In  contrast,  an  economy  of  abundance 
thrives  best  on  ample  consumption.  We  are  well 
acquainted  and  well  attuned  to  the  social  philoso- 
phy of  the  economy  of  scarcity.  How  to  crystallize 
a social  philosophy  suited  to  the  age  of  automation 
is  the  greater  challenge  of  today,  and  one  most 
relevant  to  our  concern  with  the  future  of  medicine 
...  we  are  caught  on  the  horn  of  plenty  . . .” 

In  explaining  government  doctrine  in  respect  to 
the  new  Federal  Medicare  for  the  elderly,  spokes- 
men have  indicated  their  intention  to  interpret  fair- 
ly and  equitably  such  terms  as  “usual  and  cus- 
tomary” and  “prevailing”  as  related  to  fees.  It  is 
freely  implied  that  the  government  is  not  looking 
for  bargains  or  cut  rates,  but  is  prepared  to  pay 
reasonable  fees  at  the  going  rate.  In  the  light  of 
our  long  experience  with  government  in  buying  wel- 
fare medicine  at  cut  rate  costs  and  the  attitudes 
of  insurance  commissioners  and  other  hearing  offi- 
cers based  on  political  motives,  we  are  entitled  to 
maintain  a healthy  skepticism  at  this  time.  Yet  it 
is  quite  possible  that  government  means  e.xactly 
what  it  says  and  does  not  propose  to  force  the 
profession  to  sell  its  services  at  bargain  rates.  The 
government’s  intentions  will  become  clearer,  of 
course,  when  the  ^Medicare  regulations  are  issued 


In  the  meantime  we  congratulate  the  Governor 
on  his  enlightened  support  of  this  legislation  and 
urge  upon  the  membership  of  the  Rhode  Island 
iMedical  Society  full  cooperation  in  the  planning 
and  eventual  operation  of  this  worthwhile  program. 

THE  AMERICAN  WAY 

and  bargaining  with  the  “carriers”  begins  in 
earnest. 

It  becomes  increasingly  evident,  however,  that 
America  is  turning  to  “socialized  medicine”  in  a 
peculiarly  American  way.  Instead  of  making  ever\'- 
one  a “ward  case’’  (the  National  Health  Service 
in  England  seems  to  do  this  at  least  as  far  as  hos- 
pital practice  is  concerned),  the  new  legislation  in 
-America  ( Medicare  for  the  elderly,  as  well  as  the 
une.xplored  Title  19)  appears  destined  to  make 
everyone  a private  patient  — a goal  certainly  hard 
to  argue  against. 

One  of  the  now  expected  results  of  this  legisla- 
tion will  be  the  virtual  elimination  of  ward  service 
or  charity  cases  from  the  hospital  rolls.  The  success 
of  third  party  payment  agencies,  such  as  Blue  Cross 
and  Blue  Shield  and  private  insurance,  medical 
payments  for  the  aged  under  Kerr-iMills,  such  as 
the  highly  successful  Rhode  Island  MAA  (Medical 
Assistance  for  the  Aged)  program,  and  the  general 
affluence  and  prosperity  in  the  community  have 
already  decimated  the  number  of  ward  service  pa- 
tients in  most  hospitals. 

The  threatened  (or  perhaps  better,  hoped-for) 
disappearance  of  ward  cases  has  created  problems 
in  medical  education  that  only  a few  years  ago 
were  only  dimly  foreseen.  The  teaching  of  medical 
students  and  more  especially  the  training  of  interns 
and  residents  (particularly  in  surgery  and  the  sur- 
gical specialties)  will  be  greatly  handicapped  by 
this  change.  We  certainly  have  no  enthusiasm  for 
reversing  the  trend.  But  means  must  be  found  for 
developing  effective  teaching  techniques  and  philqs- 
ophies  for  utilizing  private  patients  as  training  ma- 
terial. Indbctrination  of  the  public  and  the  pro- 
fession as  well  is  necessary  in  this  regard.  Time  must 
come  when  a person’s  medical  privacy  is  no  longer 
inviolate  because  he  pays  his  own  way,  and  physi- 
cians must  learn  to  share  their  experience,  both 
intellectual  and  technical,  with  their  students  and 
residents.  Doctor  Frank  Glenn,  eminent  surgical 
teacher,  has  made  an  earnest  plea  that  all  physi- 
cians give  this  problem  serious  thought  that  plans 
may  be  made  for  the  transition. 

(Continued  on  ne.xt  page) 
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There  is  a reasonable  excuse  for  the  marked 
deterioration  in  the  penmanship  of  the  average 
medical  student.  Taking  notes  at  high  speed  often 
results  in  such  confused  scrawls  that  even  the  writer 
himself  may  have  difficulty  in  deciphering  their 
meaning.  Unfortunately,  the  habit  of  writing  badly 
can  become  so  well  established  that  it  is  not  easy 
for  the  physician  to  recapture  the  techniques  of 
good  penmanship  that  he  mastered  in  grammar 
school.  This  may  be  of  little  significance  when  what 
he  is  w'riting  is  unimportant;  but  when  it  concerns 
the  treatment  of  a patient  who  is  seriously  ill,  the 
need  for  clearly  legible  directions  as  to  medication 
and  the  recording  of  all  phases  of  his  clinical  con- 
dition and  progress  is  obvious. 

One  is  tempted  to  conclude  that  some  of  his 
colleagues  take  pride  in  the  crytic  nature  of  their 
script.  This  is  particularly  true  in  the  writing  of 
their  signatures.  In  many  instances  the  doctor  has 
adopted  a particularly  crude  amorphous  scrawl  to 
indicate  his  name,  a scrawl  which  his  bank  m.ay 
have  learned  to  recognize,  as  have  most  of  the  head 
nurses  on  duty  in  his  hospital.  He  may,  however,  be 
embarrassed  when  he  is  asked  to  explain  this  devi- 
ation from  decency  in  court,  or  even  angry  when 
his  hospital  record  is  returned  to  him  as  incomplete 
because  his  signature  is  not  legible,  as  is  done  in 
some  excellent  hospitals.  The  mere  fact  that  many 
people  who  deal  with  records  have  learned  to  recog- 
nize what  he  has  chosen  to  adopt  in  place  of  a real 
signature  is  no  excuse,  for  hospital  records  are  of 
permanent  importance  and  may  have  to  be  con- 
sulted when  neither  he  nor  those  who  have  recog- 
nized the  symbol  which  he  uses  to  indicate  his  name 
are  still  on  the  job. 

Illegible  orders  for  medication  certainly  should 
not  be  tolerated  in  any  hospital.  They  represent  a 
definite  danger  to  the  patient  and  an  unwarranted 
expense  to  the  hospital.  A recent  example  in  a local 
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hospital  may  be  cited.  The  nurses  were  unable  to 
decipher  an  order  written  by  an  attending  physician, 
and  it  took  four  hours  to  locate  him  and  find  out 
what  he  really  wished  to  have  done  for  the  patient. 
One  can  easily  imagine  a situation  in  which  such 
a delay  in  the  application  of  needed  treatment  might 
have  serious  consequences. 

As  far  as  the  expense  to  the  hospital  is  concerned, 
the  waste  of  nurses'  time  is  a very  real  consideration. 
A study  of  this  problem  by  Feldman^  entitled  “an- 
alyzing the  Cost  of  Illegible  Handwriting”  is  re- 
vealing. This  investigation  was  very  well  planned 
and  carried  out  with  the  cooperation  of  graduate 
nurses,  secretaries,  and  practical  nurses  in  a com- 
munity hospital  with  an  average  patient  census  of 
340.  He  found  that  40  per  cent  of  the  orders  written 
were  less  legible  than  the  average,  and  the  average 
cost  in  terms  of  nurses  time  in  deciphering  such  an 
order  was  30  cents.  At  this  rate,  assuming  one  new 
order  per  patient  per  day,  the  increase  in  nurses’ 
time  in  deciphering  orders  was  6,400  hours  a year; 
and  the  increase  in  cost  of  $12,000.  While  the  cost 
of  illegible  orders  is  less  important  than  the  risk 
to  patients,  both  are  significant  reasons  for  correc- 
tion of  a situation  which  is  definitely  and  easily 
correctable. 

Exhorting  attending  physicians  to  do  better  or 
other  halfw’ay  measures  are  not  sufficient.  As  far 
as  orders  for  treatment  are  concerned,  it  should  be 
required  by  a hard  and  fast  rule,  adopted  by  the 
staff  of  the  hospital,  that  all  orders  be  printed  by 
the  physician.  As  for  signatures,  all  records  that 
contain  signatures  that  are  not  legible,  unless  ac- 
companied by  the  name  typewritten  or  primed, 
should  be  returned  to  the  physician  as  unacceptable 
until  a signature  that  can  easily  be  read  is  furnished. 
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EDITOR'S  LAMENT 

A few  months  ago  a reader  spotted  an  obvi- 
ous and  particularly  frustrating  typo.  He 
wrote,  “I  perceive  the  despairing  editor  tearing 
his  hair,  the  typesetter  banished  to  Siberia, 
and  the  proofreader  committing  suicide.”  He 
must  have  been  an  editor  at  one  time  himself. 
How  else  could  he  have  known? 

. . . Editorial  Comment  in  Modern  Medi- 
cine,, January  31,  1966 
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THE  DRUG  ABUSE  CONTROL  AMENDMENTS  OE  1965 

A Summary  of  the  ISew  Latv  as  Issued  by  the  IJ.S.  Department  of 
Health,  Education  and  Welfare,  Food  and  Drug  Administration 


Major  changes  in  the  drug  provisions  of  the  Fed- 
eral Food,  Drug,  and  Cosmetic  x\ct  are  made  by 
the  Drug  Abuse  Control  Amendments  of  1965  en- 
acted by  the  89th  Congress.  Following  is  a sum- 
mary of  the  principal  provisions: 

JURISDICTION 

The  new  law  begins  with  a declaration  by  Con- 
gress which  eliminates  the  necessity  that  the  Food 
and  Drug  Administration  be  able  to  prove  in  each 
case  that  the  drugs  have  been  moved  across  State 
lines.  Congress  finds  and  declares  that  widespread 
traffic  in  depressant  and  stimulant  drugs  when  not 
under  supervision  of  licensed  practitioners  often  en- 
dangers safety  on  the  highways  and  has  become  a 
threat  to  public  health  and  safety,  and  for  these 
reasons  it  is  nece.ssary  to  have  a Federal  law  cov- 
ering both  local  and  interstate  traffic  in  these  drugs. 

Similarly,  Congress  finds  and  declares  that  traf- 
fic in  counterfeit  drugs  poses  a serious  hazard  to 
the  health  of  consumers  and  that  the  clandestine 
nature  of  drug  counterfeiting  requires  the  enact- 
ment of  additional  controls  with  respect  to  such 
drugs,  regardless  of  their  interstate  or  intrastate 
origin. 

DRUGS  COVERED 

The  law  applies  to  barbiturates,  amphetamines, 
and  to  any  other  depressant  and  stimulant  drugs 
which  have  been  officially  determined  after  an  op- 
portunity for  a public  hearing  to  have  a “poten- 
tial for  abuse,”  but  not  narcotics.  Beginning  imme- 
diately, certain  tranquilizers  and  similar  drugs  can 
be  included  by  regulation,  if  they  are  habit-forming 
because  of  their  stimulant  effect  on  the  central 
nervous  system,  or  if  they  have  been  found  to  have 
a potential  for  abuse  because  of  depressant,  stimu- 
lant, or  hallucinogenic  effect  on  man.  These  other 
drugs  are  included  because,  as  stated  by  the  Presi- 
dent's -Advisory  Commission  on  Narcotics  and  Drug 
-Abuse,  “experience  has  proved  that  the  drug  abuser 
often  turns  to  other  drugs  having  similar  effects 
when  barbiturates  and  amphetamines  become  diffi- 
cult to  obtain.” 

The  amendments  provide  for  scientific  medical 
advisory  committees  to  aid  in  determining  which 
drugs,  in  addition  to  amphetamines  and  barbitu- 
rates, should  be  included  under  the  new  controls. 
But  dosage  forms  that  may  be  sold  over  the  count- 
er or  which  contain  a depressant  or  stimulant  drug 
in  combination  with  another  drug  in  such  amounts 


as  to  make  the  combination  drug  non-habit-forming 
or  to  eliminate  its  potential  for  abuse  are  to  be 
e-xempted  by  regulations.  Counterjcit  drugs,  how- 
ever, are  included  with  provisions  designed  to 
strengthen  the  law  against  this  evil. 

WHO  IS  AFFECTED 

Wholesalers  who  handle  depressant  or  stimulant 
drugs  are  required  to  register  with  FD-A.  Drug 
manufacturers,  who  are  already  required  to  register 
under  the  1962  Kefauver-Harris  Drug  Amendments, 
will  be  required  to  supplement  their  existing  regis- 
tration to  indicate  that  they  are  engaged  in  making 
these  drugs.  Registration  may  begin  as  soon  as  the 
necessary  forms  are  provided.  An  announcement 
will  be  made  concerning  arrangements  for  regis- 
tration. 

Under  the  law  the  only  persons  who  can  legally 
handle  the  drugs  are  registered  manufacturers  and 
processors  and  their  suppliers,  wholesale  druggists, 
licensed  pharmacists,  hospitals,  clinics,  public  health 
agencies,  physicians,  and  research  laboratories  or 
educational  institutions  for  use  in  research,  teach- 
ing or  clinical  analysis  and  not  for  sale. 

REQUIREMENTS  ON  EFFECTIVE  DATE 

The  amendments  require  all  persons  who  deal 
in  these  depressant  and  stimulant  drugs  to  prepare 
a complete  and  accurate  inventory  of  their  stocks 
on  hand  as  of  the  effective  date  — February  1, 
1966.  Aside  from  this  opening  inventory,  no  spe- 
cial record  keeping  is  required.  The  records  on  pro- 
duction, shipments  and  sales  which  are  usually  kept 
by  manufacturers,  wholesalers  and  pharmacists  will 
enable  FDA  inspectors  to  check  up  on  diversions 
from  legitimate  channels.  -All  such  records  must 
be  kept  for  a period  of  three  years  and  made  avail- 
able for  inspection  at  reasonable  times. 

Pharmacists  must  take  an  inventory  of  the  drugs 
on  Feb.  1,  1966,  and  then  keep  their  invoices  and 
prescriptions  for  amphetamines,  barbiturates  and 
the  other  drugs  that  are  designated  by  that  date, 
for  a three-year  period.  Pharmacists  may  maintain 
separate  files  on  these  drugs  as  is  now  done  for 
narcotics.  However,  the  law  permits  the  pharmacist 
to  keep  presicriptions  for  stimulant  and  depressant 
drugs  in  the  regular  file  of  prescritions  if  he  wishes. 

Physicians  who  dispense  the  drugs  are  required 
to  keep  records  and  make  them  available  the  same 
as  pharmacists. 

(Continued  on  Page  192) 
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In  children  with  diarrhea  prompt  symptomatic  control  is  usually 
urgently  indicated  to  relieve  cramping  and  to  prevent  dehydration. 

Lomotil  halts  precipitous  progress  through  the  intestines  and 
controls  diarrhea  with  notable  promptness,  safety  and  effectiveness. 

Experimental  evidence^  has  shown  that  Lomotil  is  more  efficient 
in  this  regard  than  morphine  without  the  latter’s  manifest  disad- 
vantages. In  roentgenographic  study-  Lomotil  slowed  gastrointesti- 
nal propulsion  within  two  hours. 

At  the  same  time,  by  diminishing  overstimulation  of  the  intestines, 
Lomotil  relieves  the  abdominal  cramps  and  discomfort  so  distress- 
ing to  youngsters. 

Lomotil  gets  children  off  toast  and  tea  and  back  to  normal  diets 
and  normal  activity  with  gratifying  celerity. 

with  LOMOTIL  liquid/tablets 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Dosage:  For  full  therapeutic  effect— Rx  full 
therapeutic  dosage.  The  recommended  ini- 
tial daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

3 to  6 months— 3 mg. 

(1/2  tsp?  t.i.d.) 

6 to  12  months— 4 mg. 

(Vi  tsp.  q.i.d.) 

1 to  2 years— 5 mg. 

(Vi  tsp.  5 times  daily) 

2 to  5 years— 6 mg. 

(1  tsp.  t.i.d.) 

5 to  8 years— 8 mg. 

(1  tsp.  q.i.d.) 

8 to  12  years— 10  mg. 

(1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 
tablets  4 times  daily) 

*Based  on  4 cc.  per  teaspoonful. 
Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 

Precautions:  Lomotil,  brand  of  diphenoxy- 
late hydrochloride  with  atropine  sulfate, 
is  an  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended 


dosages  should  not  be  exceeded.  Lomotil 
should  be  used  with  caution  in  patients 
with  impaired  liver  function  and  in  pa- 
tients taking  addicting  drugs  or  barbitu- 
rates. The  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate 
overdosage. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restlessness 
and  insomnia. 

1.  Janssen,  P.  A.  J.,  and  Jageneau,  A.  H.:  A 
New  Series  of  Potent  Analgesics:  Dextro 
2:2-Diphenyl-3-Methyl-4-Morpholinobutyryl- 
pyrrolidine  and- Related  Amides.  Part  1: 
Chemical  Structure  and  Pharmacological 
Activity,  J.  Pharm.  Pharmacol.  9:381-400 
(June)  1957. 

2.  Demeulenaere,  L.:  Action  du  R 1132  sur 
le  transit  gastro-intestinal,  Acta  Gastroent. 
Belg.  2r:674-680  (Sept.-Oct.)  1958. 
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DRUG  ABUSE  CONTROL 
AMENDMENTS 

(Continued  from  Page  189) 

REFILLING  OF  PRESCRIPTIONS 

Prescription  orders,  to  comply  with  record  re- 
quirements, must  contain  the  name  and  address 
of  the  patient  and  the  date  of  issuance  which  are 
the  normal  requirements  of  all  prescription  orders. 
Stimulant  or  depressant  drugs  may  be  dispensed  on 
telephoned  or  oral  instructions  of  the  physician. 
However,  no  prescription  order  can  be  renewed 
more  than  five  times,  and  no  prescription  order 
can  be  dispensed  or  renewed  more  than  six  months 
after  the  date  of  issue.  After  the  five  renewals  or 
six  months,  the  physician  may  give  additional  au- 
thorization for  refilling.  These  requirements  apply 
to  all  prescriptions  after  the  law  becomes  effective, 
regardless  of  the  date  on  which  they  were  written. 

PROHIBITED  ACTS 

The  following  acts  are  specifically  prohibited  by 
the  new  amendments: 

IManufacturing,  processing  or  compounding  the 
designated  drugs,  except  by  registered  drug  firms 
for  legal  distribution. 

Distributing  the  drugs  to  any  persons  who  are 
not  licensed  or  authorized  by  Federal  or  State  law 
to  receive  them. 

Possession  of  stimulant  or  depressant  drugs  ex- 
cept as  authorized  by  law. 

Refilling  of  prescriptions  for  these  drugs  more 
than  five  times,  or  more  than  six  months  after  they 
were  initially  prescribed. 

Failure  to  prepare,  obtain  or  keep  the  required 
records,  and  to  permit  inspection  of  and  copying  of 
such  records. 

Refusal  to  permit  entry  or  inspection  as  autho- 
rized. 

Making,  selling,  keeping  or  concealing  any 
counterfeit  drug  equipment,  and  the  doing  of  any 
act  which  causes  the  sale  of  a counterfeit  drug. 


ONE  SENTENCE  ESSAY 
We  might  all  advisedly  prepare  for  the  in- 
undation of  books  which  clearly  will  over- 
whelm and  exterminate  mankind  and  in  its 
own  peculiar  way  will  solve  the  problem  raised 
a century  and  a half  ago  by  Robert  Malthus. 
. . . DeWitt  Stettcn,  Jr.,  M.D.  in  “.After  Books, 
What?”  Bull.  Med.  IJbr.  .A.  October  1965. 


PENALTIES 

Growing  abuse  of  drugs  by  teen-agers  is  one  of 
the  most  tragic  and  disturbing  aspects  of  the  entire 
drug  abuse  problem.  The  1965  amendments  pro- 
vide special  penalties  for  peddlers  and  pushers  over 
18  years  of  age  who  sell  or  give  the  drugs  to  anyone 
under  21  years  old.  For  a first  offense,  the  punish- 
ment may  be  imprisonment  for  not  more  than  two 
years  or  a fine  of  not  more  than  $5,000,  or  both. 
Subsequent  violations  may  carry  a penalty  of  not 
more  than  six  years  imprisonment  and  a fine  of 
not  more  than  $15,000,  or  both. 

Otherwise,  the  penalties  for  violations  of  the 
amendments  are  the  same  as  for  other  sections  of 
the  Federal  Food,  Drug,  and  Cosmetic  Act — $1,000 
maximum  fine  and/or  one  year  imprisonment  for 
a first  offense.  $10,000  and/or  three  years  for  a 
second  offense  and  for  willful  violation.  Seized 
drugs  are  subject  to  condemnation  and  destruction, 
and  the  prohibited  acts  are  subject  to  injunction 
action  as  well. 

POWERS  AND  PROTECTION  OF  ENFORCEMENT 
PERSONNEL 

Because  of  the  criminal  nature  of  the  illegal  drug 
traffic,  new  enforcement  powers  are  provided.  Un- 
der the  law,  FUA  inspectors  assigned  to  this  area 
of  enforcement  will  have  the  authority  to  seize 
counterfeit  drugs  when  they  find  them  and  to  seize 
the  equipment  used  in  making  them  without  wait- 
ing to  get  a court  order,  .\fter  such  seizure  the 
drugs  and  the  equipment  must  be  placed  in  court 
custody.  They  will  also  have  the  authority  to  serve 
warrants  and  arrest  persons  who  are  apprehended 
while  engaged  in  drug  counterfeiting  operations. 

In  the  same  way  inspectors  will  have  the  au- 
thority to  seize  depressant  and  stimulant  drugs 
which  are  being  manufactured  or  distributed  ille- 
gally, and  to  arrest  persons  who  are  engaged  in 
these  activities  and  seize  their  equipment. 

These  powers  are  similar  to  those  of  agents  of 
the  Narcotics  Bureau.  The  FDA  inspectors  who 
a’-e  investigating  these  criminal  activities  will  also 
have  the  right  to  carry  firearms  for  their  protection 
while  engaged  in  dangerous  undercover  investiga- 
tions, and  it  is  made  a criminal  offense  to  assault, 
resist,  impede  or  to  kill  an  officer  engaged  in  his 
official  duties  under  the  Food,  Drug,  and  Cosmetic 
.\ct. 

STATE  AND  LOCAL  LAWS 

Through  the  efforts  of  the  pharmaceutical  pro- 
fession many  State  laws  have  been  enacted  to  re- 
strict amphetamines,  barbiturates  and  other  drugs 
to  dispensing  by  prescription  for  their  proper  me- 
dical uses.  The  new  Federal  law  specifically  pro- 
vides that  it  shall  not  be  construed  to  weaken  in 
any  way  the  drug  laws  of  the  various  States. 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type-  ’ 
writers  and  drafting  boards.  The  stresses  ' 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 
Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 

Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy.  , 

In  cases  of  allergic  or  hypersensitivity  reactions,  ' 
carisoprodol  should  be  discontinued  and  appropri-  i 
ate  therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular.  i 

for  the  relief 
of  low  back 
sprains  and  strains  ' 

SOMA 

(CARISOPRODOL)  ' 

Wallace  Laboratories,  Cranbury,  N.J.  | 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

Report  of  Meeting  Held  on  January  26,  1966 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the  medi- 
cal librarv  in  Providence  on  \\  ednesday,  January 
26.  1966.  The  meeting  was  called  to  order  by  the 
President.  Dr.  William  A.  Reid,  at  3:35  p.m.  The 
following  delegates  were  in  attendance: 

Paul  A.  Botelho.  iM.D.,  Joseph  E.  Wittig,  M.D., 
John  E.  iMurphy,  iM.D.,  John  ^M.  \ esey,  ^I.D., 
Charles  B.  Round.  iM.D.,  Charles  Dotterer,  M.D., 
Reginald  H.  Boucher,  M.D.,  Robert  C.  Hayes, 
M.D..  Earl  J.  Mara,  :^1.D.,  Harold  A.  Woodcome, 
M.D.,  Joseph  Ruisi,  M.D.,  James  A.  iMcGrath, 
M.D.,  Roger  Berard,  M.D.,  Roger  Fontaine,  iM.D., 
William  A.  Reid,  iM.D.,  Walter  J.  Dufresne,  iM.D., 
Harry  E.  Darrah,  ^M.D.,  Michael  DiMaio,  M.D., 
John  A.  Dillon.  M.D.,  John  C.  Ham.  ^TD.,  John 
T.  Barrett,  ^l.D..  J.  Robert  Bowen,  !M.D..  Joseph 
Caruolo.  M.D..  Henry  B.  Fletcher.  ^I.D.,  Warren 
W.  Francis,  iM.D..  Frank  Fratantuono,  iM.D..  A.  G. 
Gendreau,  iM.D..  John  F.  W.  Gilman,  iM.D..  Seebert 
J.  Goldowsky.  M.D..  John  P.  Grady,  M.D.  Herbert 
F.  Hager,  M.D.,  M.  W.  Hamolsky,  M.D.,  James 
Hardiman.  iM.D.,  Walter  E.  Hayes,  ^I.D.,  Joseph 
Lambiase,  iNTD.,  Robert  Lewis,  M.D.,  Thomas 
Littleton,  M.D..  William  J.  MacDonald,  M.D., 
Peter  iMathieu.  M.D..  William  McDonnell.  ^I.D.. 
James  B.  iMoran.  M.D.,  Gustavo  A.  ^lotta,  ^M.D.. 
Raul  Xodarse.  M.D.,  Arnold  Porter,  ^LD..  Ralph 
Richardson,  M.D.,  XTarl  S.  Sawyer,  M.D..  R.  P. 
Sexton,  ^I.D..  John  Turner  II,  iM.D.,  B.  Webber, 
M.D..  Elihu  S.  Wing.  Jr..  M.D.,  and  Edmund  T. 
Hackman.  !M.D. 

The  following  delegates  were  absent: 

Charles  Serbst,  iM.D.,  Earl  F.  Kelly,  M.D.,  Free- 
man B.  Agnelli.  M.D.,  Leonard  Staudinger,  iM.D.. 
Joseph  Cannon,  M.D..  Xathan  Chaset.  iM.D.,  Ed- 
win B.  O'Reilly.  M.D..  Stanley  D.  Simon,  M.D.. 
Edwin  Vieira.  M.D.,  and  Arthur  E.  Hardy.  2^1. D. 

.Also  present  at  the  meeting  were  John  E.  Farrell, 
Sc.D..  executive  secretary.  Dr.  David  Fish,  chair- 
man of  the  Mental  Health  Committee.  Dr.  Rudolph 
A.  Jaworski,  chairman  of  the  Child-School  Health 
Committee,  and  Dr.  Jesse  P.  Eddy,  HI,  chairman 
of  the  Committee  on  Scientific  Work  and  Annual 
Meeting. 

MINUTES  OF  PREVIOUS  MEETINGS 

The  President  noted  that  the  minutes  of  the 
September  and  Xovember  meetings  of  the  House 
had  been  memeographed  and  sent  to  each  delegate. 


Action:  A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  September  22,  1965,  and 
the  special  meeting  of  Xovember  10,  1965,  as  sub- 
mitted, be  approved  and  placed  on  file. 

REPORT  OF  THE  SECRETARY 

Dr.  Alichael  DiMaio  noted  that  his  report  was 
included  in  the  handbook  for  the  meeting  and  he 
offered  to  answer  any  questions  regarding  any  item 
listed. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  submitted,  be 
approved  and  placed  on  file. 

REPORT  OF  THE  TREASURER 

The  President  noted  that  the  complete  report 
of  the  Treasurer  was  included  in  the  handbook. 

Action:  A motion,  was  made,  seconded  and  voted 
that  the  report  of  the  Treasurer,  as  submitted,  be 
approved  and  placed  on  file. 

RECOMMENDATIONS  OF  THE  COUNCIL 

The  Secretary  reported  the  recommendations  to 
the  House  from  the  Council  as  follows: 

1.  Xominees  ior  Blue  Cross  Board. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  Society’s  nominees  to  serve  on 
the  Blue  Cross  board  of  directors  in  1966  be 
Drs.  Earl  J.  Alara  and  Arnold  Porter. 

2.  Physician  Xominees  for  Physicians  Service 
Board. 

The  Council  placed  in  nomination  as  directors 
of  the  Physicians  Service  board,  for  three  year 
terms  each,  the  following: 

Edmund  T.  Hackman,  AI.D. 

Frederick  A.  Pierce,  Jr.,  AI.D. 

Arnold  Porter.  M.D. 

Stanley  D.  Simon.  AI.D. 

Xominated  from  the  floor  of  the  House  was: 

William  C.  Howrie,  Jr.,  M.D. 

.A  motion  to  close  nominations  was  seconded  and 
voted. 

.Action:  On  a written  ballot  Drs.  Hackman. 

Pierce,  Porter  and  Simon  were  elected. 

ELECTION  TO  PROFESSIONAL  ADVISORY 
COMMITTEE 

The  President  noted  that  the  House  is  authorized 
to  elect  three  physicians  as  members  of  the  Pro- 
fessional Advisory  Committee  of  Physicians  Service. 

The  following  were  placed  in  nomination  by  in- 
dividual members  of  the  House: 

J.  Robert  Bowen,  AI.D.,  John  P.  Gradv,  M.D., 
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Waldo  O.  Hoey,  M.U.,  Stephen  J.  Hoye,  M.D.,  and 
Earl  J.  INIara,  ^I.D. 

Action'.  On  a written  ballot  Drs.  Bowen,  W. 
Hoey,  E.  J.  Mara  were  elected  to  the  committee 
for  1966. 

REPORT  OF  DELEGATE  TO  THE  AMA 

In  the  absence  of  Dr.  Arthur  Hardy,  delegate  to 
the  Ai\L\,  Dr.  Edmund  T.  Hackman,  alternate  dele- 
gate, reported  for  himself  and  Doctor  Hardy  on 
the  highlights  of  the  actions  of  the  House  of  Dele- 
gates of  the  American  Medical  Association  at  its 
Clinical  session  held  in  Philadelphia  the  first  week 
of  December  1965. 

COMMITTEE  ON  MEDICINE  AND  RELIGION 

Doctor  Reid  reported  that  he  had  named  a gorup 
of  physicians  to  meet  with  the  director  of  the  de- 
partment of  Medicine  and  Religion  of  the  AM.\ 
last  September  at  Providence,  and  that  subsequently 
these  physicians  had  expressed  an  interest  in  the 
formation  of  the  state  society  committee.  He  asked 
for  the  wishes  of  the  House  on  the  matter. 

Action'.  A motion  was  made,  seconded  and  voted 
that  the  President  be  authorized  to  name  a com- 
mittee on  Medicine  and  Religion. 

RESOLUTION  ON  PROFESSIONAL  FEES  AND 
HOSPITAL  CHARGES 

Dr.  Joseph  Lambiase  discussed  the  question  of 
professional  fees  and  charges,  and  offered  the  fol- 
lowing resolution  for  consideration  of  the  House: 

RESOLUTION 

The  Hou.se  of  Delegates  of  the  Rhode  Island 
^ledical  Society  affirms  its  support  of  the  policy 
of  the  House  of  Delegates  of  the  .American  IMedical 
Association  regarding  Separation  of  Professional 
Fees  and  Hospital  Charges,  as  expressed  in  the 
Statement  adopted  on  October  1st,  1965,  by  the 
House  of  Delegates  of  the  American  IMedical  .Asso- 
ciation, namely: 

Separation  of  Professional  Fees  and  Hospital 
Charges 

Hospital-based  medical  specialists  are  engaged  in 
the  practice  of  medicine.  The  fees  for  the  servdces 
of  such  specialists  should  not  be  merged  with  hos- 
pital charges.  The  charges  for  the  services  of  such 
specialists  should  be  established,  billed  and  col- 
lected by  the  medical  specialists  in  the  same  manner 
as  are  the  fees  of  other  physicians. 

Furthermore,  the  AMA  intends  to  continue  vigo- 
rously its  efforts  to  prevent  inclusion  in  the  future 
of  the  professional  services  of  any  practicing  physi- 
cian in  the  hospital  services  portion  of  any  health 
legislation. 

.Action:  A motion  was  made,  seconded  and  voted 
that  the  resolution  be  adopted  by  the  House. 

MENTAL  HEALTH  COMMITTEE 

Dr.  David  Fish,  chairman  of  the  Alental  Health 
Committee,  gave  an  oral  report  on  the  proposed 


revision  of  the  state  mental  health  law  resolved 
by  the  Governor's  study  commission  on  mental 
health.  He  stated  the  commission’s  report  had  been 
reviewed  and  approved,  with  amendments,  by  the 
Society’s  committee  on  mental  health,  and  that 
the  committee  had  recommended  a dynamic  study 
of  the  entire  statute  in  the  coming  months. 

Doctor  Fish  also  discussed  the  concern  of  his 
committee  with  the  threatened  closing  of  Chapin 
hospital,  and  in  particular  the  psychiatric  facilities. 
The  subject  was  discussed  at  length,  and  at  the 
request  of  the  President  an  editorial  on  the  issue 
appearing  in  the  January  issue  of  the  R.I.  Medical 
Journal  was  read.  .A  sub-committee  of  Drs.  Mathieu, 
Fish  and  Grady  was  asked  to  immediately  prepare 
a resolution  or  statement-  for  action  by  the  House, 
and  this  sub-committee  subsequently  reported. 
Their  proposal  was  amended,  and  the  House  agreed 
that  the  President,  with  such  advice  as  he  needed, 
should  complete  the  resolution  or  statement,  in- 
corporating the  thinking  of  the  House,  and  trans- 
mit it  to  the  Governor,  the  Alayor  of  Providence, 
and  the  communications  media  of  the  state.  The 
statement  drafted  was  as  follows: 

The  Rhode  Island  Aledical  Society  is  concerned 
with  the  threat  to  close  the  Charles  V.  Chapin  ho.s- 
pital  in  Providence,  the  only  hospital  facility  in 
the  state  for  the  care  of  contagious  disease  patients 
and  for  short  term  care  of  psychiatric  patients. 

To  close  the  hospital  completely  at  this  time 
would  be  contrary  to  the  best  health  interests  of 
the  community.  Since  no  other  facility  is  available 
for  the  psychiatric  patients  now  being  treated  at 
Chapin  hospital,  this  part  of  the  hospital  must  not 
be  closed. 

The  Society  urges  that  the  Governor  of  the  state, 
and  the  Alayor  of  Providence,  tolerate  no  further 
delays  in  making  an  official  decision  on  the  future 
of  the  hospital  in  the  interest  of  the  best  health 
care  of  the  people  of  Rhode  Island. 

COMMITTEE  ON  SCIENTIFIC  WORK 

Dr.  Jesse  P.  Eddy  III,  chairman  of  the  commit- 
tee on  scientific  work,  reported  on  plans  for  the 
1966  annual  scientific  assembly  of  the  Society.  He 
stated  the  meeting  would  be  held  on  Alay  10  and 
1 1 at  the  Sheraton  Biltmore  hotel  in  Providence, 
with  an  evening  session  on  Alay  10.  and  an  all 
day  scientific  assembly  the  llth,  with  the  annual 
dinner  the  evening  of  the  second  day. 

COMMITTEE  REPORTS  RECEIVED 

On  separate  motions  the  House  voted  to  receive 
and  place  on  record  the  written  reports  of  the  fol- 
lowing committees  presented  in  the  handbook  for 
the  meeting,  or  read  at  the  meeting: 

Cancer;  Child-School  Health;  Diabetes;  Disas- 
ter; Aledical  .Aspects  of  Sports;  Aledical  Care 
(Continued  on  next  page) 
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Programs;  Perinatal  iNIortality;  Physicians  and 
Carriers  Workmens  Compensation;  Social  Welfare. 

The  report  of  iheChild-School  Health  committee 
was  received  with  special  commendation  for  its 
work  in  the  End  Measles  Campaign. 

The  recommendation  of  the  Disaster  Committee 
included  in  its  report  was  approved. 

The  recommendations  incorporated  in  the  Pe,i- 
natal  Mortality  Committee  report  were  approved. 

The  reports  of  the  meetings  of  the  board  of  di- 
rectors of  I’hysicians  Service  were  received  for  in- 
formation purposes  only. 

Mediation  Committee 

In  the  absence  of  Dr.  Francis  Sargent,  chairman 
of  the  [Mediation  Committee,  his  report  was  read 
by  the  e.xecutive  secretary,  and  was  accepted  for 
information  purposes  only. 

SUPPLEMENTARY  REPORT  OF  WELFARE 
COMMITTEE 

Dr.  Peter  iMathieu,  chairman  of  the  committee 
on  social  welfare,  gave  an  oral  report  on  the  Prog- 
ress for  Providence  poverty  program  which  was 
publicized  in  the  Providence  Evening  Bulletin  on 
Saturday.  January  22,  1966.  He  stated  that  he  had 
immediately  conferred  with  the  planning  director 
of  the  program  and  had  been  reassured  that  the 
proposal  cited  in  the  press  story  (which  was  in 
conflict  with  the  opinions  of  the  social  welfare 
committee  as  submitted  to  the  House  in  September 
I 
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1965)  would  not  be  initiated  as  regards  physicians’ 
services  and  medical  care  programs  without  ap- 
proval of  the  committee.  Doctor  iMathieu  stated 
his  committee  would  continue  to  explore  the  prob- 
lem, and  would  report  further  to  the  House  in 
.•\pril. 

Doctor  iMathieu  also  submitted  the  following  res- 
olution for  consideration  by  the  House; 

Resolved,  that  it  is  the  policy  of  the  Rhode  Is- 
land Medical  Society  that  the  Rhode  Island 
Department  of  Social  Welfare  shall  work  for 
the  implementation  in  the  near  future  for  the 
payment  to  physicians  in  all  public  assistance 
programs  their  usual  and  customary  charges. 
Action-.  A motion  was  made,  seconded  and  voted 
that  the  resolution,  as  submitted,  be  adopted. 

A motion  was  made,  seconded  and  voted  that 
the  President  notify  the  director  of  social  welfare 
of  the  action  of  the  House  on  this  resolution. 

REIMBURSEMENT  UNDER  MEDICARE  FOR 
SERVICES  OF  HOSPITAL  BASED  PHYSICIANS 
The  President  noted  that  a memorandum  issued 
by  the  Social  Security  Administration  entitled 
“Reimbursement  Under  Medicare  for  Services  of 
Hospital-Based  Physicians’'  had  been  included  in 
the  handbook  for  the  meeting  for  the  information 
of  the  delegates. 

ADJOURNMENT 

The  meeting  of  the  House  was  adjourned  at 
5;25  p.m. 

Respectfully  submitted; 

[Michael  DiMaio,  m.d. 

Secretary 

REPORT  OF  THE  SECRETARY 

Since  the  September  meeting  of  the  House  of 
Delegates  the  Council  of  the  Society  has  held  two 
meetings.  Important  actions  taken  at  these  meet- 
ings are  summarized  as  follows; 

1.  The  Council  heard  a report  from  the  iMental 
Health  Committee  regarding  a new  mental  health 
code  which  has  been  drafted  by  a special  commis- 
sion named  by  the  Governor.  The  proposed  new 
code  was  approved  by  the  Council  subject  to  review 
and  approval  by  legal  counsel  of  the  Society.  The 
Mental  Health  Committee  was  urged  to  support 
further  studies  as  noted  in  its  report. 

2.  The  work  of  the  Medical  Economics  Commit- 
tee was  reviewed,  and  the  Committee  was  author- 
ized to  notify  Physicians  Service  that  a fee  ques- 
tionnaire will  be  mailed  out  when  the  committee 
and  officers  of  the  Society  have  completed  an  edu- 
cational program  for  the  membership  regarding  the 
exact  purpose  of  the  questionnaire;  that  such  a 
poll  should  be  conducted  by  the  Society,  to  be 
returned  to  the  Society,  and  that  subsequently  ne- 
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cessary  information  be  made  available  to  Physi- 
cians Service  for  implementation  of  the  INIedicare 
Law  if  Physicians  Service  is  named  the  Rhode 
Island  carrier  under  the  program. 

3.  The  president  was  authorized  to  name  the 
three  delegates  at-large  to  represent  the  Society 
on  the  Council  of  the  New  England  State  Medical 
Societies.  (Drs.  F.  B.  Agnelli  of  Westerly,  Richard 
J.  Kraemer  of  Greenwood,  and  John  C.  Ham,  of 
Providence,  have  been  appointed.) 

4.  The  President  was  authorized  to  name  six 
representatives  of  the  Society  to  serve  on  the  Me- 
dical Economics  Council  of  Rhode  Island.  ( Repre- 
sentatives appointed  are:  Drs.  Stanley  D.  Simon 
and  Thomas  Perry,  Jr.,  of  Providence;  Dr.  Philip 
J.  Morrison  of  Woonsocket;  Dr.  John  J.  Cunning- 
ham of  Pawtucket;  Dr.  Arthur  E.  Hardy  of  War- 
wick; and  Dr.  Charles  Serbst  of  Newport). 

5.  The  Council  named  Drs.  W.  A.  Reid,  H.  E. 
Darrah  and  Peter  L.  Mathieu  as  representatives 
to  attend  an  AMA  Conference  in  Chicago  in  Jan- 
uary on  Title  19  of  the  Medicare  Law. 

6.  The  following  were  named  delegates  to  the 
annual  meetings  of  New  England  State  Medical 
associations: 

Connecticut  Dr.  John  J.  Cunningham 

Massachusetts  Dr.  Alex  M.  Burgess,  Jr. 

New  Hampshire 

Vermont  Drs.  Harry  E.  Darrah,  Charles  York, 
Frances  Conklin,  J.  W.  Conkin 

7.  Dr.  Reuben  C.  Bates,  Secretary  of  the  IMedi- 
cal  Milk  Commission  of  the  Providence  Medical 
Association,  was  named  the  Society’s  representa- 
tive for  1966  on  the  Board  of  Directors  of  the 
Rhode  Island  Quality  Milk  Association. 

8.  Dr.  Harry  E.  Darrah,  President-Elect,  was 
named  as  the  Society’s  official  delegate  to  the  62nd 
■Annual  Congress  on  Medical  Education  to  the  held 

( in  Chicago,  February  3-8. 

9.  Dr.  David  Fish,  Chairman  of  the  Mental 
I Health  Committee,  and  an  additional  member  of 
I that  committee  to  be  designated  bj’  him,  were  ap- 
i pointees  to  the  12th  Annual  Conference  of  State 
I Mental  Health  Representatives  to  be  held  in  Chi- 
) cago  in  March. 

10.  The  President  was  commended  for  the 

* prompt  and  excellent  reply  to  a newspaper  story 
1 regarding  the  problem  of  the  incompetent  physician. 

11.  The  President  was  authorized  to  appoint  a 
t committee  to  work  with  the  local  Social  Security 
^ Administration  Office  in  resolving  physician  prob- 
I lems  when  the  Medicare  Law  is  in  operation. 

; 12.  The  annual  financial  report  of  the  Treasurer 

• was  reviewed  and  approved. 

; 13.  Improvements  recommended  by  the  Trus- 

i , tees  of  the  Medical  Library  building,  in  keeping 
f I with  the  bequest  of  the  late  Grace  E.  Dickerman, 
1 were  approved. 


14.  The  Society  approved  of  a $300  contribution 
to  the  Diabetes  Committee  to  support  the  special 
Diabetes  Symposium  to  be  held  at  Brown  Lmiver- 
sity  in  March  to  which  all  members  of  the  Society 
are  to  be  invited. 

15.  The  Council  approved  of  the  radio  program 
‘'Doctor’s  House  Call”  which  went  on  the  air  over 
Station  WCRQ  this  month,  and  it  requested  that 
the  Society’s  committee  on  radio  and  television, 
in  cooperation  with  the  executive  office,  handle  any 
communications  directed  to  the  radio  station  mak- 
ing inquiry  regarding  medical  problems.  The  Coun- 
cil also  approved  of  a letter  from  the  President  to 
be  sent  out  with  a small  poster  to  all  physicians 
by  the  radio  station. 

16.  The  report  of  the  delegate  to  the  AM.A  on 
the  Philadelphia  meeting  was  received  and  ap- 
proved. 

17.  The  President  was  authorized  to  confer  with 
the  state  director  of  health  relative  to  newspaper 
advertisements  for  free  cancer  detection  e.xamina- 
tions  offered  by  the  health  department. 

18.  Dr.  Harry  E.  Darrah  was  named  the  Soci- 
ety’s representative  on  a proposed  advisory  com- 
mittee to  the  state  health  department  for  a planned 
Emergency  IMedical  Services  study  project. 

19.  The  President  was  authorized  to  convey  the 
Society’s  request  to  the  Governor  that  it  have  rep- 
resentation on  the  Regional  Advisory  Planning 
Board  for  the  Heart,  Cancer  and  Stroke  Program. 

Michael  DiMaio,  m.d. 

Secretary 

REPORT  OF  THE  TREASURER 

The  financial  record  for  the  calendar  year  1965 
has  been  reviewed  and  approved  by  the  Council 
and  it  will  be  subject  to  professional  audit  by 
Ward,  Fisher  and  Company  in  the  immediate  fu- 
ture. The  report  also  includes  a complete  analysis 
of  the  invested  funds  of  the  Society. 

Two  fifths  of  the  $5,000  cash  balance  represents 
a bequest  of  the  late  Doctor  Wilcox  which  the 
Society  has  allocated  for  the  publishing  of  the 
history  of  the  Society  and  the  district  medical  as- 
sociations. This  history  has  been  completed,  and 
(Continued  on  next  page) 
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it  will  be  sent  to  each  member  of  the  Society  com- 
plimentary within  the  next  month. 

During  the  year  the  Society  received  a bequest 
of  S9.072  from  the  late  Grace  E.  Dickerman.  li- 
brarian emerita,  which  she  had  stipulated  should 
be  used  for  improvement  of  the  library  building, 
^lany  improvements  have  already  been  undertaken 
with  this  fund.  The  Society  also  received  S300 
from  the  estate  of  the  late  Dr.  Louisa  Paine  Ting- 
ley  who  bequested  the  Society  receive  2%  of 
the  residue  of  her  estate  for  general  purposes,  and 
1%  for  the  Library,  upon  the  death  of  the  living 
beneficiaries.  One  such  beneficiary  survives,  but 
the  trustees  of  the  estate  have  diverted  some  of 
the  funds  to  the  approximately  15  educational  and 
charitable  groups  that  are  to  benefit  from  the 
estate. 

Respectfully  submitted, 

John  A.  Dillon,  m.d. 

Treasurer 

CANCER  COMMITTEE 

The  Cancer  committee  reports  that  it  will  begin 
a series  of  meetings  regarding  the  facilities  avail- 
able for  cancer  management  in  the  state  in  an  ef- 
fort to  evaluate  our  needs,  particularly  with  refer- 
ence to  the  Cancer,  Stroke  and  Heart  Disease  pro- 
grams being  established  by  federal  law.  Reports 
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will  be  made  to  the  House  of  Delegates  at  data  be- 
comes available. 

George  Coleman,  m.d. 

Chairman 

CHILD-SCHOOL  HEALTH  COMMITTEE 
The  Rhode  Island  End  Measles  Campaign  was 
held  on  January  23,  1966,  as  scheduled,  in  spite 
of  the  severe  snowstorm  on  that  day.  Your  com- 
mittee feels  that  we  had  an  excellent  turnout  un- 
der such  weather  conditions,  and  everyone  — the 
public,  physicians,  nurses,  the  Woman’s  .\u.xiliary, 
and  allied  workers  — cooperated  completely  to 
make  the  program  a success.  Only  one  of  the  37 
planned  clinics  did  not  open. 

Preliminary  statistics  for  the  day  were; 

31,295  children  immunized; 

61.6%  of  the  projected  52,000  children  vacci- 
nated; 

70,000  doses  of  vaccine  contracted  for  by  the 
committee,  of  which  50.000  were  consigned. 


Total  multi-doses  left:  13,800 

Single  doses  left  23.346 

Total  37,146 

Doses  to  be  returned  20,000 

Doses  retained  (paid  for)  17,146 


Over  200  physicians  participated  in  the  work 
at  the  clinics. 

Contributions  from  the  public  amounted  to  ap- 
proximately S8,250. 

^ ^ ^ 

Because  of  the  severe  snow  storm  it  has  been 
decided  to  have  follow-up  clinics  — six  in  the 
major  cities  where  the  attendance  was  below  50% 
— on  Sunday,  January  30,  1966. 

Later  a follow-up  study  will  be  undertaken  to 
determine  reactions  of  those  vaccinated,  and  the 
demands  for  subsequent  physician  attention. 

Rudolphe  a.  J.aworsky,  m.d. 

Chairman 

DIABETES  COMMITTEE 

This  report  represents  a summary  of  activities 
throughout  the  year  of  1965  of  the  Committee  on 
Diabetes. 

In  previous  reports  and  statistics  the  incidence 
of  diabetes  in  our  population  and  the  high  death 
rate  in  our  state  has  been  well  known.  Previous 
diabetic  drives  in  our  state  have  been  primarily 
designed  to  detect  new  unknown  diabetics.  Reports 
on  previous  years  have  indicated  that  Rhode  Is- 
land has  the  highest  death  rate  for  Diabetes  Mel- 
litus  in  the  entire  United  States.  It  has  been  the 
goal  of  the  Committee  on  Diabetes  to  spread 
throughout  the  state  the  means  of  detection  and 
(Continued  on  Page  200) 
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education  to  study  further  the  reasons  that  may  be 
repsonsible  for  such  a high  rate. 

The  year  of  1965  has  been  one  of  the  busiest 
and  most  successful  in  diabetes  detection  and  edu- 
cation. not  only  because  of  the  enthusiasm  of  the 
participating  members,  but  also  because  of  the 
new  tecniques  which  seem  promising  for  state  wide 
detection. 

This  year  the  Committee  on  Diabetes  organized 
three  major  subcommittees  consisting  of: 

(1)  Committee  for  the  Fair: 

Chairman:  Dr.  William  Reeves 
Co-Chairman.  Dr.  Henry  Izeman 

(2)  Advertising  Committee: 

Chairman:  Dr.  Albert  Tetreault 
Other  members:  Betty  Mathieu.  M.D., 
.\lton  Curran.  IM.D..  Mr.  Gerald  Du- 
buc.  iMrs.  Dora  .\njoorian.  !Mrs. 
Thomas  Head.  Mrs.  Leonard  Learn- 
er. Mrs.  Marion  Hutchman.  and 
iMiss  Agnes  Davis. 

(3)  Committee  on  Year  Round  Detection  and 
Education: 

Chairman:  Dr.  Jean  ^laynard 
Dr.  William  Leet.  Dr.  Alton  Curran.  IMr. 
John  Tierney.  Mr.  Daniel  DeMattis  from 
the  State  Department  of  Health. 

The  Advertising  Committee  headed  by  Dr.  Al- 
bert Tetreault  had  tremendous  impact  on  the  suc- 
cessof  of  the  Committee  on  Diabetes.  The  Rhode 
Island  IMedical  Society  appropriated  the  sum  of 
S650.00  for  investment  in  30  posters  to  be  used 
as  billboards  wherever  Diabetes  Detection  Centers 
are  to  be  established  throughout  the  state,  and 
during  the  Diabetes  Detection  Week.  These  posters 
will  be  used  throughout  the  state  for  over  a period 
of  five  years  and  they  will  indicate  sponsorship  by 
the  Rhode  Island  IMedical  Society.  Other  means  of 
publicity  were  several  newspaper  ads  prior,  during, 
and  after  the  Diabetes  Fair  primarily  directed  to 
detection  and  encouraging  the  public  to  attend  the 
Fair  free  of  charge.  Newspaper  notices  and  ads 
included  "Well  Bee"  ads  as  well  as  news  of  Dia- 
betes Week  and  the  purposes  and  intentions  of  the 
Chairman  of  the  Fair  for  the  success  of  this  drive. 
These  newspaper  ads  were  primarily  in  the  Provi- 
dence Journal  and  the  Pawtucket  Times. 

There  were  several  radio  announcements  on  dif- 
ferent radio  stations  including  a half-hour  radio 
show  with  Bob  Cain  previously  arranged  by  Dr. 
Alton  Curran  who  participated  with  Dr.  .Albert 
Tetreault  in  the  ‘‘Open  Line  Program."  Dr.  Bias 
Moreno  arranged  the  broadcast  and  announcement 
of  the  Fair  through  Mr.  Christy  at  the  WCRQ- 
FM  radio  to  be  announced  on  the  program  ‘‘Events 
of  Note." 


Also  several  television  appearances  were  ar- 
ranged by  the  Advertising  Committee  and  included 
the  appearance  of  Dr.  Jean  Ma\‘nard  on  WPRO 
T.V.,  “Dialing  For  Dollars.”  Dr.  William  Leet 
also  appeared  on  “Dialing  For  Dollars”  together 
with  Ed  Miller  and  Hank  Bouchard.  Dr.  Bias 
IMoreno  and  Dr.  William  Reeves  appeared  on 
"People  In  The  News"  separately.  .\lso  Dr.  Betty 
IMathieu  and  Dr.  William  Leet  were  interviewed 
on  WTE\'  Channel  6.  The  Rhode  Island  State 
Department  of  Health  made  available  the  film 
“How  Sure  Are  You?”  which  was  shown  in  the 
Darlton  Theatre.  The  Diabetes  Fair  was  also  men- 
tioned on  the  "Ed  Pearson  Show”  and  by  way  of 
slides  on  other  television  stations. 

Governor  Chafee  proclaimed  November  14  to 
November  20,  1965  as  Diabetes  Week.  The  Stan- 
dish-Johnson  Advertising  Company  was  very  help- 
ful in  announcing  Diabetes  Week  as  well  as  the 
Diabetes  Fair. 

The  work  of  the  Committee  on  Advertising  was 
indeed  e.xtremeh’  successful  and  the  large  turnout 
of  the  public  at  the  Fair  depended  largely  on  their 
efforts. 

OTHER  COMMITTEE  ACTIVITIES 

The  Committee  on  Year  Round  Detection  and 
Education  has  done  remarkable  work  at  the  Fair 
and  during  the  past  year.  In  cooperation  with  the 
Rhode  Island  State  Nursing  Association,  the  Com- 
mittee on  Diabetes,  and  the  Rhode  Island  State 
League  for  Nursing,  the  Rhode  Island  State  De- 
partment of  Health  held  several  lectures  to  fur- 
ther the  education  of  the  nurses  in  the  field  of 
diabetes  throughout  the  state.  This  has  included 
the  diagnosis  and  treatment  of  diabetes  primarily 
designed  for  “The  Nurse  and  Diabetes.”  These 
lectures  included  one  on  September  15,  1965  at 
the  Newport  Hospital  with  the  speaker,  William 
Reeves.  IM.D.;  September  16.  1965  at  the  Woon- 
socket Hospital  with  Albert  Tetreault.  IM.D.:  Sep- 
tember 22,  1965  at  the  Rhode  Island  Hospital  iHth 
John  Gilman,  M.D.:  and  September  23,  1965  at 
the  Kent  County  Hospital  with  Russell  Hager. 
M.D.  Other  lectures  in  nursing  responsibilities  and 
management  of  diabetes  were  given  by  iMary  Je- 
rone.  R.N..  Estell  Tetreault.  R.N.,  Helen  iMaloof. 
R.N..  and  Jane  Lautieri.  R.N..  thus  beginning  a 
new  phase  in  the  development  of  diabetes  educa- 
tion in  the  state  of  Rhode  Island  in  the  different 
levels. 

In  addition  to  diabetes  detection  by  blood  tests 
done  by  the  State  Department  of  Health  at  the 
Diabetes  Fair  it  is  the  plan  of  the  Department  of 
Health  to  have  centers  and  places  throughout  the 
state  for  public  detection  in  the  year  of  1966. 
This  will  give  us  further  and  accurate  data  of  un- 
known diabetics  in  Rhode  Island. 


MARCH,  1966 


201 


THE  FAIR 

The  Committee  for  the  Diabetes  Fair  was  suc- 
cessfully headed  by  Dr.  William  Reeves.  The  Com- 
mittee on  Diabetes  is  grateful  to  General  Leonard 
Holland  (Adjutant  General  of  the  state  of  Rhode 
Island)  for  allowing  the  Fair  to  be  held  at  the 
Cranston  Street  Armory  in  Providence.  The  Com- 
mittee on  Diabetes  is  also  grateful  to  those  mem- 
bers of  the  military  staff  at  the  Armory  for  their 
cooperation  throughout  the  day  during  the  Fair. 
Dr.  William  Reeves  and  Dr.  Henry  Izeman  pre- 
pared the  entire  program  for  the  day  including 
all  the  panel  discussions  with  different  members 
of  the  Committee  on  Diabetes  participating  in  the 
four  panel  discussions  that  took  place  throughout 
the  day.  Several  exhibits  at  the  Fair  were  well 
received  by  the  public  and  the  exhibitors  included 
the  American  Cancer  Society,  Rhode  Island  Di- 
vision; The  College  of  Pharmacy  of  the  Univer- 
sity of  Rhode  Island  in  cooperation  with  the  Rhode 
Island  Pharmaceutical  Association;  The  Rhode  Is- 
land Dietetic  Association;  The  Rhode  Island  Heart 
-Association;  The  Rhode  Island  Podiatry  Society; 
The  Rhode  Island  Chapter,  National  Association  of 
Social  Workers  and  the  Rhode  Island  Tuberculo- 
sis and  Health  Association. 

Other  important  features  of  the  Diabetes  Fair 
was  the  presence  of  the  Aletcalf  Unit  for  free 
Chest  X-ray.  The  Metcalf  L’nit  took  1018  chest 
-X-rays.  Alovies  on  diabetes  were  shown  three  times 
during  the  entire  Fair  and  included  the  movies, 
“Diabetes  And  You”  and  “How  Sure  Are  You?”. 
The  Fair  took  place  on  Wednesday,  November  17, 
1965  from  10:00  -A.M.  to  8:00  P.AI.  and  one  of 
the  main  features  was  the  free  blood  testing.  This 
year  the  introduction  of  the  L’nopettes  was  a great 
contribution  for  the  detection  of  large  groups.  With 
the  use  of  the  -Autoanalyzer  approximately  sixty 
blood  sugars  per  hour  could  be  handled,  and  their 
easy  labeling,  manipulation,  and  storage  made  it 
possible  to  do  hundreds  of  blood  sugars  in  a rela- 
tively short  time. 

The  Fair  was  eagerly  attended  by  more  than 
3,000  Rhode  Islanders. 

It  is  impossible  in  this  report  to  include  individ- 
ual names  of  every  representative  in  each  coope- 
rating agency  who  graciously  gave  time  and 
effort  for  the  success  of  the  Fair.  But  it  must  be 
mentioned  that  the  Woman’s  -Auxiliary  of  the 
Rhode  Island  Medical  Society  and  the  Woman’s 
-Auxiliary  of  the  Rhode  Island  Podiatry  Society 
as  well  as  the  Rhode  Island  Dietetic  -Association, 
Rhode  Island  State  Nurses  -Association,  and  dif- 
ferent members  of  the  State  Department  of  Health 
including  Public  Health  Educators  and  the  Com- 

(Coiitinued  on  next  page) 
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munity  Nutrition  Section,  must  be  commended  for 
their  work  and  priceless  effort. 

Financial  support  was  obtained  from  the  Rhode 
Island  Medical  Society  as  previously  mentioned 
as  well  as  from  pharmaceutical  companies,  i.e.,  the 
Rhode  Island  Pharmaceutical  Association  and  the 
Upjohn  Company.  The  New  England  Diabetes  As- 
sociation donated  S50.00  for  this  year's  detection 
drive. 

Approval  was  obtained  by  the  Rhode  Island 
Medical  Society  to  initiate  voluntary  contributions 
from  different  pharmaceutical  companies  and  in- 
terested groups. 

The  final  results  of  the  Diabetes  Detection  effort 


during  the  1965  Health  Fair  was: 

Total  Number  of  Persons  Tested:  2562 

Total  Number  of  Negatives  2292 

Total  Number  of  Suspects:  116 

Total  Number  of  Diabetics 

previously  diagnosed:  144 

Unsatisfactory  testing  due  to 

laboratory  difficulties:  10 


Of  the  116  suspects  there  were  43  who  were  re- 
tested at  the  state  laboratory  including  venous 
blood  samples  two  hours  after  a loading  dose  of 
glucose.  Of  these,  24  were  found  to  have  abnor- 
mally high  readings  and  were  referred  to  their 
family  physician  for  further  definite  diagnosis  and 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treat- 
ment of  nervous  and  emotional  disorders  as  well  as 
long  term  geriatric  problems. 

Physical,  neurological  psychiatric  and  psychological 
examinations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  In  a beautiful  and 
conveniently  located  institution. 

L.  A.  Senseman  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 
Oliver  S.  LIndberg,  M.D.  William  H.  Dunn,  M.S.W. 
P.  Wendel  Johnson,  Ph.D.  Therba  Johnston,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays) 
9-12  A.M,,  and  by  appointment. 

R.  I.  B ue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


management.  There  were  73  suspects  who  were 
not  followed  at  the  state  laboratory  and  they  were 
advised  by  mail  to  contact  their  family  physician 
for  follow-up. 

The  Committee  on  Diabetes  in  conjunction  with 
the  State  Department  of  Health  has  made  avail- 
able recently  the  use  of  the  Unopettes  for  routine 
detection  in  private  doctors'  offices.  The  avail- 
ability of  the  Unopettes  and  the  material  required 
for  this  test  are  at  present  limited  to  members  of 
the  Committee  on  Diabetes.  But  through  the  State 
Department  of  Health  this  could  be  made  available 
to  any  interested  physician. 

It  is  the  purpose  of  the  Committee  on  Diabetes 
in  conjunction  with  the  State  Department  of  Health 
to  initiate  a continuing  program  of  Year  Round 
Detection  and  Education  throughout  the  state  in 
the  hope  that  this  program  will  give  us  a better, 
more  accurate  and  statevA'ide  knowledge  of  the  in- 
cidence of  diabetes. 

SYMPOSIUM  PLANNED  IN  MARCH 

The  Annual  Symposium  on  Diabetes  Mellitus 
offered  by  the  New  England  Diabetes  Association 
will  be  held  on  IMarch  19,  1966  on  the  Brown 
University  campus.  This  will  consist  of  a series 
of  lectures  in  the  field  of  diabetes  given  by  several 
outstanding  physicians  in  the  United  States.  These 
physicians  are:  Robert  H.  Williams,  M.D.,  Stefan 
S.  Fajans,  iM.D.,  Ira  G.  Wood,  M.D.,  William  H. 
Daugkaday,  iM.D.  This  program  is  a “First”  of- 
fered by  the  New  England  Diabetes  Association 
and  has  been  supported  and  sponsored  by  the 
Rhode  Island  iMedical  Societ}’  and  the  Rhode  Is- 
land Department  of  Health  who  encourage  all 
physicians  to  participate  free  of  charge  in  this  event 
which  will  further  their  knowledge  in  the  latest 
concepts  and  developments  in  the  field  of  diabetes. 

DIABETES  ASSOCIATION  FORMED 

The  first  meeting  of  the  newly  established  “Clin- 
ical Diabetes  Association  of  Rhode  Island”  was 
held  at  the  Rhode  Island  Medical  Society  Library 
on  Wednesday.  December  8,  1965.  The  officers  of 
this  Association  are: 

President  William  Leet,  iM.D. 

First  \’ice  President  William  Reeves,  iM.D. 

Second  Vice  President  Alton  Curran,  iM.D. 

Secretar\-  Bias  ^loreno,  ^I.D. 

Treasurer  Albert  Tetreault,  i\I.D. 

The  Board  of  Directors  include:  John  Gilman. 
iM.D.,  Betty  iMathieu,  iM.D.,  Irving  Beck.  ^I.D.. 
and  Charles  Does.  IM.D. 

On  April  13.  1966  the  first  Annual  Meeting  of 
the  Clinical  Diabetes  Association  of  Rhode  Island 
will  present  a Symposium  on  “The  Vascular  Com- 
plications of  Diabetes  Mellitus”  at  the  Rhode  Is- 
land iVIedical  Society  Librar\’. 

(Continued  on  Page  2(M) 
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when  the  offending  organisms  are  tetracycline- 
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P^'ocluce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
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should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
cracy  occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
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Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  shoulo  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 
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The  scientific  presentation  at  the  first  meeting 
of  the  Clinical  Diabetes  Association  of  Rhode  Is- 
land was  given  by  Dr.  Robert  Parks,  J.,  Professor 
of  Science,  Brown  University  and  his  topic  was 
"Recent  Findings  of  Glucose  Releasing  Effects  by 
Epinephrine."  The  Clinical  Diabetes  Association 
of  Rohde  Island  has  been  welcomed  by  our  State 
Medical  Society  and  is  to  work  closely  with  the 
New  England  Diabetes  Association.  It  welcomes 
the  membership  of  any  physician  interested  in  dia- 
betes. It  promises  to  continue  education  in  the  field 
of  diabetes  throughout  the  state. 

As  Chairman  of  the  Committee  on  Diabetes  I 
express  my  sincere  gratitude  to  the  Rhode  Island 
Medical  Society  and  all  cooperating  physicians  for 
their  help  and  support  during  the  past  year. 

Respectfully  submitted, 

Blas  IMoreno,  m.d. 

Chairman 

DISASTER  COMMITTEE 

1.  Progress  in  the  assembling  of  non-military 
disaster  assignments  among  members  physicians  on 
a state-wide  basis  has  been  made  to  an  extent,  but 
the  project  is  not  complete  as  yet.  At  a December, 
1965  Disaster  Committee  ^Meeting,  a decision  was 
reached  to  request  a list  of  physician  disaster  as- 
signments of  each  hospital  in  the  state,  in  order 
to  synchronize  our  own  recommendations  for  in- 
dividual disaster  assignments  with  those  of  existing 
hospital  disaster  plans.  This  correspondence  has 
been  concluded,  with  the  finding  that,  in  general, 
hospitals  outside  of  Providence  are  expecting  vir- 
tually their  entire  medical  staffs  to  report  for  dis- 
aster assignments  at  times  of  such  need,  while  hos- 
pitals within  Providence,  having  overlapping  staff 
affiliations,  have  no  individual  assignments.  A de- 
cision will  be  made  ht  a forthcoming  meeting  of 
the  Disaster  Committee  to  pursue  the  task,  begun 
a year  ago,  to  suggest  individual  hospital  assign- 
ments for  disaster  coverage  by  the  membership, 
or  to  adopt  an  alternate  plan.  (This  is  all  being 
considered  with  the  realization  that  disaster  brings 
chaos  and  that  much  disaster  organizing  is  spon- 
taneous and  attuned  to  the  needs  of  the  day,  de- 
spite all  prior  efforts  to  have  a plan  in  readiness.) 

2.  It  has  been  requested  that  the  Rhode  Island 
Medical  Society  endorse  the  teaching  of  junior  high 
and  high  school  pupils  in  medical  self-help  through 
use  of  the  .\merican  ^ledical  Association’s  prepared 
courses  of  instruction.  This  request  has  been  made 
by  Mr.  Winters  B.  Hames,  Health  Mobilization 
Coordinator  for  the  State  Council  of  Defense.  This 
teaching  would  be  implemented  by  the  State  De- 
partment of  Health’s  Division  of  Health  IMobiliza- 


tion.  The  program  is  under  way  during  the  current 
and  past  school  years,  and  in  the  judgment  of 
Disaster  Committeemen  who  are  in  any  way  ac- 
quainted with  it,  is  commendable.  The  Disaster 
Committee  recommends  its  endorsement  by  the 
House  of  Delegates. 

Respectfully  submitted, 

John  B.  Lawler,  m.d. 

COMMITTEE  ON  MEDICAL  ASPECTS  OF  SPORTS 

The  Committee  of  the  ^ledical  Aspects  of  Sports 
wishes  to  report  that  plans  are  under  way  to  hold 
the  Eifth  Annual  Conference  on  the  IMedical  As- 
pects of  Sports  which  will  be  be  cosponsored  by 
the  Lmiversity  of  Rhode  Island  and  the  Rhode  Is- 
land IMedical  Society. 

The  ^Meeting  will  take  place  on  August  18  and 
19,  1966  in  the  Keaney  Gymnasium  at  the  Univer- 
sity of  Rhode  Island.  Several  nationally  known 
speakers  have  already  indicated  that  they  will  take 
part  in  the  speaking  program. 

Respectfully  submitted, 

A.  A.  Savastano,  m.d. 

PHYSICIANS  AND  CARRIERS  WORKMEN'S 
COMPENSATION  COMMITTEE 

Since  my  last  report  to  you,  the  Committee  Per- 
taining to  Fees  on  Compensation  Cases  has  dis- 
cussed three  different  cases  in  which  there  was  a 
difference  of  opinion  between  the  Compensation 
Insurance  Carrier  and  the  Physician  regarding  the 
fairness  of  the  bill  submitted. 

In  each  case  the  Committee  met  and  discussed 
the  case,  and  the  party  submitting  the  case  to  the 
Committee  was  advised  in  writing  of  its  recommen- 
dations. 

Respectfully  submitted, 

A.  A.  Savastano,  m.d, 

MEDICAL  CARE  PROGRAMS  COMMITTEE 

The  IMedical  Care  Programs  Committee  met  on 
December  10,  1965,  with  representatives  from  the 
Department  of  Public  Welfare.  The  Committee  had 
met  prior  to  this  to  discuss  changes  in  the  IMAA 
Program  to  be  presented  to  the  Department  of 
Public  Welfare,  following  the  one  year  trial  pro- 
gram that  had  been  in  effect.  When  the  Program 
was  initiated  one  year  ago,  our  Committee  had 
stated  that  it  should  be  reviewed  at  the  end  of  a 
year. 

The  statistics  given  us  by  the  Public  Welfare 
Department  revealed  that  the  hospitals  had  received 
nearly  80%  of  the  expended  monies  and  that  the 
doctors  had  received  only  approximately  5%.  Also 
we  were  told  that  j/2  of  1%  payroll  deduction  for 
!M.^A  in  Rhode  Island  would  more  than  cover  the 
monies  that  had  been  expended  in  the  entire  Pro- 
gram. Originally,  the  states  were  to  supply  half  and 
the  Federal  government  half. 
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Our  Committee  made  the  following  recommenda- 
ticns  to  the  Welfare  Department: 

1.  That  elective  and  emergency  surgery  in  the 
Accident  Room  should  be  covered  by  them. 

2.  That  the  fee  schedule  should  be  converted  to 
PSI  from  present  Plan  A.,  Physicians  Service. 

3.  Certain  diagnostic  procedures  should  be  cov- 
ered, such  as  cystocopy  and  myelogram,  done  as 
independent  procedures. 

4.  Adjustments  in  the  fee  scale  for  certain  x-rays, 
such  as  G.I.  Series,  Barium  enema,  and  I\’P. 

5.  That  payment  for  medical  services  should  be 
S25.00  for  the  first  day,  $15.00  for  the  second  day, 
and  S6.00  for  subsequent  days.  Consultations 
should  be  paid  for,  but  that  a report  of  the  con- 
sultation should  be  sent  to  the  Department. 

6.  Payment  of  both  medical  and  surgical  claims 
on  the  same  patient  should  be  an  individual  consi- 
deration item.  Also,  payment  for  intensive  care 
patients  should  be  an  individual  consideration  item 
with  a doctor’s  statement  as  to  the  need  and  du- 
ration. Also,  as  an  IC  item  would  be  payment  for 
medical  men  and  surgeons  above  the  $225.00  in 
certain  situations. 

It  was  also  mentioned  that  a surgeon  could  apply 
for  either  medical  or  surgical  care  of  a patient, 
whichever  was  the  more  important  item.  The  pay- 
ments of  visits  to  nursing  homes  was  also  under 
consideration  by  the  Department  of  Public  Welfare 
to  attempt  to  make  this  more  equitable.  The  ques- 
tion of  paying  for  doctors’  office  visits  was  brought 
up,  but  the  Committee  felt  that  it  was  not  indicated 
at  this  time. 

Respectfully  submitted, 

Richard  P.  S.exton,  m.d..  Chairman 
iMedical  Care  Programs  Committee 

PERINATAL  MORTALITY  COMMITTEE 

The  State  Perinatal  Mortality  Committee  of  the 
Rhode  Island  Medical  Society  met  on  Wednesday, 
December  15,  1965.  The  meeting  was  called  to  dis- 
:u.=;s  problems  relating  to  the  required  registration 
of  fetal  deaths  in  the  State  of  Rhode  Island.  Dr. 
Frank  Corrigan,  Director  of  Maternal  & Child 
j Health  in  the  State  Department  of  Health  and  a 
member  of  this  Committee,  was  present.  Also  pres- 
ent were  Mrs.  Lera  O'Hara,  State  Registrar  of 
Vital  Statistics  and  Miss  Gertrude  Cahir,  the  Chief 
Record  Librarian  at  the  Providence  Lying-In  Hos- 
pital. All  members  of  the  State  Committee  were 
present  with  only  two  exceptions.  The  Rhode  Is- 
land statutes  defining  fetal  deaths  and  their  regis- 
tration on  the  required  fetal  death  certificate  were 
first  reviewed  and  the  conformity  of  these  defini- 
tions and  requirements  with  those  proposed  by  the 
orld  Health  Organization,  as  well  as  the  majority 


of  states  in  the  United  States  of  .America,  was 
pointed  out.  The  disadvantages  accruing  from  use 
of  the  first  day  of  the  last  menstrual  period  and 
the  actual  date  of  e.xpulsion  or  extraction  of  the 
products  of  conception  to  determine  fetal  develop- 
ments were  discussed.  Some  of  these  disadvanta- 
ges are  of  minor  significance,  such  as  patients  with 
irregular  periods,  with  intervals  of  prolonged  ame- 
norrhea on  some  basis  other  than  pregnancv  and 
those  women  who  may  have  characterized  vaginal 
bleeding  as  a period  even  after  conception.  Of 
major  significance,  however,  w'ere  pregnancies 
which  lasted  20  weeks  or  more  but  whose  fetus  had 
suffered  a death  in  utero  anywhere  from  6 to  12 
weeks  prior  to  actual  expulsion  or  extraction.  In 
some  of  these  cases  it  w^as  pointed  out  that  no  fetus, 
indeed,  ever  existed  and  in  others  the  fetus  was  of 
such  small  size  as  to  defy  the  belief  that  it  could 
ever  have  attained  an  in  utero  age  where  quicken- 
ing might  be  appreciated  by  the  mother. 

Due  to  an  administrative  instruction  sent  out 
-April  11,  1959.  it  was  learned  that  most  physicians 
in  Rhode  Island  were  utilizing  a minimum  weight 
or  minimum  crown-rump  length  as  the  basis  for 
registration  of  a dead  fetus.  Naturally,  this  would 
account  for  wide  discrepancies  in  reporting  and  the 
Committee  was  not  altogether  convinced  from  their 
(Continued  on  next  page) 
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review  of  the  statutes  in  other  states  and  areas  that 
considerable  variation  in  interpretation  of  the  sta- 
tutes existed. 

Therefore,  the  Committee  proposes  the  following 
recommendations  to  the  Rhode  Island  ^ledical  So- 
ciety with  the  hope  that  the  State  of  Rhode  Island 
may  acquire  more  meaningful  data  in  connection 
with  fetal  death. 

. 1.  We  recommend  that  the  present  definition  of 
fetal  death  be  retained:  namely,  that  fetal  death 
means  death  prior  to  the  complete  expulsion  or  ex- 
traction from  its  mother  of  a fetus  irrespective  of 
the  duration  of  pregnancy;  the  death  is  indicated 
by  the  fact  that  after  such  expulsion  or  extraction 
the  fetus  does  not  breathe  or  show  any  other  evi- 
dence of  life,  such  as,  beating  of  the  heart,  pulsa- 
tion of  the  umbilical  cord,  or  definite  movement 
of  the  voluntary  muscles.  This  is  already  a statu- 
tory provision  in  the  State  of  Rhode  Island.  Chap- 
ter 87.  Public  Laws  1961.  Section  1. 

2.  In  order  to  promote  uniformity  with  the  major 
statistical  gathering  bodies  with  the  United  States 
and  in  the  World  Health  Organization,  we  recom- 
mend that  the  statutory  provision  for  fetal  death 
registration  be  retained.  This  statutory  provision 
in  Chapter  87  of  Public  Laws  1961,  Section  7 
states  that:  A fetal  death  certificate  of  each  fetal 
death  which  occurs  in  this  State  after  a gestation 
period  of  20  completed  weeks  or  more  shall  be 
filed.  Hospitals  should  be  encouraged  to  report 
earlier  abortions  or  fetal  deaths  monthly  with  a 
description  of  the  fetus  when  present  and  the  prob- 
able time  in  gestation  that  growth  and  development- 
ceased.  If  no  fetus  was  present  the  abortion  should 
be  classified  as  blighted  ovum  or  stunted  or  nodular 
fetus.  We  do  not  believe  that  the  requiring  of  re- 
porting after  the  16th  week  of  gestation,  as  was 
suggested  by  the  Director  of  Health,  is  feasible  at 
this  time.  We  should  attempt  to  obtain  more  spe- 
cific and  meaningful  data  on  the  gestational  periods 
of  20  weeks  or  more. 

3.  The  Committee  strongly  urges  that  all  fetuses 
which  are  associated  with  a 20  weeks  or  more  ges- 
tational period  be  weighed  and  that  their  crown- 
rump  length  be  recorded.  If  no  fetus  is  available 
but  there  is  obvious  evidence  that  a fetus  was  pres- 
ent the  physician  should  characterize  the  stage  of 
fetal  development  by  any  clinical  means  which 
were  available  to  him.  These  might  be  the  patient's 
historv  as  to  whether  quickening  had  taken  place, 
when  and  if  quickening  had  taken  place,  when  fetal 
motion  ceased,  to  what  size  the  uterus  had  actually 
grown,  the  size  and  development  of  the  placenta, 
the  actual  detection  of  fetal  movement  or  fetal 
heart  sounds  by  the  physician  and  his  estimation  of 
the  actual  time  of  fetal  demise  prior  to  expulsion. 

4.  If  the  gestational  period  cannot  be  ascertained 


a dead  fetus  weighing  400  gms  or  more  or  16.5  cm 
in  length  or  more  should  be  registered.  Also  fetuses 
of  400  gms  in  weight  or  16.5  cm  or  more  in  length 
should  be  registered  even  if  the  gestational  period 
is  stated  as  less  than  20  weeks. 

These  recommendations,  if  preceded  by  a careful 
educational  program  of  physicians  attending  preg- 
nancies throughout  the  State,  should  give  us  valu- 
able information  regarding  the  death  of  fetuses  in 
pregnancies  which  have  lasted  20  weeks  or  more 
from  the  beginning  of  the  last  menstrual  period 
along  with  correlating  data  on  not  only  the  weight 
but  the  crown-rump  length  of  each  of  these  fetuses 
and  a documented  clinical  opinion  as  to  the  actual 
stage  of  fetal  development  when  fetal  death  oc- 
curred. If  we  are  effective  in  promoting  accurate 
data  along  these  lines,  the  State  of  Rhode  Island 
may  contribute  the  most  meaningful  figures  in  re- 
gard to  fetal  death  that  have  ever  been  assembled. 
A copy  of  these  recommendations  has  been  sent  to 
Dr.  Cannon  and  iMrs.  O'Hara  for  their  comments. 

Respectifully  submitted. 

Bertram  H.  Buxton,  m.d. 

Chairman 

COMMITTEE  ON  SOCIAL  WELFARE 

The  Rhode  Island  Department  of  Social  Welfare 
consulted  with  the  Committee  and  reviewed  several 
medical  aspects  of  Public  Law  88-452,  88th  Con- 
gress, S-2642.  known  as  the  Economic  Opportunity 
Act  of  1964.  This  law  has  seven  titles. 

TITLE  1.  — Youth  Programs. 

TITLE  H.  — Urban  and  Rural  Community  Ac- 
tion Programs. 

TITLE  HI. — Special  Programs  to  Combat  Pov- 
erty in  Rural  Areas. 

TITLE  IV.  — Employment  and  Investment  In- 
centives. 

TITLE  V.  — Work  Experience  Programs. 

TITLE  \T.  — Administration  and  Coordination. 

TITLE  \'H. — Treatment  of  Income  for  Certain 
Public  Assistance  Programs. 

Specifically,  the  Committee  was  concerned  with 
the  three  R's  (Reeducation.  Retraining  and  Re- 
employment) program  which  comes  under  Title  V 
of  the  Economic  Opportunity  Act.  This  program  is 
administered  in  the  Bureau  of  Family  Services. 
The  main  emphasis  or  purpose  of  the  program  is 
to  train  people  who  are  receiving  assistance  so  that 
they  will  be  able  to  compete  in  the  emplojanent 
market  more  actively. 

Approximately  one  thousand  General  Public  As- 
sistance patients  will  be  involved  within  the  next 
year.  There  are  two  aspects  to  this  program.  The 
first  part  deals  with  six  hundred  ADC  recipients 
whom  the  Department  of  Social  Welfare  will  train 
(Concluded  on  Page  2091 
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Report  of  Special  Meeting  of  the  Corporation , January  26,  1966 


A special  meeting  of  the  Corporation  of  the 
Rhode  Island  iNledical  Society  Physicians  Service 
was  held  at  the  Rhode  Island  Medical  Society  Li- 
brary in  Providence  on  Wednesday,  January  26, 
1966.  The  meeting  was  called  to  order  by  the  Pres- 
ident, Dr.  Arnold  Porter,  at  2:36  p.m.  The  follow- 
ing members  of  the  Corporation  were  in  attendance: 

Charles  J.  Ashworth,  ^I.D.,  John  T.  Barrett, 
M.D,.  Roger  Berard,  M.D,,  Chelcie  C,  Bosland, 
Ph.D,,  Paulo  A.  Botelho,  M.D,,  Reginald  H.  Bou- 
I cher,  ^I.D,,  J,  Robert  Bowmen,  INI. I),,  Mr,  J,  Austin 
Carroll,  Joseph  Caruolo,  M.D.,  ^Ir.  George  W. 
Chaplin,  Charles  Serbst,  IM.D,,  Harry  E.  Darrah, 
M.D.,  Michael  DiMaio,  M.D,,  Walter  Dufresne, 
M.D,,  Charles  L,  Farrell,  ]^I.D,,  Roger  Fontaine, 
M.D.,  Warren  W.  Francis,  M.D,,  Frank  D.  Fratan- 
j tuono,  ^I.D.,  Alvin  G.  Gendreau,  M.D.,  John  F.  W. 

I Gilman,  M.D,,  Seebert  J,  Goldowsky,  M.D,,  John 
j P.  Grady,  M.D,,  Edmund  T,  Hackman,  M.D., 

I Herbert  F.  Hager,  M.D.,  Mr.  John  J.  Hall.  John 

C.  Ham,  M.D.,  Milton  W.  Hamolsky,  M.D.,  James 
F.  Hardiman,  M.D.,  Walter  E.  Hayes,  IM.D.,  Waldo 
O.  Hoey,  M.D.,  Joseph  Lambiase,  M.D.,  Robert 
I V.  Lewds,,  ^I.D.,  Thomas  Littleton,  ^I.D.,  William 
i MacDonald,  IM.D.,  Earl  J.  Mara,  ;M.D.,  Peter 
' Mathieu,  M.D.,  William  McDonnell,  M.D.,  James 
I .A.  ^IcGrath,  iM.D.,  James  B.  IMoran,  ^I.D.,  Gus- 
j tavo  A.  Motta,  M.D.,  John  E.  ^lurphy,  M.D.,  Raul 
1 Xodarse,  M.D.,  .Arnold  Porter,  AI.D.,  William  .A. 

Reid.  AI.D.,  Ralph  D.  Richardson,  AI.D.,  Charles 
I B.  Round,  AI.D.,  Joseph  Ruisi,  AI.D.,  Richard  P. 

Se.xton,  AI.D.,  John  Turner,  11,  AI.D.,  John  AI. 

I Vesey  AI.D.,  Banice  Webber,  AI.D.,  Elihu  S.  Wing, 
i Jr.,  AI.D.,  and  Joseph  E.  Wittiig,  AI.D. 

The  following  members  w'ere  absent: 

1 Rocco  .Abbate,  AI.D.,  Freeman  B.  .Agnelli,  AI.D., 
Joseph  E.  Cannon,  AI.D.,  Xathan  Chaset,  AI.D., 
Air.  .Albert  Christopher,  Alorgan  Cutts,  AI.D..  John 
.A.  Dillon.  AI.D.,  Air.  James  R.  Donnelly,  Charles 
Dotterer,  AI.D.,  Frederick  C.  Eckel,  AI.D.,  Air. 
Emil  E.  Fachon,  Henry  B.  Fletcher.  AI.D.,  Air. 
John  J.  Halloran,  .Arthur  E.  Hardy.  AI.D.,  Robert 
' C.  Ha\es,  AI.D.,  Air.  Paul  P.  Johnson,  Earl  F. 
I Kelly,  AI.D.,  Rev.  Joseph  L.  Lennon,  O.P..  Frank 
1 J.  Logler,  AI.D.,  Air.  Felix  Alirando,  Judge  Florence 
i K.  Alurray,  Edwin  B.  O’Reilly,  AI.D.,  Air.  George 
I R.  Ramsbottom,  Francis  B.  Sargent.  AI.D.,  Carl 
j S.  Sawyer,  AI.D.,  Air.  John  Shepard.  II.  Stanley 


D.  Simon,  AI.D.,  Leonard  Staudinger,  AI.D.,  Edwin 
A’ieira,  AI.D.,  and  Harold  Woodcome,  AI.D. 

Also  present  at  the  meeting  were  Alessrs.  William 

E.  AIcCable,  Legal  Counsel,  .Arthur  F.  Hanley, 
E.xecutive  Director,  Frank  .Adae,  .Assistant  E.xecu- 
tive  Director,  J.  Lewis  Eddy,  Director  of  Profes- 
sional Relations,  Joseph  Sullivan,  E.xecutive  .Assist- 
ant, and  John  E.  Farrell,  Sc.D.,  E.xecutive  Secre- 
tary. 

BYLAW  REVISIONS 

The  President  stated  the  purpose  of  the  special 
meeting  was  to  consider  bylaw’  revisions  and  chang- 
es in  the  Professional  Services  Index  as  submitted 
by  the  Board  of  Directors. 

The  bylaw  revisions  proposed  were  included  in 
the  handbook  submitted  to  the  members  of  the 
Corporation,  copy  of  w’hich  is  made  part  of  the 
official  minutes  of  this  meeting. 

^ ^ ^ 

.Article  III,  Section  2,  w’as  proposed  as  follows: 

.Article  III.  (Board  of  Directors) 

Section  2.  The  Board  of  Directors  shall  have 
the  power  to  select  a person  or  persons  to  fill  any 
vacancy  or  vacanies  among  the  public  members  of 
the  Board  occurring  between  annual  meetings  of 
the  Corporation.  Such  public  member  or  members 
selected  by  the  Board  shall  serve  until  the  next 
annual  meeting  of  the  Corporation.  .A  vacancy  or 
vacancies  occurring  among  physician  members  of 
the  Board  between  annual  meetings  of  the  Corpora- 
tion shall  be  filled  by  a physician  or  physicians 
nominated  by  the  House  of  Delegates  of  the  Rhode 
Island  Aledical  Society  at  the  first  meeting  of  the 
House  of  Delegates  held  after  the  occurrence  of 
the  vacancy  or  vacancies.  Such  nominee  or  nomi- 
nees, after  ratification  of  the  nomination  by  the 
Board,  shall^ serve  until  the  next  annual  meeting  of 
the  Corporation. 

Action:  .A  motion  was  made,  seconded  and  voted 
that  this  section  be  adopted  as  proposed. 

^ 

.Article  IV,  Section  1,  was  amended  by  the 
Corporation  to  read  as  follows: 

Section  1.  The  Board  of  Directors  shall  elect 
annually  six  (6)  standing  committees  — an  Execu- 
tive Committee,  a Finance  Committee,  a Profes- 
sional .Advisory  Committee,  with  the  e.xception  of 
(Continued  on  ne.xt  page) 
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those  members  elected  to  this  Committee  by  the 
House  of  Delegates  of  the  Rhode  Island  ^ledical 
Society,  a Conference  Committee,  a Nominating 
Committee,  and  a Claims  Committee.  It  may  ap- 
point such  other  committees  as  it  may  deem  ap- 
propriate. 

4:  sjs  ^ 

Action-.  The  section  as  amended  was  adopted. 

^ Hi  sj:  ❖ 

Article  IV,  Section  7,  was  proposed  as  follows: 

Article  IV.  (Committees) 

Section  7.  The  Claims  Committee  shall  consist 
of  the  six  { 6 ) members  of  the  Professional  Advisory 
Committee,  as  defined  in  Section  4 of  Article  I\  , 
plus  three  (3)  physicians  appointed  annually  by 
the  President.  The  Chairman  shall  be  appointed  by 
the  President  and  must  be  a member  of  the  Board 
of  Directors.  The  Claims  Committee  shall  render 
professional  advisory  assistance  to  the  Claims  De- 
partment on  claims  which  require  review  and  in- 
volve a determination  of  claims  policy.  The  Com- 
mittee shall  make  periodic  reports  to  the  Board  of 
Directors. 

H: 

.Action:  The  section  as  proposed  was  adopted. 

He  * * * * 

Article  V,  Section  1 was  proposed  as  follows: 

.Article  V.  (Officers) 

Section  1.  The  officers  of  the  Corporation  shall 
be  elected  annually  by  the  Board  of  Directors  and 
shall  consist  of  a President,  a Vice  President,  a 
Secretary,  a Treasurer,  and  such  .\ssistant  Treasu- 
rers and  Secretaries  as  the  Board  of  Directors  may 
deem  appropriate.  All  of  the  .said  officers  shall  hold 
their  respective  offices  for  one  ( 1 ) year  and  until 
their  successors  are  elected  and  qualified.  The  Pres- 
ident shall  be  chosen  from  among  the  directors  of 
the  Corporation  but  other  officers  need  not  be.  The 
President  shall  appoint  a nominating  committee 
annually  composed  of  five  (5)  members  of  the 
Board  of  Directors,  at  least  three  (3)  of  whom  shall 
be  physicians.  It  shall  present  to  the  Board  nomi- 
nations for  the  offices  of  President.  \’ice  President. 
Secretary,  and  Treasurer.  It  shall  also  present  nomi- 
nees for  the  six  standing  committees  of  the  Board. 
The  Board  may  appoint  such  other  officers  and 
agents  as  it  may  deem  necessary  for  the  transaction 
of  the  business  of  the  Corporation,  and  all  such 
officers  and  agents  shall  respectively  have  such 
authority  and  perform  such  duties  as  may  be  pre- 
scribed by  the  Board  of  Directors.  Officers  and 
agents  may  be  paid  such  reasonable  salaries  or 
compensation  as  the  Board  of  Directors  shall  de- 
termine. 

He  H:  He  He  He 

.Action:  The  section  as  proposed  was  adopted. 
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The  Secretary  noted  that  there  are  at  least  two 
technical  changes  in  Article  \T  of  the  bylaws  that 
warrant  attention  at  the  next  meeting  of  the  Corpo- 
ration. He  noted  that  approval  of  a facsimile  signa- 
ture of  the  treasurer  or  assistant  treasurer  should 
be  authorized,  and  provision  should  be  made  re- 
garding which  officers  shall  sign  contracts  with 
subscribers,  and  that  facsimile  signature  in  such 
cases  be  approved.  The  Corporation  approved  of 
the  submission  of  such  bylaw  amendments  at  its 
annual  meeting. 

CHANGES  IN  PROFESSIONAL  SERVICES  INDEX 

The  President  noted  that  the  Professional  .Ad- 
visory Committee  had  recommended,  and  the  Board 
of  Directors  had  approved,  thirteen  changes  in  the 
Professional  Services  Index,  as  submitted  to  the 
Corporation  in  the  handbook.  Doctor  Alara,  Chair- 
man of  the  Professional  Advisory  Committee,  and 
the  President,  discussed  the  proposed  changes,  and 
the  latter  suggested  that  any  physician  noting  any 
gross  inequities  in  the  fee  schedule  should  report 
them  to  the  Committee. 

.Action:  \ motion  was  made,  seconded  and  voted 
that  the  recommendations  for  changes  in  the  Pro- 
fessional Services  Index,  as  submitted,  be  approved 
and  adopted. 

BLUE  CROSS  AND  PHYSICIANS  SERVICE  65 
CONTRACT 

The  President  called  to  the  attention  of  the  Cor- 
poration that  a new  contract  to  be  known  as  the 
Blue  Cross-Physicians  Service  65  Contract,  had 
been  approved  by  the  boards  of  directors  of  both 
plans,  and  was  included  in  the  handbook  for  the 
meeting  for  the  information  of  the  members  of 
the  Corporation.  There  was  general  discussion  on 
the  purposes  of  the  new  contract,  and  its  relation 
to  the  federal  Medicare  program  and  the  state  Me- 
dical .Assistance  to  the  .Aged  program. 

ADJOURNMENT 

The  special  meeting  of  the  Corporation  was  ad- 
journed at  3:30  p.m. 

Respectfully  submitted. 

George  \V.  Chaplin 
Secretary 

Fee  Schedule  Changes  Recommended  By  The 
Professional  .Advisory  Committee  and  .Approved  By 
the  Board  of  Directors  of  Physicians  Service  for 
Submission  to  the  Corporation. 

Code  # 

0441-  Breast  Biopsy,  Excision  of  Cyst  or  Tumor 
0445  of  Breast 

Establish  an  assistant  surgeon's  allowance 
of  310  under  Plan  .A.  and  S15  under  Plan  B. 
0516  Removal  of  Metal  Band,  Plate,  Screw  or 
X ail 

Change  from  4 units  to  individual  consider- 
ation (I.C.) 
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0552  Deep  Bone  Biopsy 

Change  from  15  units  to  I.C. 

0634  Spine  Fusion 

Change  from  76  units  to  I.C. 

1047  Arthrocentesis,  subsequent 

Increase  from  2 units  to  3 units. 

1086  Condylectomy  oj  Mandible 

Change  from  35  units  to  I.C. 

1102  Synovectomy  oj  Knee 

Increase  from  45  units  to  50  units. 

1166  Arthrodesis  oj  Shoulder 

Increase  from  62  units  to  65  units. 

1221-  Manipulation  oj  Joint  Under  General  Anes- 

1247  thesia  Inluding  Cast  Application. 

.\llow  the  highest  rated  procedure  (either 
manipulation  or  cast)  to  be  paid  in  full  and 
the  lower  rated  procedure  to  be  paid  at  one- 
half  the  stated  value. 

1513-  Lesion  oj  Tendon  Sheath 

1521  Establish  an  assistant  surgeon  s allowance 
of  $10  under  Plan  A and  $15  under  Plan  B. 

1632  Patellar  Tendon  Transposition 

Increase  from  37  units  to  45  units. 

1854-  Plaster  Casts  (as  independent  procedures) 

1894  Increase  by  one  unit  all  plaster  casts  when 
done  as  independent  procedure. 

5269  Median  Nerve  Release  jor  Carpal  Tunnel 
Syndrome 

.•\dd  this  procedure  to  the  surgical  schedule 
with  a value  of  35  units. 


SOCIAL  WELFARE 

(Concluded  from  Page  200) 

in  many  varied  areas.  These  people  will  continue 
to  be  recipients  of  the  regular  on-going  program. 

The  other  phase  of  the  program  is  concerned  with 
four  hundred  General  Public  Assistance  clients. 
These  people  will  also  be  trained  in  many  different 
areas  so  that  they  will  be  able  to  be  employable. 

iNIoney  is  budgeted  in  this  program  for  psychi- 
atric consultation  and/or  treatment  services.  The 
Committee  recommends  the  following  psychiatric 
fee  schedule. 

1.  $20.00  initial  fee  for  one  hour’s  psychiatric 
evaluation  and  consultation. 

2.  $20.00  for  each  subsequent  50  minute  session 

15.00  for  each  subsequent  30  minute  session. 

10.00  for  each  session  less  than  30  minutes. 

3.  Each  patient  must  be  selected  carefully,  close- 
ly supervised  to  provide  orderly  and  effective 
treatment  by  the  psychiatrist,  and  treatment  after 
the  initial  consultation  is  to  continue  when  it  is 
mutually  agreed  among  the  patient,  the  Depart- 
ment of  Social  Welfare  and  the  Psychiatrist,  to  be 


beneficial  to  the  patient.  Only  physician-referred 
patients  are  to  be  considered  for  treatment  and 
prior  approval  must  be  given  by  the  Social  Welfare 
Department. 

4.  The  employment  services  of  a part  time  psy- 
chiatric consultant  for  the  program  w'as  given  fa- 
vorable comment  by  Dr.  David  Fish,  who  is  Chair- 
man of  the  iNIental  Health  Committee  and  was  an 
invited  participant  to  the  Conference.  The  Com- 
mittee concurred.  Such  a psychiatric  consultant 
might  be  paid  at  the  rate  of  fifteen  dollars  per 
hour. 

Respectfully  submitted 

Peter  L.  T^Iathieu,  m.d. 

Chairman 


DERMAQUIZ  DIAGNOSES 

(See  Page  162) 

Case.  I. 

Vesicular  erythema  multiforme  (un- 
common type).  A focal  infection  man- 
ifestation. Patient  died  at  20  of  hemo- 
lytic anemia. 

Case  II. 

Psoriasis  gyrata. 

A CHEER 

arose  from  the  tense  crowd 
as  suddenly,  through  the 
tlames  and  smoke,  a fireman 
appeared  at  the  third-floor 
window  carrying  a tiny 
form.  Swiftly  he  descended 
the  ladder  and  placed  the 
child  in  the  mother’s  out- 
stretched arms.  “Wy  baby!” 
she  sobbed  gratefully.  "How 
can  I ever  thank  you?” 
"Perhaps  with  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale,  available  in 
the  full  32-ounce  quart  bot- 
tle,” he  responded.  "It  sings 
in  the  glass  . . .” 
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R.I.  MEDICAL  SOCIETY  LEADS  AGAIN 


INFECTIOUS  DISEASES 
End  Measles  Now 

To  the  casual  observer,  the  heavy  snow,  gale 
winds  and  high  tides  that  struck  most  of  the  North- 
east last  week  seemed  to  have  turned  Rhode  Island 
into  a disaster  area.  Like  homeless  refugees,  long 
lines  of  crying  children  clinging  to  their  parents 
snaked  through  the  gloom.  But  it  was  not  the  storm 
that  turned  out  the  Sunday  crowds.  Rhode  Island 
was  engaged  in  a well-planned  exercise  in  preven- 
tive medicine. 

Health  authorities  had  estimated  that  the  state 
contained  52,000  children,  aged  one  to  twelve,  who 
had  never  had  measles  or  been  vaccinated  against 
it.  Faced  with  mounting  evidence  that  ordinary 
red  or  “seven-day”  measles,  as  distinct  from  Ger- 
man measles,  kills  or  cripples  more  children  than 
had  previously  been  recognized,  the  Rhode  Island 
Medical  Society  decided  on  a blitz  campaign  to 
“end  measles  now.  once  and  for  all,’’  within  its 
borders. 

City  and  Country 

Doctors  manned  36  clinics,  mostly  in  schools.  In 


the  larger  centers,  they  were  armed  with  high- 
pressure  air  guns  to  squirt  a dose  of  vaccine  through 
the  skin  of  a child's  arm  so  fast  that  he  could 
hardly  feel  it.  Smaller  centers  used  conventional 
hypodermic  needles.  The  vaccine,  Pitman-^Ioore’s 
attenuated,  live-virus  form  (Time,  Feb.  19),  was 
free,  but  parents  who  were  asked  to  drop  a token 
quater  into  a donation  box,  contributed  $8,256.68, 
or  26c  a shot. 

One  of  the  worst  turnouts  was  in  Providence, 
where  only  5,971  children  ,of  an  estimated  12,500 
eligible,  braved  the  storm.  Hardier  rural  types  ran 
the  state's  total  up  to  31,764  vaccinations.  Block 
Island,  cut  off  by  the  gale,  added  twelve  of  a pos- 
sible 40.  This  week  make-up  clinics  are  expected 
to  catch  several  thousand  more.  The  total  will  be 
enough  to  protect  the  state  against  widespread  mea- 
sles epidemics,  though  there  may  still  be  isolated 
cases.  Health  officers  will  then  have  to  see  to  it 
that  the  18,000  babies  born  annually  are  vacci- 
nated soon  after  they  are  a year  old. 

. . . Reprinted  from  TIME  February  4.  1966  Issue 


EDALOGY 


INTESTINAL  OBSTRUCTION  IN  IBADAN 

The  incidence  and  pattern  of  intestinal  obstruc- 
tion differ  remarkably  in  various  parts  of  the 
world.  This  report  is  a study  of  the  surgical  experi- 
ence in  Ibadan.  Nigeria,  where  1 in  every  35  op- 
erations carried  out  at  the  L'niversity  Hospital  is 
performed  for  the  relief  of  intestinal  obstruction. 
Compared  with  series  reported  from  North  .Amer- 
ica and  the  L nited  Kingdom,  reports  from  the 
tropics  showed  only  a fraction  of  the  incidence  of 
cancer  and  a much  smaller  incidence  of  obstruc- 
ticn  in  Ibadan,  as  in  most  series:  but  a large  num- 
ber of  cases  of  intussusception  are  seen,  and  a very 
small  number  of  volvulus  of  the  large  intestine. 
Cecocolic  intussusception  accounted  for  76  out  of 
119  cases  of  Intussusception.  This  occurs  almost 
exclusively  in  an  area  100  miles  in  diameter  in 
the  center  of  western  Nigeria,  affecting  mainly 
x'oung  people.  In  Ghana  onh'  400  miles  to  the  east, 
the  high  of  intussusception  is  not  found,  but  is 
replaced  by  volvulus  of  the  sigmoid  colon. 

. . . G.  J.  Cole,  Gut.  Lond.,  6:151,  1965 
, * * 

INTUSSUSCEPTION;  A DIFFERENT  CLINICAL 
ENTITY  IN  KOREA 

The  authors  contend,  on  the  basis  of  their  e.x- 
perience  in  Korea,  that  the  natural  history  of  in- 
tussusception there  follows  different  patterns  from 
that  seen  in  the  United  States.  In  the  United 
Sates,  the  disease  occurs  primarily  as  an  acute 


condition  in  children  under  2 years  of  age.  The 
symptoms  are  most  commonly  due  to  intestinal 
obstruction.  Infarction  of  intestine  is  a frequent 
complication  when  treatmtnt  is  delayed.  When  in- 
tussusception is  seen  in  adults  in  the  L'nited  States, 
there  is  frequently  a secondary  causative  lesion. 
.A  mobile  cecum  in  association  with  intussusception 
has  received  little  attention  in  the  Western  litera- 
ture. 

By  comparison,  the  authors  report  on  17  cases 
of  intussusception  found  among  21,000  patients 
seen  in  their  hospital  in  Korea  from  1951  to  1963. 
Only  2 patients  were  under  2 years  of  age.  Four- 
teen had  symptoms  of  more  than  24  hours’  dura- 
tion, 7 of  more  than  15  days'  duration.  Of  the  17 
patients,  16  were  ultimately  treated  by  operation. 
No  patient  had  a secondary  causative  lesion.  How- 
ever. 10  were  reported  to  have  a mobile  cecum. 
No  severe  gangrene  of  the  intestine  was  found: 
however,  3 patients  underwent  intestinal  resection. 

The  authors  conclude  that  a mobile  cecum  is 
more  often  a causative  factor  in  permitting  intus- 
susception to  occur  in  the  Korean  population.  The 
incidence  of  this  disease  is  believed  to  be  approxi- 
mately 17  times  greater  than  that  encountered  in 
the  United  States.  Chronic  intussusception  does 
not  usually  require  an  emergency  operation.  The 
authors  give  no  definite  answer  as  to  why  the  dis- 
ease should  vary  so  much  in  the  two  countries. 

. . . Dietrick,  R.  B.,  and  Aloon  Ho  Lee, 
Surgery  57:651,  1965 
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eczema:  scourge  of  childhood 


R.  R.,  Age  n — Before  treatment—  After  treatment— with  ARISTOCORT 

atopic  eczema  of  long  standing  Topical  Ointment  0.1%  for  two  weeks 


^RISTOCORT^  Triamcinolone  AcetonideTopicals  have 
aroved  exceptionally  effective  in  the  control  of  various 
orms  of  childhood  eczema:  allergic,  atopic,  nummular, 
asoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
he  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
roncentration  provides  enhanced  topical  activity  for 
latients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
irea  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
■ffectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
inder  an  occlusive  dressing. 

-ontraindications : Tuberculosis  of  the  skin,  herpes  simplex, 
hicken  pox  and  vaccinia. 

recautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
ie  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
avorably  under  certain  conditions.  If  side  effects  are  en- 
ountered,  the  drug  should  be  discontinued  and  appropriate 

^rlstocort’ Topical 

rriamcinolone  Acetonide 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages;  Tubes  of  5 Cm.  and  15  Cm.;  Vi  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  MERMAN,  M.D. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  end  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R,  1. 

Rhode  Island's  only  Producer  of  Certified  Aiilk 
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CHECK  THE  DATES  — 

TUESDAY  EVENING  . . . MAY  10 
All  Day  . . . WEDNESDAY  . .'.  MAY  11 
155th  AJSISUAL  MEETING 
at  the 

SHERATON  BILTMORE  HOTEL 
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The  genuinely 
simple  way 
to  make  a will 

See  your  lawyer. 

Talk  over  your  property  plans  frankly. 

Have  him  draft  your  Will. 

Seeming  short-cuts  — • like  those  impressive- 
looking  Will  forms  where  you  fill  in  the  blanks 
yourself  and  “save”  a lawyer’s  fee  — could 
prove  the  world’s  worst  bargain  for  your  heirs. 
(We’ve  seen  it  happen!) 

Hospital  Trust  does  not  draw  Wills,  nor  can  our 
trust  officers  give  legal  advice.  We  can  offer  our 
help  with  certain  practical  aspects  of  Will  plan- 
ning, and  we'd  be  pleased  to  have  you  and  your 
lawyer  call  on  us. 


HOW  TO  SAVE  TIME  ON  YOUR  WILL 
Will  planning  needn’t  be  a lengthy  process 
— and  you  can  speed  things  along  if  you 
come  prepared: 

1 . Bring  your  lawyer  a list  of  your  assets. 
Include  life  insurance,  jointly-held  prop- 
erty . . . everything!  Make  a note,  too, 
of  unpaid  mortgage  balances  or  other 
significant  liabilities. 

2.  For  your  lawyer’s  information,  jot  down 
the  names,  addresses  and  family  rela- 
tionships of  those  you  wish  your  Will 
to  benefit. 

These  simple  preliminaries  save  you  time 
and  help  your  lawyer. 
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SYMPOSIUM; 

CEREBRAL  VASCULAR  ACCIDEXTS: 

1.  MEDICAL  ASPECTS  OE  STROKES 

. . . The  Chief  Question  To  Be  Asked:  Is  X eurological  Consultation 
Indicated!  . . . 

C.  Miller  Fisher,  m.d.  233 

IT  CAROTID  ARTERY  SURGERY 

. . . Best  Results  Are  Obtained  in  Cases  of  Partial  Occlusion  .45 
Indicated  by  Clinical  Signs  and  Arteriography  . . . 

Julius  Stoll,  Jr.,  M.D.  

III.  VERTEBRAL  ARTERY  IXSUEEICIEXCY 

...  The  Subclavian  Steal  Syndrome  and  Cerebral  Embolism 
May  Be  .Amenable  to  Surgical  Management  . . . 

Walter  C.  Cotter,  m.d. 


RHODE  ISL.\XD  DEPARTiMEXT  OE  HE.ALTH 
. . . Provisional  Vital  Statistics,  1965  . . . 

Joseph  E.  Cannon,  m.d.  and  Lera  L.  O’Hara 
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DERM  A QUIZ 

Conducted  by  Francesco  Ronchese,  m.d. 


1.  A scaly  dermatosis  with  scattered  “apple  jelly”  no-  2.  A scaly,  oozing,  acute,  inflamatory  dermatitis  in 
dules.  No  itching  or  pain.  Duration:  years.  Slowly  a woman,  on  an  area  usually  occupied  by  earrings, 

enlarging.  Duration:  a few  days. 

ANSWERS  ON  PAGE  226 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOe  WARK® 


things  go 

better-! 

^with 

Coke 


I 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown'  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 

Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 

Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 

Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
WALLACE  LABORATORIES 
yAftCranbury,  N.J. 


218 


RHODE  ISLAND  MEDICAL  JOURNAL 


'TTTTTTTTTTTTTTrTTTTTTTTTTT  T'T  T r 


"WE'RE  NUMBER  ONE" 

Blue  Cross  and  Physicians  Service  showed  en- 
rollment gains  in  almost  every  category  during  1965 
despite  the  transfer  of  many  over-age-65  subscribers 
to  the  State  ^Medical  Care  (MAA)  Program  last 
year. 

Both  local  health  plans  continue  to  lead  the 
nation  in  enrollment,  with  the  highest  percentage 
of  state  population  enrolled. 

Major  medical  coverage,  which  is  available  to 
enrolled  groups  with  10  or  more  employees,  now 
includes  over  75,000  Rhode  Islanders.  This  pro- 
tection is  built  on  top  of  regular  Blue  Cross  and 
Physicians  Service  membership,  and  protects  sub- 
scribers against  the  high  cost  of  serious  short-term 
or  long-term  illness. 

In  addition,  over  55,000  more  persons  chose  the 
protection  of  Physicians  Service  Plan  “B”,  which 
provides  higher  surgical-medical  benefits  than  Plan 
A total  of  302.000  persons  are  now  enrolled 
under  Plan  'B". 

Over  75  per  cent  of  all  Federal  Government  em- 
ployees working  in  Rhode  Island  have  selected  Blue 
Cross  and  Physicians  Service  membership  over  oth- 
er forms  of  health  protection  plans  made  available 
to  them. 

MORE  DATA  ON  CIGARETTE  SMOKING  AND 
CANCER 

Cigarette  smokers  among  250.000  U.S.  veterans 
observed  for  more  than  8 years  of  a 10-year  study 
by  the  Public  Health  Service  continued  to  have  a 
higher  death  rate  than  non-smokers.  Among  the 
causes  of  death  tabulated,  only  Parkinson’s  disease 
was  associated  with  significantly  lower  mortality 
for  smokers. 

Death  rates  for  cigarette  smokers  were  seen  to 
remain  fairly  constant  over  the  Sj^-year  period, 
while  rates  for  non-smokers  went  down. 

Findings  of  the  nearly  completed  study  show 
that,  in  the  same  age  group,  11  times  as  many 
cigarette  smokers  as  non-smokers  died  of  lung  can- 
cer. and  12  times  as  many  died  of  emphysema, 
also  a lung  disease.  Three  or  more  times  as  many 
cigarette  smokers  as  non-smokers  died  of  cancer 


of  the  mouth,  pharynx,  esophagus  or  larynx,  and 
such  diseases  as  bronchitis,  asthma,  stomach  ulcer, 
duodenal  ulcer,  and  nonsj^philitic  aneurysm  of  the 
aorta. 

Study  results  showed  mortality  risk  related  to 
the  amount  smoked  for  each  form  of  tobacco  use. 
The  risks  for  cigarette  smokers  greatly  exceeded 
those  for  pipe  or  cigar  smokers,  and  were  lower  for 
those  who  stopped  smoking  than  for  those  who  con- 
tinued. 

Results  to  date  from  the  study  begun  in  1954  in 
cooperation  with  the  Veterans  Administration  are 
reported  in  a monograph,  “Epidemiological  Studies 
of  Cancer  and  Other  Diseases,”  just  published  by 
the  National  Cancer  Institute  of  the  National  In- 
stitutes of  Health.  Author  of  the  Article  on  the 
study  of  veterans  is  Harold  A.  Kahn  of  the  Na- 
tional Heart  Institute’s  Biometrics  Research  Branch. 
The  study  was  initiated  by  the  late  Dr.  Harold  F. 
Dorn  while  on  the  staff  of  the  Cancer  Institute  and 
continued  b\’  him  after  he  transferred  to  the  Heart 
Institute. 

The  group  of  veterans  studied  are  policyholders 
of  U.S.  Government  Life  Insurance.  Nearly  all  are 
white  males  mainly  from  the  middle  or  upper  socio- 
economic levels. 

PHS  TO  BUY  IV2  MILLION  DOSES  OF  MEASLES 
VACCINE 

The  F’.S.  Public  Health  Service  will  bu\’  at  least 
one  and  one-half  million  doses  of  vaccine  during 
the  next  year  to  protect  preschool  children  against 
measles.  Surgeon  General  William  H.  Stewart  an- 
nounced recently.  The  vaccine  will  be  supplied  under 
contract  with  Philips  Roxane  Laboratories.  St.  Po- 
seph,  ^Missouri. 

The  vaccine  will  be  offered  to  health  departments 
receiving  jiroject  grants  under  the  national  \'acci- 
nation  Assistance  Act.  The  Public  Health  Service 
will  pay  68  cents  a dose  for  the  vaccine,  including 
gamma  globulin  to  be  used  in  conjunction  with  the 
vaccine  to  minimize  reactions. 

The  purchase  was  made  in  connection  with  the 
Service’s  cooperative  effort  with  State  and  munici- 
(Coiitinuecl  on  page  220) 
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at  Merck  Sharp  & Dohme... 


understanding . . . precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHARP& DOHME  Division  of  Merck  4 Co  , Inc  . West  Point,  Pa. 

Where  today's  theory  is  tomorrow's  therapy 


k 


220 


RHODE  ISLAND  MEDICAL  JOURNAL 


THKOl  GH  THE  MICROSCOPE 

(Loncluded  from  Page  218) 

pal  health  departments  to  eradicate  measles,  one  of 
the  most  serious  and  widespread  childhood  diseases. 
Many  communities  have  staged  mass  campaigns  to 
avert  epidemics  or  to  prevent  seasonal  outbreaks. 
Since  the  licensing  of  the  measles  vaccine  in  1963, 
some  12  million  doses  have  been  given  in  the  United 
States,  and  the  number  of  cases  of  measles  has 
dropped  from  385,000  cases  reported  in  1963  to 
266.000  reported  in  1965.  It  is  estimated  that  re- 
ported cases  represent  only  one-tenth  of  the  actual 
cases. 

DATE  FOR  KAY  SYMPOSIUM  ON  PEDIATRICS  SET 
Our  annual  ^laurice  X.  Kay  Symposium  in  Pedi- 
atrics will  be  held  in  the  Roger  Williams  General 
Hospital  on  Wednesday.  October  5,  1966. 

The  program  will  be  of  the  usual  outstanding 
quality  and  of  great  appeal  to  all  physicians  in  the 
community. 

POPULATION  EXPANSION  ONE  OF  6 TOPICS  OF 
GENERAL  SESSION  AT  1966  AMA  ANNUAL 
CONVENTION 

Population  e.xpansion,  a subject  much  discussed 
in  both  medical  and  lay  circles,  will  be  one  of  si.x 
topics  presented  in  general  scientific  sessions  at 


Desiyners  £ Suppliers  of  Offices 

150  Oofrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


this  year's  Annual  Convention  of  the  American 
iMedical  Association. 

The  Convention  is  to  be  held  in  Chicago  June 
26-30;  the  Scientific  Program  will  be  at  McCormick 
Place,  and  the  House  of  Delegates  will  convene 
at  the  Palmer  House. 

Scientific  Sections  of  the  AMA  Council  on  Post- 
graduate Programs  taking  part  in  the  General  iMeet- 
ing  on  population  expansion  will  be  Preventive  ^le- 
dicine,  General  Practice.  Internal  ^ledicine.  Obstet- 
rics and  Gynecology,  and  Pediatrics.  The  General 
Scientific  Meetings  are  open  to  all  physicians  at- 
tending the  -Annual  Convention. 

Other  General  Scientific  Meetings  on  this  year’s 
-Annual  Convention  program  will  be  on  the  sub- 
jects of:  emphysema,  burns,  mysterious  fevers, 
community  hospital  coronary  care  units,  and  head- 
ache. 

In  addition  to  the  General  Sessions,  each  of  the 
23  Scientific  Sections  will  present  scientific  pro- 
grams. Many  of  the  Section  programs  will,  as  in 
past  years,  be  joint  meetings  of  two  or  more  Sec- 
tions and,  in  some  instances,  a specialty  society. 

MIDWIFERY  - A NEWCOMER  TO  THE 
PARAMEDICAL  SCENE 

For  the  first  time  in  its  history,  the  Johns  Hop- 
kins University  School  of  Aledicine  this  year  has 
appointed  a nurse  to  its  faculty.  Her  post  is  director 
of  the  nurse-midwifery  program.  Johns  Hopkins 
along  with  the  State  University  of  Xew  A'ork  and 
five  other  institutions,  trains  small  groups  of  regis- 
tered nurses  each  year  to  become  certified  nurse- 
midwives.  The  training,  which  consists  of  eight 
months  of  intensive  instruction  in  obstetrics  and 
maternit}'  care,  and  the  role  of  nurse-midwives  is 
described.  Many  feel  this  group  may  help  alleviate 
a critical  world-wide  shortage  in  obstetrical  care. 
The  pros  and  cons  of  utilizing  nurse-midwives  are 
presented. 

(Aledical  World  X’ew,  "Alidwifery  Goes  Through 
a Rebirth,”  6:132,  November  19,  1965) 

N.E.  POSTGRADUATE  ASSEMBLY  IN  JANUARY 

The  X^ovember,  1966,  X'ew  England  Postgraduate 
-Assembly,  sponsored  by  the  Council  of  the  Xew 
England  State  Aledical  Societies,  has  been  re- 
scheduled to: 

J-A-XU-ARY  17,  18,  & 19,  1967 
Statler  Hilton  Hotel 
Boston,  Massachusetts 

Reason:  So  that  it  will  not  conflict  with  the 
-American  .Academy  of  General  Practice  annual 
meeting  being  held  in  Boston  in  mid-October  1966. 

William  H.  Baker,  M.D.,  Massachusetts  General 
Hospital,  275  Charles  Street,  Boston,  Alassachu- 
setts.  is  chairman  of  the  Program  Committee. 
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NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNATAL 


There’s  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  “workingday”  world.  And  for  the  patient  who  can't 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  "the  greatest  efficacy  with 
the  smallest  possible  dose.”'  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone. ^ 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice."  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE.  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  (’A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital  ("A  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY;  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 

REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology.  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


‘This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730’s  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VA. 
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brand  of 
dexlroamphelamine 
sulfate  and  amobarbilal 


she  can  say  "No  thank  you' 
to  the  crepe  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 
hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
prodlict  benefits  including  gentleness  to  the  stom- 
ach, and  pioduct  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 
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THE  WASHINGTON  SCENE 

if 


A Summary  Report  Prepared  by  the  W ashington  Office  of  the 
American  Medical  Association 


The  Department  of  Health,  Education  and  Wel- 
fare has  issued  strict  guidelines  prohibiting  racial 
segregation  in  hospitals  receiving  money  from  the 
federal  government. 

The  department  said  in  a policy  statement  that 
schools,  hospitals  and  nursing  homes  must  adhere 
to  the  guidelines  to  continue  receiving  federal  funds 
under  the  Civil  Rights  Act  of  1964. 

Surgeon  General  William  H.  Stewart  of  the  Pub- 
lic Health  Service  said  more  than  10,000  hospitals 
receiving  federal  funds  had  been  sent  new  rules 
and  compliance  reports.  He  said  such  hospitals 
must  not  separate  or  discriminate  on  the  basis  of 
race  or  national  origin  in  the  care  and  treatment 
of  patients. 

Hospitals  are  being  asked  ‘‘whether  patients  are 
assigned  to  all  rooms  and  facilities  without  regard 
to  race,  color,  or  national  origin;  whether  all  per- 
sons are  allowed  to  use  entrances,  admission  offices, 
waiting  rooms,  dining  areas  and  cafeterias,  toilets 
and  lavatories,  and  other  service  facilities;  whether 
the  hospital  accepts  and  approves  applications  for 
staff  privileges  and  training  without  regard  to  race, 
color,  or  national  origin;  and  other  similar  ques- 
tions. ' according  to  the  HEW  statement.  An  up- 
to-date  patient  census  by  race  must  be  indicated 
on  the  questionnaire,  as  must  a breakdown  by  race 
of  physicians  holding  staff  privileges. 

If  evidence  of  discriminatory  proctice  is  indi- 
cated in  the  returned  questionnaire,  the  specific 
areas  of  failure  to  comply  will  be  pointed  out.  The 
hospital  will  then  be  given  an  opportunity  to  elimi- 
nate its  discriminatory  practices  as  quickly  as  pos- 
sible. Where  discrimination  persists,  the  hospital 
will  be  e.xcluded  from  any  new  federal  assistance 
programs,  such  as  Health  Insurance  for  the  .Aged 
(Medicare),  which  begins  on  July  1.  When  nego- 
tiations fail  to  achieve  comjdiance  will  be  secured 
through  enforcement  by  the  courts. 

The  Office  of  Equal  Health  Opportunity  is  ad- 
ministratively located  in  the  Office  of  the  Surgeon 


General  and  will  be  headed  by  Air.  Robert  Al. 
Xash.  It  will  employ  a staff  with  special  compe- 
tencies and  responsibilities  in  review  and  investiga- 
tion of  complaints,  evaluation  of  complaint  and 
compliance  reports,  public  information  activities, 
fiscal  and  statistical  analysis,  compliance  negotia- 
tions, and  development  of  recommendations  for 
corrective  action  within  the  law.  and  will  include 
e.xperts  in  such  areas  as  law,  contracts,  professional 
education  and  project  grants,  hospitals  and  nursing 
homes,  and  state  and  local  health  agencies. 

-An  office  of  Equal  Health  Opportunity  has  been 
set  up  by  the  PHS  to  monitor  compliance  with 
the  Civil  Rights  law  on  behalf  of  all  federal  agen- 
cies in  the  health  and  medical  fields. 

“The  public  Health  Service  intends  to  e.xert  ev- 
ery effort  to  see  that  discrimination  with  respect 
to  race,  color  or  national  origin  is  halted  in  all 
health  and  medical  institutions  and  agencies  receiv- 
ing federal  assistance,"  Stewart  said. 

^ ^ ^ ^ 

The  -American  Aledical  Association  supports  a 
legislative  proposal  for  the  federal  licensing  of  deal- 
ers in  research  cats  and  dogs  to  protect  such  pets 
from  theft  and  insure  their  humane  care. 

The  -AAI.A  opposes  licensing  of  research  labora- 
tories themselves  and  sees  no  need  to  include  other 
research  animals  in  such  a federal  program. 

In  a statement  submitted  to  House  .Agriculture 
Committee  when  it  was  considering  such  legislation, 
the  AAI.A  said; 

. We  firmly  agree  that  any  improper  practices 
which  do  exist  in  the  procurement  of  experimental 
animals  should  be  corrected.  . . . 

"The  .AAI.A  supports  the-  purposes  of  the  provi- 
sions of  the  bill  which  afford  protection  to  owners 
of  cats  and  dogs  from  the  practice  of  pet  stealing,’’ 
the  .AAI.A  statement  said.  "The  .Association  urges, 
however,  that  the  jirovisions  with  respect  to  the 
licensing  of  research  facilities  (and  the  setting  of 
(Continued  on  page  226) 


Anatomy  of 
Low  Back  Pain  #1 


The  human  spine  is  not  engineered  for  ; 
prolonged  sitting  at  desks,  pianos,  type-  ' 
writers  and  drafting  boards.  The  stresses  i 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  nnuscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back  i 
sprains  and  strains.  ‘Soma’  is  widely  || 
prescribed  □ to  relieve  pain  □ to  relax  i 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of  | 
muscle  spasm,  pain,  and  stiffness  in  a variety  of  |j 
inflammatory,  traumatic,  and  degenerative  muscu-  j' 
loskeletal  conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances.  || 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol.  jl 

Precautions:  ‘Soma’,  like  other  central  nervous  j 
system  depressants,  should  be  used  w/lth  caution  i 
in  patients  with  known  propensity  for  taking  ex-  | 
cessive  quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi-  I 
cal  structure,  e.g.,  meprobamate.  ; 

Side  Effects:  The  only  side  effect  reported  with  any  ! 
frequency  is  sleepiness,  usually  on  higher  than  * 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and  Ij 
gastrointestinal  symptoms.  |j 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 


SOMA 

(CARISOPRODOL) 

Wallace  Laboratories,  Cranbury,  N.J. 

AAf®  26S01J 
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standards),  be  deleted.  We  further  urge  that  the 
bill  be  restricted  to  cats  and  dogs,  and  not  include 
other  vertebrate  animals." 

The  .\MA  said  there  is  no  need  for  the  govern- 
ment to  supervise  laboratories  because  "the  stan- 
dards cf  animal  care  in  research  facilities  in  the 
United  States  are  generally  high’'  and  voluntary 
efforts  ’‘are  effectively  accomplishing  the  goal  of 
maintaining  good  animal  care  in  the  laboratory.” 

As  for  protecting  research  mice,  rats,  guinea  pigs, 
etc.,  from  theft,  the  AINIA  pointed  out  that  they 
rarely  are  pets  and,  with  few  exceptions,  are  ob- 
tained from  a few  national  breeding  laboratories 
which  supply  genetically  pure  inbred  stains. 

}{«  jjs  ^ 

The  \’eterans  Administration  is  planning  a three- 
state  test  of  a simplified  method  of  administering 
its  so-called  “home  town”  program  under  which 
eligible  veterans  are  treated  by  local  physicians  on 
a fee-for-service  basis. 

-Alabama,  Indiana  and  Colorado  were  selected 
for  pilot  programs  beginning  next  July  1.  V.A  offi- 
cials are  hopeful  that  they  will  prove  so  successful 
in  four  or  five  months  that  the  simplified  method 
can  be  used  nationwide. 

Under  the  e.xperimental  program,  veterans  en- 
titled to  treatment  on  a fee  basis  will  receive  an 
identification  card  stating  the  conditions  for  which 
he  may  be  treated.  \'eterans  then  mav  seek  treat- 
ment when  they  need  it  from  doctors  or  individual 
choice.  Doctors  will  treat  the  patient  to  the  extent 
trey  believe  is  needed  and  bill  the  for  “cus- 
tomary and  usual”  fees.  Physicians  will  be  asked 
to  submit  medical  reports  only  when  there  is  a 
significant  change  in  a veteran’s  service-connected 
condition.  .A  schedule  of  maximum  fees  will  be 
maintained  confidentially,  by  agreement  with  the 
state  medical  society,  and  fees  in  excess  of  the 
maximum  will  be  reduced.  If  the  cost  of  continuous 
treatment  is  e.xpected  to  exceed  $30.00  jier  month, 
prior  authorization  from  the  \'.A  will  be  required. 

President  Johnson  is  seeking  Congressional  ap- 
proval of  a $1  billion  expansion  of  federal  domestic 
health  jirograms. 

In  a domestic  health  mes.sage  to  Congress,  John- 
.son  estimated  that  such  programs,  after  the  ex- 
pansion. would  cost  the  federal  government  $4.67 
billion  in  the  1967  fiscal  year  beginning  next  July  1. 
In  addition,  medicare  e.xpenditures  of  social  secu- 
rity tax  funds  are  estimated  at  more  than  $3  billion 
for  the  year. 

Johnson  announced  plans  for: 

-reorganization  of  health  functions  of  the  De- 
partment of  Health,  Education  and  Welfare. 

federal  grants  “to  enable  states  and  communi- 


ties to  plan  the  better  use  of  manpower,  facilities, 
and  financial  resources  for  comprehensive  health 
services." 

— programs  to  strengthen  the  nation's  system  of 
health  care. 

— a three-year  program  of  federal  aid  in  training 
of  more  health  workers. 

— an  increase  in  medical  research. 

— additional  steps  to  meet  specific  health  prob- 
lems such  as  alcoholism,  birth  control,  mental  re- 
tardation and  nutrition. 

Johnson  also  said  that  in  fiscal  1968  he  wants 
to  start  “new  state  formula  grants  for  comprehen- 
sive health  services”  and  additional  grants  to  states, 
communities  and  hospitals  to  meet  special  health 
problems. 

"To  strengthen  the  nation's  system  of  health 
care,  the  President  proposed  federal  aid  in  modern- 
ization of  obsolete  hospitals,  aid  to  group  practice 
clinics,  and  research  and  demonstration  projects  “in 
the  organization,  financing,  utilization  and  delivery 
of  health  services." 

But  the  program  to  provide  government  financ- 
ing for  group  practice  medical  and  dental  centers 
ran  into  trouble  in  its  first  congressional  test  this 
3^ear. 

Wilbur  J.  Cohen,  .Assistant  HEW  Secretary, 
acknowledged  under  sharp  questioning  before  a 
House  Housing  Subcommittee  that  no  figures  are 
available  — since  1959  ^ on  how  manj^  group 
practice  clinics  have  been  financed  through  regular 
bank  loans.  Cohen  testified  that  in  1946  there  were 
400  clinics  for  group  practice  and  “nearly  2,000’ 
now  based  on  a projection  of  a 1959  figure  study. 

Johnson  announced  that  HEW  Secretary  John 
W.  Gardner  had  been  directed  to: 

“ — appoint  an  .Advisory  Committee  on  .Alcohol- 
ism : 

" — establish  in  the  Public  Health  Service  a cen- 
ter for  research  on  the  cause,  prevention,  control 
and  treatment  of  alcoholism; 

“ — develop  an  education  program  in  order  to 
foster  public  under  standing  based  on  scientific 
fact ; 

“ — work  with  public  and  private  agencies  on  the 
state  and  local  level  to  include  this  disease  in  com- 
prehensive health  programs.” 

The  President  said  administration  plans  call  for 
“a  sizable  increase”  in  expenditures  for  birth  con- 
trol research,  training  and  services  b\'  the  National 
Institute  of  Child  Health  and  Human  Develop- 
ment, HEW's  Children  Bureau  and  the  Office  of 
Economic  Opportunity  (poverty  program). 

DERMAQUIZ  ANSWER 
(See  page  216) 

1.  Lupus  vulgaris  (T.B.  of  skin) 

2.  Contact  dermatitis  from  materials  of  earrings,  in 
allergic  individuals. 


Blood-glucose 
screening  for  ^ 
your  patients? 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix®'  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method...."*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 

Marks,  V.,  and  Dawson.  A.: 

Brit.  M.  J.  7:293,  1965. 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


DEXTROSTIX  is  not  intended  to  replace 

the  more  precise  analytical  laboratory  methods. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AIV/IES 
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First  aid  for  a button  popper 


Second  aid  for  a button  popper 
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SEQUELS* 
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By  providing  combined  anorexigenic-tranquilizing  action, 
BAMADEX  SEQUELS  Capsules  help  your  nonshrinking 
patients  to  establish  new  patterns  of  eating  less.  The  am- 
phetamine component  suppresses  the  appetite,  while  the 
meprobamate  helps  allay  nervousness  and  tension.  And  for 
most  patients,  the  sustained  release  of  the  active  ingredients 
provides  convenient  one-capsule-a-day  dosage. 

Side  Effects  commonly  associated  with  either  compo- 
nent are  possible  but,  to  the  extent  these  are  dose-related, 
they  should  normally  be  mild  and  infrequent,  since  the 
total  dosage  of  each  component  on  the  usual  one-capsule- 
daily  regimen  is  quite  low.  Also,  the  sedating  effect  of 
meprobamate  and  the  stimulating  effect  of  d-amphetamine 
sulfate  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
verse effects  not  peculiar  to  either  component  have  not 
been  reported.  Side  effects  associated  with  d-amphetamine 
sulfate  include:  insomnia,  excitability,  increased  motor 
activity,  confusion,  anxiety,  aggressiveness,  increased  li- 
bido, hallucinations,  rebound  fatigue,  depression,  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
cardiovascular  reactivity.  Effects  associated  with  meproba- 


mate include:  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex*  Sequels' 

d-amphetamine  sulfate  ( 1 5 mg. ) Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 

LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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The  T^aifi  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning— May  be  habit  forming),  Phenacetin  gr.  2*72, 
Aspirin  gr.  3V2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 


i 


In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains; 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 

Vitamin  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  06  (Pyridoxine  HCI) 

2 mg. 

Vitam.in  8,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorative  “re- 

minder"  jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7283-4 
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Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomach,  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  immediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40, 80,  and  150-cc.-size  packages. 


V-Cillin  K* 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 

600050 


The  RHODE  ISLAND  MEDICAL  JDURML 

VOL.  XLIX  APRIL,  1966  Xo.  4 

SYMPOSIUM  — 

CEREBRAL  VASCULAR  ACCIDENTS* 

Moderator:  MARSHALL  X.  FULTOX,  ^1.  D.  Panelists:  C.  MILLER  FISHER,  M.D., 
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L MEDICAL  ASPECTS  OF  STROKES 

The  Chief  Question  To  Be  Asked:  Is  Neurological  Consultation 

Indicated 

C.  MILLER  FISHER.  M.D. 


In  my  opening  comments  I shall  pose  some  of 
the  main  questions  that  come  to  a clinician’s  mind 
in  approaching  the  stroke  patient.  I shall  try  to 
provide  the  answers,  sometimes  dogmatic,  that  re- 
flect current  personal  views.  A suitable  title  might 
take  the  form  of  one  big  question  embracing  all  the 
others:  ‘‘Should  I consult  my  neurosurgical  col- 
leagues?” 

First  it  might  be  asked,  ‘‘Has  the  patient  really 
had  a stroke?”  The  brisk  tempo  of  cerebrovascular 
insult  differs  so  clearly  from  nearly  all  other  dis- 
eases of  the  nervous  system  that  the  patient's  fami- 
ly often  makes  the  correct  diagnosis.  But  there  are 
vague  cases  in  which  the  history  is  incomplete  and 
the  neurologic  deficit  is  difficult  to  interpret.  The 
condition  we  must  be  most  careful  not  to  overlook 
is  subdural  hematoma.  A history  of  head  injury, 
yellow  cerebrospinal  fluid,  or  displacement  of  the 
pineal  gland  will  often  point  to  the  correct  diagnosis, 
but  carotid  arteriography  may  be  necessary.  L'nless 
at  least  a few  negative  arteriograms  are  being  done 
in  such  cases,  subdural  hematomas  are  being  over- 
looked. 

Is  the  stroke  a hemorrhage  or  an  infarct?  Hyper- 
tensive intracerebral  hemorrhage,  ruptured  aneu- 
rysm, cerebral  embolism,  and  cerebral  thrombosis 
account  for  almost  al  strokes.  In  other  words,  strokes 
are  but  permutations  and  combinations  of  these  re- 
latively few  processes.  Regarding  cerebral  hemor- 
rhage, nearly  all  cases  will  have  hypertension  when 
first  .seen.  The  crucial  sign  of  cerebral  hemorrhage 
is  of  course  bloody  cerebrospinal  fluid  which  ap- 
pears within  a few  hours  of  the  onset  of  the  stroke. 

^Presented  at  the  lS4th  Annual  Scientific  Assembly, 
The  Rhode  Island  Medical  Society,  at  Providence, 
R.I.,  ^fay  4,  1%S. 


red  blood  cells,  for  example,  less  than  500.  A hem- 
orrhage-stroke develops  gradually  minute  by  minute 
But  the  puncture  must  be  atraumatic  and  attention 
must  be  paid  to  the  presence  of  a relatively  few 
or  hour  by  hour.  Other  strokes  do  not  do  this.  This 
gradual  tempo  of  a hemorrhage  is  almost  diagnostic. 
Also  there  will  have  been  no  prodromal  transient 
ischemic  attacks  (TIA's).  If  it  is  a hemorrhage, 
what  should  be  done?  Our  rule  is  that  if  the  neuro- 
logic deficit  becomes  worse  before  our  eyes,  im- 
mediate neurosurgical  evacuation  is  the  only  pro- 
cedure that  will  save  the  patient's  life.  Fifty  per 
cent  of  hemorrhages  are  in  the  putamen  and  are 
potential!}^  operable.  Ten  per  cent  are  in  the  cere- 
bellum and  operation  may  be  very  effective.  Ten 
per  cent  are  in  the  thalamus  and  difficult  to  reach. 
Ten  per  cent  are  in  the  pons  and  at  present  in- 
operable. 

If  the  stroke  is  not  due  to  hemorrhage,  it  must 
be  due  to  infarction.  Is  it  embolic  or  thrombotic? 
Xearly  all  major  cerebral  emboli  arise  in  the  heart 
— myocardial  infarction,  atrial  fibrillation,  suba- 
cute bacterial  endocarditis,  or  mitral  stenosis.  The 
tempo  of  embolism  is  rapid.  The  stroke  reaches  its 
peak  in  a few  minutes  or  less.  There  will  usually 
have  been  no  prodromal  TIA’s.  There  may  be  signs 
of  embolism  elsewhere.  Xearly  all  emboli  pass  intra- 
cranially,  but  occassionally  one  is  arrested  at  the  bi- 
furcation of  the  common  carotid  in  the  neck  and 
can  be  surgically  removed.  The  signs  of  such  an 
event  are  absence  of  the  pulse  in  front  of  the  ear 
(external  carotid  artery)  and  reduced  central  reti- 
nal artery  pressure  on  that  side  on  ophthalmodyna- 
mometry. Otherwise  we  can  only  hope  the  embolus 
was  small  and  after  48  hours  institute  prophylactic 
anticoagulant  therapy  if  on  repeat  examination  of 
(Continued  on  next  page) 
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the  cerebrospinal  fluid  it  is  still  free  of  blood.  Em- 
boli ma\'  arise  from  mural  thrombus  or  atheroscle- 
rosis in  the  carotid  or  vertebral  vessels,  but  these 
are  usually  minor. 

If  the  stroke  is  not  due  to  a hemorrhage  or  an 
embolus,  onlv  thrombosis  remains  for  consideration. 
Thrombosis  is  eas\-  to  diagnose  when  it  is  accom- 
panied by  prodromal  transient  ischemic  attacks  or 
when  the  stroke  develops  in  a stepwise  fashion,  in- 
crement by  increment.  When  either  or  both  of  these 
occur,  the  diagnosis  of  thrombosis  is  usually  secure. 
The  tempo  of  thrombosis,  however,  is  unfortunately 
not  always  thus,  and  here  lies  the  chief  difficulty. 
In  thrombosis,  warning  transient  ischemic  attacks 
may  be  missing,  or  the  deficit  comes  on  abruptly, 
suggesting  embolism.  Occasionally  the  stroke  comes 
on  gradually  as  in  hemorrhage. 

In  thrombosis  6 or  7 questions  should  be  asked. 
1.  In  what  vascular  territory  is  the  stroke  — middle 
cerebral,  anterior  cerebral,  or  basilar- vertebral?  2. 
If  it  is  in  the  middle  cerebral-anterior  cerebral  ter- 
ritory. is  it  a carotid  artery  case,  i.e.  with  the  lesion 
extracranially  in  the  neck,  carotid  or  precarotid? 
Or  is  it  a non-carotid  case?  To  determine  this  we 
use  a battery  of  carotid  tests. 

(i)  A history  oj  transient  monocular  blindness. 
Transient  blindness  in  one  eye  suggests  carotid  dis- 
ease. 

(ii)  .Auscultation  over  the  large  vessels  oj  the 
neck.  bruit  at  the  carotid  sinus  is  at  present  the 
chief  method  of  detecting  carotid  stenosis,  which 
means  operable  carotid  disease.  Yet  a bruit  may  be 
present  when  the  stenosis  is  not  significant,  or  it 
ma\'  be  absent  when  the  stenosis  becomes  verj' 
marked.  In  recent  total  occlusion  a bruit  will  not 
be  heard,  but  operation  may  still  be  feasible.  Usu- 
ally, once  total  occlusion  occurs,  a clot  forms  dis- 
tally,  and  soon  it  cannot  be  removed.  An  ocular 
bruit  should  also  be  listened  for,  as  well  one  over 
the  subclavian  artery. 

(iii)  Palpation  oj  the  pulses.  The  superficial  tem- 
poral pulse  in  front  of  the  ear,  if  reduced  on  one 
side,  may  point  to  obstruction  in  a common  carotid 
artery  or  on  the  right  side  in  the  innominate  artery. 
If  there  is  a difference,  the  common  carotid  artery 
should  be  palpated  directly  for  confirmation.  The 
absence  of  a pulse  high  up  in  one  carotid  artery 
may  suggest  carotid  occlusion.  Diminution  of  the 
radial  pulse  will  detect  a subclavian  stenosis  or 
occlusion  and  raise  the  possibility  of  a subclavian 
steal  syndrome.  On  the  right  side  a diminished  ra- 
dial pulse  may  indicate  an  innominate  obstruction. 

(iv)  Ophthalmodynamometry.  reduced  central 
retinal  artery  pressure  on  one  or  both  sides  is  a 
most  important  sign  of  significant  carotid  disease. 
Conversely  a high  pressure  bilaterally  in  the  central 
retinal  arteries  indicates  that  a bruit  heard  in  the 
neck  is  probably  not  significant. 


This  battery  of  tests  will  discover  almost  all 
cases  with  significant  surgically  remediable  carotid 
disease. 

Regarding  the  basilar-vertebral  system,  at  the 
^Massachusetts  General  Hospital  we  have  not  yet 
found  by  arteriography  a suitable  case  of  surgically- 
accessible  clinically-significant  vertebral  disease. 

3.  Is  the  stroke  a purely  motor  hemiplegia  or 
hemiparesis?  Such  a stroke  involving  the  face,  arm. 
and  leg  on  one  side  without  sensory  change,  field 
defect,  or  aphasia  is  the  result  of  small  vessel  dis- 
ease, and  carotid  occlusion  need  not  be  entertained. 

4.  Is  the  stroke  purely  sensory  involving  the  face, 
arm,  and  leg?  If  so,  the  stroke  is  probably  throm- 
botic and  again  in  a small  vessel,  not  the  carotid 
or  vertebro-basilar. 

5.  Is  the  stroke  due  to  a lacunar  infarct?  Lacunes 
are  small  infarcts  in  the  deep  part  of  the  brain  due 
to  hypertension,  and  disintegration  and  thrombosis 
of  small  penetrating  arteries.  These  lesions  are  small, 
and  the  strokes  they  cause  are  often  minor.  Yet  it 
is  at  the  minor  stage  that  we  would  like  to  come 
to  grips  with  all  strokes.  If  one  could  diagnose 
lacunar  infarcts,  one  would  know  that  the  stroke  is 
minor  and  not  merely  the  opening  phase  of  a much 
larger  stroke  to  come.  At  post-mortem,  lacunar  le- 
sions vastly  outnumber  all  other  kinds  of  brain 
lesions  combined.  Unfortunately  it  is  still  impossible 
to  make  the  diagnosis  of  lacunar  infarct  wdth  cer- 
tainty. Nearly  all  cases  have  hypertension.  Second- 
ly, lacunes  tend  to  cause  pure  motor  or  pure  sensory 
strokes  and  not  mixed  ones.  If  we  could  diagnose 
lacunes,  it  would  be  most  useful;  for  since  the  dis- 
ease lies  in  small  vessels  an  arteriogram  would  not 
be  necessary,  and  since  the  natural  prognosis  is 
good  anticoagulants  would  not  be  necessary. 

6.  Is  the  stroke  ma.ximal  or  submaximal?  When 
the  stroke  is  still  of  minor  degree,  the  big  question 
is  — Can  worsening  be  expected?  In  large  vessel 
disease  the  answer  is  yes.  In  small  vessel  disease 
as  in  a lacunar  infarct  the  minor  stroke  may  be  the 
whole  stroke,  and  we  need  not  fear  progression  of 
the  deficit. 

7.  Should  an  arteriogram  be  performed?  (i)  Yes, 
if  necessary  to  rule  out  a subdural  hematoma,  (ii) 
Yes,  if  the  battery  of  carotid  tests  indicates  carotid 
or  precarotid  disease  that  is  significant  in  causing 
transient  ischemic  attacks,  a progressive  thrombosis, 
or  a recently  completed  stroke,  (iii)  Yes,  if  a po- 
tentionally  treatable  intracerebral  hemorrhage  exists 
and  there  is  sufficient  time  to  carry  out  the  pro- 
cedure. 

8.  What  percentage  of  stroke  patients  are  candi- 
dates for  endarterectomy  or  require  arteriogram? 
-An  analysis  of  our  current  data  indicates  that  the 
answer  is  less  than  10  per  cent. 
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II.  CAROTID  ARTERY  SURGERY 
Best  Results  Are  Obtained  In  Cases  Of  Partial  Occlusion  As 
Indicated  By  Clinical  Signs  And  Arteriography 

JULIUS  STOLL,  JR.,  M.D. 


It  has  only  been  in  the  past  few  years  that  neuro- 
surgeons have  had  something  to  contribute  to 
‘‘stroke.'’  For  some  time,  of  course,  they  have  been 
operating  on  aneurysms  and  also  on  arteriovenous 
anomalies;  but  since  1954,  when  Doctor  Charles 
Rob  and  his  group  first  operated  on  the  carotid 
artery,  neurosurgeons  have  entered  this  field. 

It  is  true  that  now  these  cases  are  being  handled 
not  only  by  neurosurgeons,  but  also  by  vascu.ar 
surgeons.  One  could  argue  as  to  who  should  perform 
this  sort  of  surgery,  and  I think  the  only  way  to 
answer  that  question  is  to  say  that  those  who  can 
handle  them,  whether  they  be  vascular  surgeons  or 
neurosurgeons,  should  do  them. 

The  neurosurgeons  probably  get  first  call  on  these 
cases  because  oftentimes  the  problems  of  stroke,  or 
particularly  the  ones  that  we  are  talking  about  to- 
day, carotid  artery  disease,  are  seen  either  by  a 
neurologist  or  a neurosurgeon,  and  the  problem  is 
in  many  instances  one  of  differential  diagnosis. 

We  might  run  through  our  own  criteria  as  to 
what  cases  ought  to  have  an  arteriogram.  In  answer 
to  this  question,  I will  simply  say  that  any  case  in 
which  there  is  clinical  evidence  to  indicate,  either 
by  history  or  physical  examination  findings,  that  this 
may  be  carotid  disease  ought  to  have  an  arterio- 
gram. 

I think  that  when  one  is  talking  about  “strokes,” 
if  the  clinical  picture  suggests  disease  other  than 
stroke,  an  arteriogram  should  be  done.  Doctor  Fish- 
er pointed  out  to  you  that  there  are  certain  other 
treatable  lesions  of  the  nervous  system,  such  as  sub- 
dural hematoma  and  even  resectable  brain  tumors, 
which  may  have  a precipitous  onset  ; so  that  if  there 
is  anything  that  makes  one  suspect  such  a disorder, 
one  is  justified  in  carrying  out  this  procedure. 

One  is  then  faced  with  the  question  as  to  what 
the  criteria  should  be  for  operating  on  a partially 
occluded  carotid  artery.  In  the  first  place,  we  have 
attempted  what  ev’ervone  in  this  field  has  also  at- 
tempted; that  is,  to  operate  on  the  totally  occluded 
carotid  artery.  The  results  of  this  procedure  have 
been  poor  and  thus  has  been  abandoned.  On  the 
other  hand,  the  partially  occluded  carotid  arteries, 
and  I might  say  that  our  present  technique  was 
developed  with  the  assistance  of  the  vascular  sur- 
geons, have  given  the  most  satisfactory  results.  We 
feel  that  we  have  had  good  results  in  properly  se- 
lected cases.  The  proper  cases  are  those  that  have 
given  a history  of  transient  neurological  symptoms; 
that  is,  the  case  of  transient  blindness  which  com- 
pletely cleared,  or  the  case  of  transient  weakness 
or  paresthesia,  or  one  with  just  an  episode  of  light- 


headedness. Those  cases  which  have  presented  with 
this  clinical  picture  and  have  completely  cleared 
from  the  clinical  standpoint  have  proved  to  be  the 
ones  which  the  neurosurgeon  or  vascular  surgeon 
has  had  a reasonable  chance  of  benefiting,  particu- 
larly if  they  prove  to  have  a lesion  at  the  carotid 
bifurcation. 

Case  Report.  This  is  a man  who  was  sent  to  us 
by  a very  able  internist  who  was  alert  to  this  prob- 
lem. The  patient  had  a cataract  in  one  eye,  and  for 
two  years  he  had  had  transient  epi.sodes  of  blind- 
ness in  the  other  eye.  This  was  a serious  situation 
for  the  patient.  The  internist  had  noted  the  pres- 
ence of  a bruit  over  a carotid  artery  in  the  neck. 
Figure  1 shows  the  carotid  artery  as  demonstrated 
by  arteriography.  One  can  see  a marked  narrowing 
at  the  bifurcation  of  the  common  carotid  artery  into 
the  internal  and  external  branches.  Endarterectomy 
was  subsequently  carried  out.  The  patient  is  still 
today  carrying  on  his  business  normally  and  leads 
a very  productive  life.  This  man  was  62  years  of 
age.  The  result  differed  from  many  in  that,  after 
we  had  operated  on  him,  the  bruit  completely  dis- 
appeared. 

In  a great  number  of  cases  the  bruit  does  not 
disappear,  although  they  may  have  a very  satis- 
factory clinical  result.  Thus,  our  most  important 
criteria  are  the  occurrence  of  symptoms  and  com- 
(Coiitinued  on  next  page) 
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plete  recovery  from  them.  We  have  attempted  sur- 
gery in  patients  who  have  only  partially  recovered 
from  their  symptoms  and  signs  and  in  some  who 
have  presented  with  a total  hemiparesis.  These  ex- 
periences have  proved  to  be  largely  disappointing. 

There  is  another  pitfall  in  carotid  artery  surgery. 
This  is  in  the  case  that  appears  by  arteriography 
to  have  extensive  intracranial  disease  as  shown  by 
a rather  ragged  vasculature  intracranially.  We  be- 
lieve that  such  cases,  rather  than  being  benefited 
by  carotid  artery  surgery,  may  even  be  harmed  by 
it.  Thus,  we  believe  that  all  cases  should  have  an 
arteriogram  prior  to  any  contemplated  surgery. 

Another  hindrance  to  a good  result  in  carotid  ar- 
tery surgery  is  the  presence  of  other  systemic  dis- 
ease. Severe  diabetics  or  patients  with  far  advanced 
renal  disease  do  not  appear  to  tolerate  this  type  of 
surgery  well.  We  have  performed  approximately 
twenty  of  these  procedures  over  the  past  four  years; 
the  properly  selected  ones  have  produced  very  satis- 
factory results.  We  have  lost  two  from  cardiac  ar- 
rest on  the  operating  table.  Some  are  not  entirely 
symptom-free;  but  their  episodes  of  neurological 
deficit  have  been  markedly  lessened  both  in  fre- 
quency and  severity,  and  a number  of  them  have 
remained  completely  symptom-free. 

We  have  had  occasion  to  do  several  bilateral 


cases;  and  in  two,  properly  selected,  we  have  had 
a good  result.  We  are  not  now  operating  on  cases 
with  complete  internal  carotid  artery  occlusion. 

The  type  of  operation  which  we  perform  at  this 
time  was  developed  with  the  aid  of  a vascular  sur- 
geon. We  feel  that  the  important  part  of  this  pro- 
cedure is  to  obtain  a good  bypass  of  the  partially 
occluded  area.  This  requires  adequate  exposure  of 
the  internal  carotid  artery  above  the  bifurcation 
and  the  common  carotid  below,  so  that  we  can  use 
a polyethylene  bypass  tube  and  thus  preserve  the 
cerebral  circulation  while  operating  on  the  vessel. 
Once  we  have  the  bypass  in  place,  we  take  as  much 
time  as  we  may  need  to  remove  the  plaque  in  the 
partially  occluded  aartery.  It  is  my  understanding 
that  Doctor  E.  Stanley  Crawford’s  group  has  re- 
cently been  doing  this  procedure  without  the  use 
of  a bypass.  They  do  many  such  cases  and  are  thus 
able  to  do  them  quickly.  Drawing  cases  from  a 
distance,  they  likely  are  operating  on  cases  that 
have  had  a partial  occlusion  for  some  time  and 
therefore  have  developed  a reasonable  increase  in 
the  cross-over  circulation  from  the  opposite  side. 

CONCLUSION 

We  believe  that  with  the  proper  selection  this 
is  a good  operation,  and  that  a contribution  can 
be  made  in  ‘'stroke"  cases  by  the  neurosurgeon. 


III.  VERTEBRAL  ARTERY  INSUFFICIENCY, 

The  Subclavian  Steal  Syndrome,  and  Cerebral  Embolism 
May  Be  Amenable  to  Surgical  Management 

W.\LTER  C.  COTTER,  M.D. 


STROKE  IN  CHILDHOOD 

Cerebro-vascular  occlusive  disease,  we  know  now, 
is  not  limited  to  the  middle  and  older  age  group. 
It  occurs  in  children  as  well.  As  angiography  is 
being  carried  out  more  and  more  commonly  in  chil- 
dren with  evidence  of  focal  neurological  deficit,  oc- 
clusive vascular  disease  in  the  neck  or  intracranially 
is  being  demonstrated  more  and  more  often.  The 
etiology  is  not  arteriosclerosis,  but  rather  appears 
to  be  associated  with  trauma  to  head  and  neck, 
infection  about  the  head,  or  both.  The  trauma  may 
be  relatively  mild.  Intracranial  occlusive  vascular 
disease  in  childhood  is  presumed  to  be  embolic  in 
origin.  The  likely  sites  of  origin  of  the  embolus 
are  the  heart  and  a traumatized  carotid  artery. 
Using  micro-surgical  techniques,  the  intracranial 
emlx)lic  occlusive  disease  in  childhood  can  be  at- 
tacked directly  through  craniotomy.  As  more  ex- 
perience is  gained  with  this  technique,  the  results 
must  be  improved.  Direct  surgical  attack  on  the 
occluded  carotid  artery  in  childhood  is  carried  out 
in  the  same  way  as  occlusiv'e  disease  in  the  adult. 
I he  occluding  agent  is  nearly  always  a fresh  throm- 


bus without  any  associated  atherosclerosis.  We  have 
removed,  in  a thirteen  year  old  girl,  an  embolus 
from  the  intracranial  portion  of  the  internal  carotid 
artery  through  craniotomy  (Figures  1 and  2). 

' VERTEBRAL  ARTERY  INSUFFICIENCY 
In  our  experience,  vertebral  artery  insufficiency 
usually  manifests  itself  as  the  clinical  picture  of 
carotid  insufficiency.  Patients  wall  usually  show- 
cerebral  hemisphere  signs  such  as  hemiparesis,  mo- 
nocular blindness,  or  homonymous  field  defect,  or 
aphasia.  Auscultation  in  such  cases  will  usually  be 
misleading,  as  there  may  be  very  loud  bruits  heard 
over  both  carotid  arteries.  How'ever,  there  will  also 
be  loud  bruits  heard  over  the  vertebral  arteries.  In 
such  a situation,  angiography  will  usually  show  the 
internal  carotid  arteries  to  be  occluded,  the  external 
carotid  arteries  to  be  quite  large,  and  contributing 
lustily  to  the  support  of  the  intracranial  circulation 
and  the  vertebral  arteries  to  be,  one  or  both,  ste- 
nosed.  Presumably,  the  external  carotid  and  verte- 
bral artery  supply  became  adequate  to  maintain 
brain  circulation  in  the  face  of  gradual  occlusion 
of  the  internal  carotid  arteries  until  one  of  the 
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Fig.  1.  The  pre-operative  arteriogram  demonstrating 
a nearly  completely  occluding  lesion  of  the  internal 
carotid  artery  at  its  bifurcation. 


vertebral  arteries  became  stenotic.  The  clecrea.sed 
blood  supply  to  the  brain  in  the  territory  of  in- 
ternal carotid  artery  supply  resulting  from  the 
breakdown  cf  anastomotic  circulation  from  the  ver- 
tebral system  now  produces  symptoms  of  vascular 
insufficiency  in  one  or  both  cerebral  hemispheres. 
Full  vessel  angiography  is  thus  indicated  in  most 
cases  of  suspected  occlusive  disease  of  the  extracra- 
nial vessels,  and  in  all  cases  of  mild  cerebral  hemi- 
.'^[ihere  disease  when  carotid  angiography  has  dem- 
onstrated total  occlusion  of  the  carotid  artery  on 
the  side  of  the  brain  symptomatically  involved. 

Case  Report.  This  patient,  60  years  of  age, 
experiencing  repeated  attacks  of  right-sided  weak- 
ness and  speech  difficulty,  demonstrated  on  angio- 
graphy that  both  internal  carotid  arteries  were  oc- 
cluded in  the  neck  and  that  the  left  vertebral  ar- 
tery was  markedly  stenotic  and  the  right  vertebral 
artery  was  partially  stenotic.  She  has  had  the  left 
vertebral  artery  stenosis  repaired,  and  at  a future 
date,  will  undoubtedly  have  the  right  vertebral 
artery  surgically  repaired  (Figure  3). 

Case  Report.  This  man  had  the  onset  of  in- 
creasing attacks  of  right  homonymous  hemianopsia 
and  aphasia  and  right  hemiparesis.  Carotid  arterio- 
graphy showed  both  carotid  arteries  to  be  occluded 
at  the  internal  carotid  artery  origin,  the  left  verte- 
bral artery  virtually  occluded,  and  nearly  all  blood 
supply  coming  through  external  carotid  system,  and 
a large  right  vertebral  artery.  Despite  anticoagulant 
therapy,  his  condition  deteriorated  and  he  suddenly 
became  blind  in  the  right  eye.  The  right  external 
carotid  artery,  previously  stenotic  at  its  origin,  was 
not  occluded:  on  operation  the  stenotic  portion  re- 
(Continued  on  ne.xt  page) 


Fig.  2.  The  post-operative  arteriogram  demonstrating 
good  flew  in  the  vessel. 


Fig.  3.  Angiograms  demonstrating  the  occlusion  of 
internal  carotid  arteries  and  stenosis  of  right  vertebral 
artery  which  is  fed  by  collaterals  from  the  subclavian 
trunk,  and  is  occluded  at  its  origin. 
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moved.  Since  then  his  vision  has  not  improved,  but 
he  has  maintained  a stable  state  for  over  a year 
(Figure  4j. 

THE  SUBCLAVIAN  STEAL  SYNDROME 

This  syndrome  is  characterized  by  cerebral  hem- 
isphere signs  simulating  carotid  artery  stenosis,  but 
without  a carotid  artery  bruit  and  without  demon- 
strating carotid  artery  insufficiency  on  carotid  ar- 
teriogram. There  is.  associated  with  this  syndrome, 
a marked  difference  in  blood  pressure,  one  arm  as 
compared  to  the  other,  the  asymptomatic  arm  hav- 
ing a lower  blood  pressure  than  the  symptomatic 
arm.  .\s  the  patient  uses  the  asymptomatic  arm, 
blood  is  shunted  from  the  carotid  artery  on  that 
side,  through  the  Circle  of  Willis,  and  down  the 
vertebral  artery  on  the  same  side  to  supply  blood 
to  the  subclavian  artery  as  the  increased  demand 
for  blood  in  the  exercising  arm  cannot  be  met 
through  the  stenosed  subclavian  artery.  Blood, 
shunted  through  the  intracranial  carotid  sj’stem  into 
the  b.isilar  '■ertebr.i'  system,  supplies  blood  to  the 
e-xerciMii”  ar;"'  intracranial  shunting  produces 

vascular  insufficiency  in  the  hemisphere  on  the 
shunted  side,  the  side  of  the  e.xercising  arm,  pro- 
ducing hemiparesis  on  the  opposite  side,  the  side 
of  the  non-exercising  arm.  Blood  is  stolen  from  the 
brain  to  meet  the  hemoglobin  needs  in  the  sub- 
clavian territory.  If  the  hemisphere  involved  is  the 
dominant  hemisphere  of  the  brain,  there  will  be, 
in  addition  to  the  contra-lateral  weakness,  confu- 
sion and  speech  difficulty.  The  diagnosis  is  made 
on  the  basis  of  clinical  findings  plus  retrograde 
brachial  arteriograms,  demonstrating  an  obstruction 
in  the  subclavian  system  just  proximal  to  the  origin 
of  the  vertebral  artery  and  distal  to  the  origin  of 
the  carotid  artery.  The  treatment  for  this  disease 
is  satisfactorily  achieved  either  by  ligating  the  ver- 
tebral artery  at  its  origin  from  the  subclavian  ar- 
tery, thereby  interrupting  the  shunt,  or  by  a more 
definitive  ajiproach,  performing  endartarectomy  of 
the  involved  portion  of  the  subclavian  artery.  This 
not  only  obviates  the  need  for  a carotid-vertebral 
shunt,  but  akso  increases  the  strength  in  the  homo- 
lateral arm. 

Case  Report.  This  36  year  old  woman  had  two 
attacks  spread  over  a year  of  right  hemiplegia  and 
aphasia.  Recovery  followed  the  initial  attack  and 
nearly  complete  recovery  followed  the  second  attack. 
Direct  aiiproach  to  the  disease  in  the  subclavian 
artery  was  made  by  endartarectomy.  She  sub.se- 
(juently  died  of  a similar  lesion  in  the  aorta,  pro- 
ducing obstruction  to  both  kidneys  and  to  both 
legs  (Figure  5). 

( (ISC  Report.  This  56  year  old  male  had  re- 
peated attacks  of  right  hemiparesis  and  aphasia. 


Fig.  4.  Left  brachial  angiogram  showing  wide-spread 
hemisphere  and  posterior  fossa  supply  from  a large 
left  vertebral  artery. 


Fig.  5.  Retrograde  brachial  angiogram  demonstrat' 
ing  occlusion  of  subclavian  artery  proximal  to  verte 
bral  artery  origin. 
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Angiography  demonstrated  the  obstructing  lesion  in 
the  subclavian  artery  between  the  carotid  artery 
and  vertebral  arter\^  on  the  left.  Surgical  approach 
in  this  case  consisted  of  ligation  of  the  vertebral 
artery  with  a good  result  (Figure  6). 

In  any  age  group,  the  syndrome  of  “stroke,” 
whether  of  sudden  onset  or  gradual,  accompanied 
by  progressive  or  intermittent  stuttering  attacks, 
should,  if  the  patient’s  condition  warrants,  be  in- 
vestigated by  arteriography  to  demonstrate  if  pos- 
sible, the  nature  of  the  vascular  lesion,  to  help  in 
the  surgical  or  medical  therapy  of  the  vascular 
lesion  and  finally  to  differentiate  between  occlusive 
vascular  disease  and  those  myriads  of  other  diseases 
simulating  so  closely  brain  dysfunction  on  the  basis 
of  vascular  occlusive  disease. 

In  the  past  ten  years,  there  has  been  seemingly 
an  almost  complete  reversal  of  the  attitude  of  the 
medical  profession  towards  stroke  and  its  diagnosis. 
Because  of  the  magnificent  work  of  Fisher  and  his 
associates,  both  at  the  Boston  City  Hospital  and 
at  the  Massachusetts  General  Hospital,  equally 
significant  work  carried  out  by  so  many  other  neu- 
rologists, neurosurgeons,  and  vascular  surgeons  in 
the  diagnosis  and  treatment  of  stroke,  the  many 
facets  of  vascular  occlusive  disease  have  been  recog- 
nized. There  is  a danger  now,  however,  that  those 
diseases  which  formerly  would  be  easily  classified 
as  not  of  vascular  origin  may  now  be  considered  to 
be  of  vascular  origin,  and  hence,  the  diagnosis  of 
other  than  vascular  occlusive  lesions  overlooked. 
The  value  of  cerebral  angiography  as  a guide  to 
discovering  the  cause  of  the  patient’s  symptoms  and 
as  a guide  to  therapy  for  these  symptoms,  cannot 
be  over-estimated. 

CEREBRAL  EMBOLISM 

Doctors  C.  Miller  Fisher  and  Raymond  D.  Adams 
have  immeasurably  contributed  to  our  knowledge 
of  the  nature  of  cerebral  embolism  in  adults.  Ce- 
rebral embolism  should  be  suspected  in  any  young 
person  who  sustains  a stroke.  The  index  of  suspicion 
is  higher,  of  course,  if  the  patient  also  has  cardiac 
disease.  Evidence  is  being  accumulated  that  the 
estrogen-progesterone  compounds  given  for  the  su- 
pression  of  ovulation  is  increasing  the  incidence  of 
cerebral  embolism  in  young,  non-pregnant  females. 
Cerebral  angiography  should  be  done  early  if  em- 
bolism is  suspected.  The  occlusion  will  usually  be 
found  in  the  proximal  portion  of  the  anterior  ce- 
rebral artery,  or  the  proximal  portion  of  the  middle 
cerebral  artery  just  before  or  just  after  its  first 
major  branch,  or  in  the  internal  carotid  artery. 
With  modern  techniques,  these  lesions  can  be  at- 
tacked surgically  with  a reasonable  outcome.  Anti- 
coagulant therapy  has  no  place  in  the  treatment  of 
cerebral  embolism,  at  least  during  the  first  five  or 


Fig.  6.  Retrograde  brachial  angiogram  demonstrating 
subtotal  occlusion  of  subclavian  artery  distal  to  caro- 
tid artery  origin  and  proximal  to  vertebral  artery 
origin. 

six  days.  It  has  been  repeatedly  demonstrated  by 
Fisher  and  others  that  the  area  of  ischemic  infarct 
of  brain  associated  with  cerebral  embolism  may 
have  a central  hemorrhagic  core.  The  danger  of 
progressive  bleeding  from  this  hemorrhagic  core, 
if  the  patient  is  placed  on  anticoagulant  therapy, 
is  great.  Herapin  anticoagulant  therapy  should 
probably  be  withheld  in  all  cases  of  cerebral  em- 
bolism, and  oral  anticoagulants  started  slowly  and 
cautiously  about  the  fifth  day  after  the  initial  epi- 
sode. 

Case  Report.  A woman  in  mid-thirties,  in  ex- 
cellent health,  on  oral  birth  control  medication,  sus- 
tained a sudden  stroke.  Angiography  was  carried 
out  shortly  after  admission  to  hospital  revealing 
occlusion  of  the  internal  carotid  artery  by  embolus. 
Removal  of  the  occluding  embolus  accomplished, 
and  the  result  has  been,  as  far  as  one  can  judge, 
total  recovery  (Figures  7 and  8). 

Ca’se  Report.  This  woman,  in  her  mid-thirties, 
had  sudden  onset  of  a left  hemiplegia  and  un 
consciousness.  Arteriography  was  carried  out  short- 
ly after  admission  to  the  hospital,  and  surgery  was 
performed  through  a craniotomy  to  remove  the  oc- 
cluding embolus  in  the  middle  cerebral  artery. 
Pathological  examination  of  the  removed  specimen 
showed  fresh  thrombus.  This  woman  had  had,  six 
(Continued  on  next  page) 
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Fig.  7.  Left  Carotid  arteriogram  showing  occlusion  of 
internal  carotid  artery,  by  embolus. 


Fig.  8.  Left  carotid  arteriogram,  post-operative,  with 
complete  restoration  .of  flow  after  removal  of  carotid 
artery  embolus. 


weeks  before,  removal  of  a carcinoma  of  the  cervix 
and  was  on  oral  birth  control  medication.  .She  was 
makin"  a satisfactory  recovery  when  she  died  on 
the  third  jiost-operative  day  with  a sudden  episode 


Fig.  9,  10.  Pre-operative  arteriogram  with  occlusion 
of  proximal  portion,  middle  cerebral  artery,  due  to 
bland  embolus. 


of  cardiac  failure  presumed  to  be  due  to  another 
embolus  (P'igures  9 and  10). 

.\  slowly  progressive  stroke  syndrome  is  often 
associated  with  intracranial  mass  lesions,  either  sub- 
dural hematomas,  or  brain  tumor,  or  abscess.  The 
benign  brain  tumor,  meningioma,  is  perhaps  more 


CEREBRAL  VASCULAR  ACCIDENTS 


241 


likely  to  simulate  the  stuttering  stroke.  The  infil- 
trating glioma,  or  metastatic  tumor,  is  more  likely 
to  simulate  the  slowly  progressive  stroke.  The  small 
stuttering  attacks  in  meningiomas  are  small  seizures. 
Headache  may  be  extremely  mild  or  may  not  even 
be  a complaint  in  brain  tumors  or  in  extracerebral 
clots.  On  the  other  hand,  headache  of  a mild  degree 
may  be  associated  with  cerebro-vascular  disease  of 
such  severity  as  to  produce  either  the  stuttering 

D I S C U 

Dr.  Fulton:  When  is  the  procedure  of  angiogra- 
phy an  emergency  or  is  it  always  an  emergency, 
and  how  soon  after  one  suspects  having  a cerebral 
vascular  accident  in  which  angiography  is  indicated 
should  this  procedure  be  carried  out? 

Dr.  Cotter,  are  you  willing  to  tackle  that  one  or 
pass  it  on  to  Dr.  Stoll? 

Dr.  Cotter:  I will  comment,  but  will  probably 
have  to  pass  it  on  anyway.  Dr.  Fulton.  Angiography 
we  think  is  an  emergency  whenever  the  patient 
appears  to  have  fairly  good  residual  function  at 
the  time  you  see  him  and  when  there  is  a possibility 
that  he  has  remedial  disease.  We  feel  loathe  to  do 
angiography  simply  for  diagnostic  reasons,  such  as 
in  the  patient  who  looks  as  though  he  is  beyond 
the  salvagable  period. 

Dr.  Stoll:  I can  only  say  that  I agree  with  Dr. 

Cotter  that  to  do  an  arteriogram  in  a patient  who 

is  in  very  critical  shape  and  in  whom  there  is  noth- 
ing to  make  you  suspect  that  it  might  be  a sub- 
dural or  an  intracerebral  clot  is  not  good.  We  have 
tried  to  select  these  cases  as  best  we  can,  realizing 
that  angiography  should  be  done  only  in  cases  in 
which  we  feel  we  would  have  a chance  of  doing 

something  for  the  patient  if  we  find  an  operable 

lesion. 

Dr.  Fulton:  Here  are  two  questions  directed  to 
Dr.  Fisher.  1.  What  is  the  value  of  headache  as  a 
clinical  symptom  in  the  diagnosis  of  stroke?  2.  How 
often  is  vertigo,  intermittent  or  chronic  without 
other  signs  or  symptoms,  a sign  of  vertebro-basal 
artery  insufficiency? 

Dr.  Fisher:  In  general,  headache  is  of  little  value 
in  assessing  strokes.  We  will  exclude  cases  of  rup- 
tured saccular  aneurysm  from  that  statement,  for 
I think  they  almost  always  have  headache,  usually 
a severe  one  in  which  they  may  fall  unconscious. 
As  for  other  types  of  hemorrhage,  most  start  within 
the  brain  substance  which  has  no  pain  receptors, 
and  therefore  headache  is  not  an  early  feature  of 
the  stroke.  Even  in  cerebellar  hemorrhage  over  50 
per  cent  of  our  patients  had  no  headache,  although 
extremely  ill  and  vomiting. 

Occasionally  embolism  to  the  middle  cerebral 


attacks  or  the  slowly  evolving  stroke  syndrome. 
Headache,  then,  is  not  the  help  in  differential  diag- 
nosis that  it  was  formerly  thought  to  be.  Cerebral 
angiography  will,  in  most  cases,  differentiate  be- 
tween vascular  occlusive  disease  and  the  space- 
occupying  lesions  of  a surgical  nature.  If  the  case 
is  one  of  low  pressure  hydrocephalus,  pneumoen- 
cephalography will  establish  that  diagnosis,  and 
proper  therapy  can  then  be  instituted. 

S S I O N 

artery  will  cause  a headache,  but  not  more  often 
than  one  case  in  twenty. 

In  thrombosis  the  majority  of  cases  do  not  have 
a headache.  In  vertebral  artery  thrombosis  there 
is  sometimes  pain  in  the  corresponding  mastoid  re- 
gion that  is  of  diagnostic  help.  In  posterior  cerebral 
artery  occlusion  there  may  be  a pain  in  the  region 
of  the  eyebrow  or  in  the  eye  on  the  same  side.  IMost 
cases  of  carotid  disease  do  not  have  headache.  In 
summary,  absence  of  headache  is  common;  when 
headache  is  present,  it  is  usually  possible  to  match 
it  to  the  artery  involved. 

How  often  does  vertigo  by  itself  without  other 
signs  or  symptoms  indicate  vertebral  vascular  in- 
sufficiency? I could  say  never;  and  although  there 
might  be  some  error  in  the  statement,  it  is  closer 
to  the  truth  than  would  be  an  equivocal  answer. 

In  vertebral  vascular  disease  if  the  only  symp- 
tom is  vertigo,  nystagmus  should  be  present  if  the 
patient  is  seen  promptly.  By  careful  inquiry  it 
may  be  possible  to  uncover  a history  of  a little 
numbness,  slight  headache,  slurred  speech,  tran- 
sient ataxia  of  a limb,  or  staggering  gait.  I would 
be  inclined  to  attribute  almost  all  isolated  vertigo 
to  labyrinthine  disease,  not  to  brain  stem  vascular 
disease. 

Our  rule  has  been  that  a patient  with  vertigo  due 
to  vascular  disease  will  have  brain  stem  signs  or 
additional  symptoms  when  first  seen,  or  within  two 
weeks  of  the  onset  of  the  vertigo.  The  main  point 
here  is  that  vertigo  by  itself  is  not  a sign  of  cere- 
brovascular disease  until  proved  to  be  so. 

Dr.  Fulton:  Here  are  two  questions,  both  direct- 
ed to  Dr.  Fisher,  that  have  to  do  with  anticoagulant 
therapy.  They  are  somewhat  related.  1.  What  is 
the  value  of  prophylactic  anticoagulant  therapy? 
2.  Outline  the  case  for  anticoagulants  in  stroke? 

Dr.  Fisher:  First,  you  would  not  use  anticoagu- 
lants in  a case  of  hemorrhage;  and  this  brings  up 
the  important  point,  that  I avoid  using  anticoagu- 
lants when  not  certain  of  the  diagnosis.  The  worst 
complications  have  occurred  when  I was  not  sure 
of  the  process  going  on  and  took  a chance.  I try 
to  make  an  accurate  diagnosis,  especially  being 
sure  that  the  patient  does  not  have  a hemorrhage. 

(Continued  on  next  page) 
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In  regard  to  embolic  disease,  if  the  patient  has 
had  one  embolus  I am  inclined  to  think  that  he 
should  be  on  anticoagulants  for  the  rest  of  his  life, 
or  until  the  source  is  eliminated,  or  until  someone 
comes  along  and  assures  us  that  such  a course  is 
not  necessary.  As  you  know,  there  has  been  no 
valid  study  of  the  value  of  anticoagulants  in 
the  prevention  of  embolism  from  the  heart,  but 
what  evidence  there  is  indicates  that  they  are  use- 
ful. If  the  patient  has  had  an  embolus  to  to  any 
region  of  the  body,  he  should  probably  be  on  anti- 
coagulants. Sometimes  in  cerebral  embolism  the 
infarct  is  bloody  or  hemorrhagic.  This  is  rare;  but 
when  seen  at  the  post-mortem  table  the  feeling  is 
strong  that  if  one  had  given  the  the  patient  anti- 
coagulants. bleeding  into  the  brain  would  have  oc- 
curred. Therefore  we  wait  48  hours  after  a cerebral 
embolus,  repeat  the  lumbar  puncture,  and  if  the 
cerebrospinal  fluid  is  still  absolutely  free  of  red 
cells,  anticoagulants  are  started.  We  formerly  waited 
two  weeks,  but  in  the  first  few  months  of  this  rou- 
tine five  patients  had  another  embolus  during  the 
waiting  period  with  very  serious  damage  to  the 
brain.  We  think  now  that  it  is  more  dangerous  to 
delay  than  to  go  ahead  with  anticoagulants  after 
48  hours. 

In  thrombosis  we  use  anticoagulants  in  the  state 
of  transient  ischemic  attacks  (TIA's)  and  in  the 
progressing  stroke  where  increments  of  deficit  are 
being  added  as  the  patient  gets  worse.  On  the  other 
hand,  if  we  can  make  a diagnosis  of  small  vessel 
disease,  that  is  lacunar  infarction  as  I mentioned 
in  my  talk,  we  avoid  anticoagulants.  Is  hyperten- 
sion a contraindication  to  anticoagulants?  It  is  by 
no  means  an  absolute  contraindication,  especially  if 
the  occlusive  process  involves  the  middle  cerebral, 
anterior  cerebral,  posterior  cerebral,  or  basilar- 
vertebral  arteries.  In  each  case  the  pros  and  cons 
must  be  weighed  before  proceeding.  If  the  patient 
is  losing  ground  before  one's  eyes,  strong  measures 
are  indicated. 

What  anticoagulant  drugs  are  used?  In  transient 
ischemic  attacks  we  usually  use  only  Coumadin.® 
If  the  stroke  is  actually  in  progress,  heparin  intra- 
venously is  used  for  one,  two,  or  three  weeks,  after 
which  Coumadin®  is  given  for  another  several 
months.  At  the  present  time  in  thrombotic  disease 
anticoagulants  are  stopped  after  approximately 
six  months. 

.\s  for  the  value  of  anticoagulants.  I think  our 
data  show  that  they  will  stop  transient  ischemic 
attacks  and  that  they  are  helpful  in  the  progressing 
thrombotic  stroke.  Therefore  I use  them  verv'  as- 
siduously in  TIA’s  and  the  developing  thrombotic 
stroke.  Data  could  be  presented  to  support  this 
claim  but  I do  not  have  the  slides  with  me. 

Dr.  Stoll:  I should  like  to  ask  Dr.  Fisher  whether 


he  feels  that  steroids  have  any  role  at  all  in  the 
treatment  of  strokes?  This  we  know,  that  with  head 
injuries  and  following  brain  surger\-,  the  marked 
swelling  is  apparently  cut  down  by  the  use  of  ste- 
roids. Certainly  in  some  of  the  vascular  disease 
problems  that  we  see,  there  is  a large  swollen  hem- 
isphere. I wonder  if  you  thought  it  was  of  any 
value? 

Dr.  Fisher:  \\’e  have  used  steroids  in  a limited 
way.  If  the  infarct  is  massive  and  there  is  severe 
brain  swelling.  I think  the  hemisphere  is  already 
irreparably  destroyed  and  that  the  most  one  can 
do  is  perhaps  enable  the  patient  to  survive  as  a 
severely  paralyzed  invalid. 

In  the  milder  strokes  any  brain  edema  will  not 
be  serious,  and  steroids  will  not  be  needed.  In 
some  cases  of  cerebral  hemorrhage  we  used  steroids 
and  the  patient  was  brightened  up  somewhat,  but 
the  ultimate  outcome  has  not  been  altered.  There 
is  a study  somewhere  in  press,  indeed  it  might  be 
published  by  now,  of  the  use  of  steroids  in  hem- 
orrhage and  infarction  of  the  brain.  The  results 
were  equivocal.  The  serious  cases  were  not  helped, 
whereas  the  early  favorable  cases  seemed  to  be 
improved.  A more  carefully  controlled  study  will 
have  to  be  made. 

Dr.  Fulton:  Here  is  a question  directed  to  Dr. 
Fisher  which  I am  going  to  take  the  liberty  to  pad 
a little  bit.  A patient  is  brought  to  a hospital  with 
a diagnosis  of  stroke.  \\’hat  investigation  should  be 
prompt!}'  carried  out,  assuming  that  he  is  uncon- 
scious and  that  you  cannot  tell  whether  his  neuro- 
logical deficit  is  entirely  limited  to  the  motor  or 
the  sensory  area,  and  so  forth? 

Dr.  Fisher:  When  we  say  that  the  patient  is  not 
“conscious,”  that  term  should  be  more  accurately 
defined.  In  most  strokes  the  patient  is  not  uncon- 
scious. If  they  are,  it  means  that  they  have  had  a 
tremendous  hemorrhage,  either  subarachnoid  bleed- 
ing from  an  aneurysm  or  a huge  intraventricular 
hemorrhage,  or  a hemorrhage  into  the  pons.  I, 
should  think  that  we  would  do  an  LP  (lumbar  punc- 
ture) promptly  to  see  if  the  patient  has  had  a hem- 
orrhage; the  patient's  blood  pressure  would  be  im- 
portant also.  Examination  of  the  fundi  might  reveal 
subhyaloid  hemorrhages,  indicating  a ruptured  aneu- 
rysm or  a large  intracerebral  hemorrhage.  Stiffness 
of  the  neck  might  also  be  a useful  sign.  If  the  pa- 
tient is  deeply  unconscious  from  an  infarct-stroke, 
it  nearly  always  points  to  the  basilar  territory.  Since 
the  patient  is  paralyzed  and  unconscious,  there  will 
not  be  much  to  do  but  make  the  diagnosis. 

Let  us  take  a less  serious  case.  I would  get  as 
much  history  as  possible,  which  to  me  is  terribly 
important.  I personally  go  to  great  lengths  to  find 
out  how  the  stroke  developed.  I can't  emphasize  this 
(Continued  on  Page  244) 
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ANTICOAGULATION  AND  GUNSHOT  CONCUSSION  IN 
EARDRUM  BLEEDING 

Bleeding  From  Eardrum  Due  to  Gunshot  Blast  in  a Patient 
Receiving  Anticoagulants 

XATHAX  SOXKIX,  M.D. 


The  Author:  Nathan  Son\in,  M.D.,  of  Pawtucket,  R.I. 
Physician,  Memorial  Hospital,  Pawtiic\et,  R.I.;  Associate 
Physician,  Miriam  Hospital,  Providence,  R.I. 

Anticoagulation  in  coronary  thrombosis  has 
become  an  accepted  mode  of  treatment  despite 
some  controversy  in  recent  years  as  to  its  effective- 
ness. This  report  documents  an  unusual  combina- 
tion of  bleeding  from  the  eardrum  associated  with 
gunshot  concussion  in  a man  who  had  been  on  long- 
term anticoagulant  therapy  in  an  acceptable  the- 
rapeutic range  for  three  years  prior  to  the  onset 
of  bleeding.  Hemorrhage  occurred  from  a traumatic 
laceration  of  the  eardrum  due  to  sound  waves  from 
repeated  rifle  shots  in  an  enclosed  area  of  space. 

-A  review  of  the  English  language  literature  has 
not  revealed  any  documented  similar  information. 
In  a Russian  article  Gorlina*  describes  two  cases 
of  unilateral  hemorrhage  from  the  middle  ear.  In 
the  first  case  anticoagulants  were  used,  but  the 
prothrombin  activity  was  not  determined  either  be- 
fore or  at  the  time  of  bleeding.  The  second  case 
describes  the  application  of  leeches  to  the  external 
ear  for  anticoagulation  with  resultant  bleeding  from 
the  middle  ear.  In  this  case  neither  the  bleeding 
time  or  prothrombin  activity  was  determined.  There 
was  no  association  with  rifle  shots  in  either  report. 

CASE  REPORT 

The  patient  is  a 52-year-old  married  Caucasian 
male  who  had  been  hospitalized  on  several  previous 
occasions  for  both  arteriosclerotic  heart  disease  with 
coronary  insufficiency  and  a coronary  thrombosis. 
He  had  been  maintained  on  a daily  dosage  of  2.5 
mg.  of  waferin  sodium  alternated  every  third  day 
with  5 mg.  for  three  years  with  prothrombin  ac- 
tivities for  the  most  part  in  the  range  of  20  to  30 
per  cent.  (One  stage  Quick  method). 

.At  the  time  of  hospitalization,  he  entered  the 
emergency  room  at  4:30  a.m.  with  profuse  bleed- 
ing from  the  left  ear  canal.  The  hemorrhage  had 
begun  several  hours  previously;  however,  he  had 
not  become  alarmed  until  the  early  hours  of  the 
morning.  Examination  revealed  an  agitated,  pale, 
apprehensive  man.  Blood  pressure  was  280/180. 
Pulse  rate  was  140  per  minute;  respiration  rate  was 
34  per  minute.  The  left  ear  canal  showed  an  ex- 
tensive outpouring  of  blood.  A venous  blood  speci- 


men at  this  time  revealed  a prothrombin  activity 
of  20  seconds  with  a control  of  11.5  seconds,  (two 
stage  Quick  method-optimum  therapeutic  range  of 
this  laboratory  is  2-2^^  times  control) 

Immediate  treatment  consisted  of  10  mg.  of  phy- 
tonadione  (vitamin  K)  intravenously  and  the  in- 
sertion of  an  ear  packing  saturated  with  0.25  per 
cent  phenylephrine  hydrochloride.  These  measures 
controlled  the  immediate  bleeding  and  reassured  the 
patient.  The  blood  pressure  dropped  to  160/100 
and  other  vital  signs  returned  to  within  the  normal 
range. 

.Anticoagulants  were  discontinued  for  five  days 
until  the  eardrum  laceration  healed  and  no  further 
oozing  of  blood  was  present.  Subsequent  examina- 
tions of  the  tympanic  membrane  identified  the  site 
of  bleeding  as  a laceration  of  about  2 millimeters 
long  at  the  junction  of  the  anterior  superior  quad- 
rant of  the  left  eardrum  with  the  external  ear  canal. 

Intensive  questioning  determined  that  the  pa- 
tient had  been  firing  a rifle  for  practice  for  approxi- 
mately two  hours  prior  to  the  onset  of  hemorrhage. 
Rifle  practice  had  been  his  weekly  custom  for  sev- 
eral years.  In  the  past,  however,  the  shooting  had 
always  taken  place  outdoors.  During  the  evening 
of  bleeding  he  had  taught  his  first  class  as  a rifle 
instructor  for  a gun  club.  Contrary  to  the  usual 
practice,  the  shooting  had  taken  place  indoors  in 
an  old  barn.  It  became  apparent  that  the  repetitive 
shooting  with  associated  constant  reverberation  of 
rifle  shot  sound  waves  had  been  sufficient  to  cause 
a laceration  of  the  eardrum  under  the  specific  cir- 
cumstances described.  The  bleeding  of  the  left  ear- 
drum could  be  explained  by  the  fact  that  the 
patient  was  left  handed  and  held  the  rifle  stock 
against  his  left  shoulder. 

.Anticoagulation  was  initiated  again  after  the  ear- 
drum^healed  without  a recurrence  of  bleeding.  Prior 
to  hospital  discharge  he  was  instructed  to  insert 
rubber  ear  plugs  at  all  times  before  shooting  a gun. 
This  suggestion  has  been  followed  conscientiously, 
and  there  has  been  no  recurrence  of  bleeding  dur- 
ing the  past  ten  months  despite  frequent  (two  to 
three  times  weekly)  rifle  practice  indoors  and  out- 
doors as  both  a rifle  instructor  and  hunter  of  small 
game. 

(Continued  on  next  page) 
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COMMENT 

This  report  alerts  the  reader  to  an  unusual  mani- 
festation of  bleeding  from  anticoagulant  treatment 
because  of  a chance  combination  with  repeated  rifle 
shot  concussion.  This  occurred  despite  the  fact  that 
a stable  therapeutic  prothrombin  range  had  been 
maintained  for  three  years  without  any  bleeding 
incident.  In  view  of  the  frequent  long  term  use  of 
anticoagulants  in  the  treatment  of  coronary  throm- 
bosis. rheumatic  heart  disease  with  atrial  fibrilla- 
tion in  adults,  and  cerebral  thromboembolic  dis- 
ease. it  behooves  the  physician  to  become  aware  of 
all  the  known  hazards  associated  with  anticoagu- 
lant usage. 

Hunting  enthusiasts  have  increased  greatly  in 
numbers  during  the  past  decade.  There  has  also 
been  an  increased  medical  use  of  long-term  antico- 
agulant therapy  during  the  same  period  of  time. 
The  probability  of  the  recurrence  of  a similar  situ- 
ation is  therefore  not  too  remote.  Although  this  for- 
tuitous combination  with  resultant  bleeding  is  not 
life-threatening  under  proper  management,  it  is 
disturbing  and  inconvenient  to  both  the  patient  and 
his  physician. 

Jacques-  states  that  experimental  spontaneous 
hemorrhage  due  to  anticoagulants  in  animals  is  e.x- 
tremely  rare.  It  is  also  not  common  in  human  sub- 
jects who  are  maintained  within  an  acceptable  the- 
rapeutic range.  It  should  be  noted  that  in  the  pres- 
ent case  the  prothrombin  activity  at  the  time  of 
active  bleeding  was  slightly  less  than  twice  the  con- 
trol. This  supports  the  assumption  that  bleeding 
would  have  been  less  likely  to  occur  except  for  the 
train  of  events  described. 


FOR  SALE 

KAST  (iKEKNWK  H AREA 

Doctor's  home  and  office  combined. 
Six  rooms  and  two  baths,  plus  doctor’s 
office  of  six  rooms,  baths,  parking 
area.  This  modern  contemporary  home 
has  some  very  unusual  features  and 
warrants  your  inspection.  A real  op- 
portunity. 
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ONE  SENTENCE  ESSAY 

.\dvice  for  19-year  olds:  — when  you're 
pu.^hing  so.  that's  all  the  exercise  you  need. 
...From  S.IA.ID  (Tea)  Tag  Lines. 


SUMMARY 

.A  case  is  presented  of  traumatic  rupture  of  the 
left  eardrum  in  a patient  on  anticoagulant  therapy 
with  subsequent  bleeding  as  a result  of  a laceration 
from  repetitive  concussive  waves  from  rifle  shots 
in  an  enclosed  area.  This  occurred  despite  a pro- 
thrombin activity  which  was  not  in  the  range  where 
spontaneous  bleeding  would  ordinarily  occur.  An 
effective  prophylactic  measure  is  the  insertion  of 
rubber  ear  plugs  prior  to  the  use  of  a rifle. 
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Generic  and  Trade  Name  of  Drugs 

Phenylephrine  hydrochloride  Xeo-synephrine 

Hydrochloride® 

Phytonadione  Alephyton® 

Waferin  sodium  Coumadin® 
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CEREBRAL  VASCULAR  ACCIDENTS 

(Continued  from  Page  242) 

point  enough.  We  must  know  the  tempo  of  the 
stroke,  whether  gradual  or  stuttering  and  whether 
there  were  transient  ischemic  attacks.  The  exami- 
nation might  enable  one  to  tell  if  the  stroke  was 
pure  motor  or  pure  sensory.  I would  assess  the  ca- 
rotids using  the  battery  of  carotid  tests  — listening 
over  the  neck  for  a bruit,  palpating  the  arterial  puls- 
es in  the  neck,  listening  over  the  eyes  for  an  ocular 
bruit,  and  determining  the  central  retinal  artery 
pressures  by  ophthalmodynamometry.  The  blood 
pressure  might  be  checked  in  each  arm.  and  the 
pulses  in  the  arms  assessed.  One  would  probably 
move  on  quickly  to  an  LP.  From  the  data  it  should 
be  possible  to  decide  whether  the  stroke  is  a hem- 
orrhage, embolus,  or  thrombosis,  in  which  territory 
it  lies,  and  then,  most  important  to  me,  whether 
it  is  a matter  of  carotid  disease  or  not.  If  it  is  a 
carotid  case  and  the  patient  is  in  the  throes  of  a 
stroke,  an  arteriogram  is  made  immediately,  and 
the  surgeon  is  asked  to  operate  as  soon  as  possible. 
This  might  be  the  place  to  say  that  I regard  most 
strokes  as  an  emergency.  Transient  ischemic  attacks 
might  be  an  e.xception,  but  even  in  these  one  never 
knows  when  the  patient  is  going  to  develop  a per- 
sistent stroke.  Aly  own  philosophy  is  that  an  emer- 
gency exists  until  you  decide  on  how  the  whole  ill- 
ness is  to  be  managed. 

(Continued  on  Page  2M) 
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PHYSICIANS  SERVICE  IN  1965 

Report  of  the  President  at  the  17th  Annual  Meeting  of  the 
Corporation  of  Rhode  Island  Medical  Society  Phyisicans  Service 

ARNOLD  PORTER,  M.D. 


Having  completed  my  first  year  as  President 
of  Rhode  Island  iVIedical  Society  Physicians 
Service,  it  is  my  privilege  at  this  time  to  present 
you  with  an  Annual  Report  for  1965.  I do  not 
wish  to  cite  volume  of  statistics  nor  do  I wish  to 
dwell  on  the  accomplishments  and  progress  of  your 
plan  during  the  past  twelve  months.  These  facts 
and  details  are  reported  and  published  at  frequent 
intervals  during  the  year  and  will  be  summarized 
in  the  annual  report  of  the  corporation  which  all 
of  you  will  receive  in  due  time. 

I would,  however,  like  to  share  with  you  a few 
thoughts  that  come  to  mind  as  I now  complete 
six  years  as  a member  of  the  Board  of  Directors 
of  Physicians  Service.  These  thoughts  have  not  all 
jelled  into  opinions.  They  represent  an  accumula- 
tion of  knowledge  digested  from  information  reach- 
ing my  desk  almost  daily.  The  sources  of  this 
information  include,  among  others,  publications  of 
the  R.I.  Medical  Society,  the  Physicians  Service, 
the  National  Association  of  Blue  Shield  Plans,  the 
Blue  Cross,  the  Hospital  Association,  the  AMA, 
the  Area  Wide  Planning  Council,  the  Federal  Gov- 
ernment, and  the  Medical  Assistance  Programs 
of  the  R.I.  Department  of  Social  Welfare.  This  is 
not  a list  to  impress  you  with  the  amount  of  home- 
work necessary  to  stay  informed  but  to  transmit  to 
you  the  overwhelming  and  sometimes  contradic- 
tory amount  of  information  available  from  which 
to  formulate  opinions. 

My  first  thought  is  to  share  with  you  the  basis 
upon  which  I have  found  your  Board  of  Directors 
functions.  Your  Board  is  most  mindful  of  its  ob- 
ligations to  the  Rhode  Island  Medical  Society  and 
the  physicians  of  this  state  as  well  as  to  the  public. 
I can  assure  you  that  your  own  elected  representa- 
tives, as  well  as  the  public  members  of  the  Board, 
assume  their  responsibility  with  great  sincerity  and 
with  great  fairness  to  all  parties  concerned.  Of 
this  I am  most  certain  and  I want  to  convey  this 
to  you  here  today. 

Another  thought  that  has  entered  my  mind  from 
time  to  time  and,  I am  sure,  has  entered  yours, 
is  this  question;  Why  are  we  doctors  in  a 
$12,000,000  insurance  business? 

Certainly  Physicians  Service  is  no  longer  a Plan, 
as  originally  organized  and  subsidized  by  the  phy- 
sicians of  Rhode  Island,  to  help  only  our  low  in- 
come citizens  pay  their  medical  bills.  As  I now 


see  it,  Phyisicians  Service  purpose  is  to  provide 
prepaid  complete  medical  care  at  a predetermined 
cost  to  as  many  of  the  people  of  Rhode  Island  as 
is  possible  under  a voluntary  system.  I believe  this 
is  what  the  public  wants,  and  what  the  public  is 
willing  to  pay  for.  Surely,  this  is  what  segments 
of  management,  labor  and  other  specialized  groups 
want  and  this  is  what  they  will  eventually  obtain. 
Medicare  will  force  this  issue  even  further,  since 
the  elderly  in  general  will  have  more  complete 
medical  coverage  than  will  our  younger  working 
population.  Since  the  passage  of  Public  Law  89-97, 
we  are  in  a new  ball  game  in  a new  park  with  new 
rules.  What  we  are  unwilling  or  unable  to  provide 
to  the  people  will  eventually  be  provided  for  them 
by  federal  legislation  if  we  fail. 

On  October  2,  1965,  Doctor  Appel,  President 
of  the  AMA,  said  before  the  convened  House  of 
Delegates  of  that  organization,  “Our  next  great 
legislative  battle  could  well  concern  itself  with 
government  participation  in  the  financing  of  the 
health  care  of  175  million  people  under  the  age  of 
65.’'  In  my  opinion,  the  eighty-five  voluntary  Blue 
Shield  plans  with  58  million  subscribers  are  our 
greatest  hope  and  justification  for  forestalling  fur- 
ther government  legislation.  It  would,  therefore, 
seem  vital  that  we  doctors  should  fully  support  our 
own  Physicians  Service,  a non-profit  voluntary 
plan  that  has  built-in  flexibility  to  meet  the  health 
demands  of  all  segments  of  the  Rhode  Island  pop- 
ulation. In  this  plan  alone  do  physicians  have  a 
voice  in  the  prepaid  health  care  of  their  patients, 
as  well  as  in  their  own  destiny.  This,  then,  is  the 
reason  why  we  doctors  are  in  the  health  care  busi- 
ness. 

There  are  undoubtedly  many  problems  facing 
the  plan  in  its  goal  to  provide  as  complete  pro- 
tection as  possible  for  subscribers,  but  these  can 
be  overcome  in  time  if  we  all  work  toward  this 
common  goal. 

Another  reason  why  we  should  all  have  a very 
personal  interest  in  Physicians  Service  is  that  our 
plan,  along  with  32  other  Blue  Shield  plans  and 
15  commercial  insurance  companies,  has  been  se- 
lected by  the  Social  Security  Administration  to 
serve  as  a carrier  under  Part  B of  the  Medicare 
Program.  This  is  a one  year  contract  with  the 
government  subject  to  renewal  upon  satisfactory 
(Concluded  on  page  248) 
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RHODE  ISLAND  DEPARTMENT  OF  HEALTH 

Provisional  Vital  Statistics,  1965 

JOSEPH  E.  CAXXOX,  ^^ED.,  Director  of  Health 

LERA  L.  OHARA,  State  Registrar  of  Vital  Statistics 


Table  1 summarizes  the  provisional  vital  statis- 
tics for  Rhode  Island  occurrences  in  1965  compared 
with  similar  data  for  1964.  Marriages  and  divorces 
increased  over  1964  as  did  deaths;  live  births,  in- 
fant deaths  and  fetal  deaths  decreased.  Resident 
statistics  are  preferred  for  most  purposes  and  will 
be  published  in  our  final  report  next  fall.  Late 
filings  will  increase  the  numbers  of  events  slightly. 

Births:  The  17,791  live  births  registered  in 

Rhode  Island  during  1965  was  the  lowest  number 
since  1950  when  16,998  births  occurred  in  the 
State.  The  1965  crude  birth  rate  of  19.9  per  1,000 
population,  nearly  four  per  cent  below  1964,  was 
11  per  cent  lower  than  the  recent  high  rate  of  22.4 
in  1959  and  1960.  This  nationwide  decrease,  at- 
tributable in  part  to  the  age  and  sex  structure  of 
the  present  population,  is  not  expected  to  reverse 
itself  until  the  sizeable  groups  of  potential  mothers, 
now  young  teenagers,  reach  their  most  productive 
years.  rising  birth  rate  may  occur  before  1970 
if  peace  prevails  and  the  economy  prospers  and  if 
the  marriage  rate  continue  to  increase. 

TABLE  1 

Vital  Events  Occurring  in  Rhode  Island,  1964  and  1965 


Item 

Xuniber 

I9h4  19()5 

Per 

Cent 

Chge. 

Rate  Per 

Cent 

19t)4  1965  Chge. 

I.ive  Births* 

18,465 

17,791 

— 3.7 

20.7 

19.9 

—3.9 

Marriages* 

6,071 

6,311 

+ 4.0 

6.8 

7.1 

+4.4 

I livorces* 

1,098 

1.192 

-h  8.6 

1.2 

1.3 

+8.3 

I )eaths* 

9,.509 

9,637 

+ 3.5 

10.4 

10.8 

+3.8 

Infant  Deatlis**  435 

■ 388 

—10.8 

23.6 

21.8 

—7.6 

Xeonatal 

Deaths** 

3.54 

.500 

—10.2 

18.1 

16.9 

—6.6 

I'etal 

Deaths  (20)**  273 

260 

— 4.8 

14.8 

14.6 

—1.4 

* Rate  per 
**  Rate  per 

1,0(X)  population. 
1,000  live  births; 

; fetal 

death 

s of 

20  or 

more  weeks  gestation. 


Marriages:  There  were  6,311  marriages  recorded 
in  1965,  the  largest  number  since  1956.  The  1965 
rate  of  7-1  per  1,000  jwpulation  was  12.7  per  cent 
above  the  provisional  6.3  rate  attained  in  1963 
when  the  current  increase  began;  the  previous  low 
rate  was  6.0  in  1932.  The  marriage  rate  may  in- 
crease further  during  the  present  decade  as  the 
babies  of  the  1946-1947  ‘‘boom’’  reach  marriage- 
able ages.  War,  depression,  or  migration  out  of 
the  State  could  thwart  the  expected  rise  in  mar- 
riages. 


Divorces:  X’inety-four  more  couples  filed  final 
divorce  decrees  in  Rhode  Island  during  1965  than 
in  1964,  an  increase  of  8.6  per  cent  (Table  1).  The 
1965  divorce  rate  rose  to  1.3  after  remaining  at 
1.2  per  1,000  population  since  1959  except  in 
1962  (1.0), 

Infant  and  Maternal  Deaths:  The  1965  infant 
death  rate  (21.8  per  1.000  live  births)  dropped 
nearly  eight  per  cent  below  1964  and  is  only  slightly 
above  the  rate  achieved  in  1958  (21.5),  when 
Rhode  Island  had  the  lowest  infant  death  rate  in 
the  nation.  The  neonatal  mortality  rates  were  16.9 
and  16.3  per  1,000  live  births  in  1965  and  1958, 
respectively. 

As  Table  3 shows  only  one  1965  death  resulted 
from  a complication  of  pregnancy,  childbirth,  and 
the  puerperium  at  a rate  of  0.6  per  10,000  live 
births.  In  1964  three  maternal  deaths  were  re- 
corded, yielding  a 1.6  rate.  Rates  fluctuate  con- 
siderably when  such  small  numbers  are  involved. 

Fetal  Deaths:  The  fetal  death  statistics  in  Table 
1 include  only  those  at  gestation  periods  of  20 
weeks  or  more.  There  were  260  reported  in  1965, 
a slight  decrease  over  1964  (273).  The  1965  fetal 
death  rate  of  14.6  per  1,000  live  births  was  one 
per  cent  below  1964  (14.8)  and  11  per  cent  lower 
than  1962  (16.5). 

Deaths  and  Principal  Causes  of  Death:  The  death 
rate  from  all  causes  (10.8  per  1,000  population  in 
1965)  averaged  three  per  cent  higher  in  the  past 
three  years  than  for  the  previous  five  years  (10.6 
compared  with  10.3  for  1958-1962). 

Rates  for  nine  of  the  ten  leading  causes  of  death 
increased  in  1965  when  compared  with  1964  as 
shown  in  Table  2.  The  most  marked  increase  was 
noted  in  the  mortality  rate  from  influenza  and 
pneumonia.  Only  three  of  these  deaths  were  from 
influenza  and  occurred  early  in  the  year.  Substan- 
tial increases  were  noted  from  other  diseases  of  the 
circulatory  system  and  general  arteriosclerosis.  In- 
creases of  nearly  ten  per  cent  occurred  from  vas- 
cular lesions  affecting  the  central  nervous  system 
and  accidents.  There  was  practically  no  change  in 
the  rates  from  diseases  of  the  heart  and  malignant 
neoplasms.  The  ten  leading  causes  of  death  ac- 
counted for  88  per  cent  of  all  deaths  and  only  cer- 
tain diseases  of  early  infancy  in  this  group  showed 
a decline. 

(Contimicd  on  next  page) 
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TABLE  2 

Deaths  and  Death  Rates  per  100,000  Population  From  Ten  Principal  Causes  of  Death:  1965  and  1964 


1%5 

19()5 

19(>4 

Change  in 

Rank  Cause  of  Death 

Number 

Rate 

Number 

Rate 

Rate  (%) 

1.  Diseases  of  the  heart  (400-402,  410-443) 

4298 

481,5 

4268 

477.7 

-f  0.8 

2.  Malignant  neoplasms  (140-205) 

17,50 

193.8 

1716 

192.1 

-f  0.9 

3.  \’ascular  lesions  affecting  c.n.s.  (330-334)  

9(K) 

100.8 

827 

92.6 

-h  8.9 

4.  Accidents  (800-962)  

358 

40.1 

331 

37.0 

+ 8.4 

5.  Influenza  and  pneumonia  (480-493)  

2h8 

.50.0 

195 

21.8 

+37.6 

6.  Certain  dis.  of  early  infancy  (760-776)  

247 

27.7 

278 

31.1 

—10.9 

7.  Diabetes  mellitus  (260)  

241 

27.0 

226 

25.3 

+ 6.7 

8.  Other  dis.  of  circulatory  system  (451-468)  

150 

16.8 

126 

14.1 

+ 19.1 

9.  General  arteriosclerosis  (450)  

148 

16.6 

130 

14.5 

+ 14.5 

10.  Cirrhosis  of  liver  (581)  

144 

16.1 

1,34 

15.0 

+ 7.3 

TABLE  3 

Provisional  Number  of  Deaths  from 

Selected  Causes: 

Rhode  Island, 

1964  and 

1965 

(Excludes  fetal  deaths;  rates  per  100,000  estimated  population  except 

as  noted) 

Cause  of  Death 

1965 

1964 

(International  Classification  of  Diseases,  1955) 

Number 

Rate 

Number 

Rate 

.All  Causes**  

9,637 

10.8 

9,M) 

10.4 

Tuberculosis,  all  forms  (001-019)  

32 

3.6 

25 

2.8 

Syphilis  & its  sequelae  (020-029)  

7 

0.8 

10 

1.1 

Dysentery,  all  forms  (045-048)  

2 

0.2 

— 

— 

Scarlet  fever  & streptococcal  sore  throat  (050,051)  ... 

— 

— 

— 

— 

Meningococcal  infections  (057)  

5 

0.6 

1 

0.1 

.Acute  poliomyelitis  (080)  

— 

— 

— 

— 

Encephalitis  (082)  

— 

— 

1 

0.1 

Aleasles  (085)  

— 

— 

— 

— 

Infectious  hepatitis  (092)  

2 

0.2 

4 

0.4 

Malignant  neoplasms  (140-205)  

1,730 

193.8 

1,716 

192.1 

•Asthma  (241)  

22 

2.5 

26 

2.9 

Diabetes  mellitus  (260)  

241 

27.0 

226 

25.3 

Meningitis,  except  meningococcal  & tuberulos  (340). 

14 

1.6 

6 

0.7 

Cardiovascular-renal  dis.  (340-334,400-468,592-594) 

5,635 

631.2 

5,517 

617.5 

A’ascular  lesions  affecting  C.N.S.  (330-334) 

900 

100.8 

827 

92.6 

Diseases  of  heart  (400-402,410-443)  

4,298 

481.5 

4,268 

477.7 

Hypertnesion  without  mention  of  heart  (444-447)  

87 

9.7 

113 

12.6 

General  arteriosclerosis  (450)  

148 

16.6 

130 

14.5 

Other  diseases  of  circulatory  system  (451-468) 

150 

16.8 

126 

14.1 

(.'hronic  & unspecified  nephritis  (592-594)  

52 

5.8 

53 

5.9 

Influenza  (480-483)  

3 

0.3 

1 

0,1 

Pneumonia  (490-493)  

265 

29.7 

194 

21.7 

Bronchitis  (500-502)  

49 

53 

34 

3.8 

Other  bronchopulnionic  diseases  (525-527) 

127 

14.2 

82 

9.2 

Ulcer  of  stomach  & duodenum  (540-5’41)  

69 

/./ 

61 

6.8 

.\ppendicitis  (550-553)  

14 

1.6 

10 

1.1 

Hernia  & intestinal  obstruction  (560,561,570)  

60 

6.7 

51 

5’.  7 

Gastritis,  enteritis,  etc.  (543,571,572)  

31 

3.5 

45 

5.0 

Cirrhosis  of  live  (581)  

144 

16.1 

134 

15.0 

Cholelithiasis,  Cholecystitis,  & Cholangitis  (584,585) 

27 

3.0 

21 

2.4 

-Acute  nephritis  & nephrosis  (590,591)  

6 

0.7 

4 

0.4 

Infections  of  kidney  (600)  

51 

:)./ 

58 

6.5 

Hyperplasia  of  prostate  (610)  

7 

0.8 

13 

1.5 

Complications  of  pregnancy,  childbirth,  etc.*  ((540-689) 

1 

0.6 

3 

1.6 

Congenital  malformations  (750-759)  

83 

9.3 

101 

11.3 

Certain  diseases  of  early  infancy  (760-776)  

249 

27.7 

278 

31.1 

.Symptoms,  senility  & ill-defined  conditions  (780-795),.. 

24 

2.7 

22 

2.5 

.Accidents  (800-962)  

358 

40.1 

.331 

37.0 

Motor-vehicle  accidents  (810-835)  

101 

11.3 

107 

12.0 

■All  other  accidents  (800-802,840-962)  

257 

28.8 

224 

25.1 

Occurring  in  home  (870-936, .0)  

125 

14.0 

114 

12.8 

Suicide  (963,970-979)  

54 

6.0 

79 

8.8 

Homicide  (964,980-985)  

23 

2.6 

14 

1.6 

**  Rate  per  1,000  population. 

* Rate  per  10,000  live  births. 

248 


RHODE  ISLAND  MEDICAL  JOURNAL 


Other  noteworthy  features  that  may  be  seen  in 
Table  3 are;  the  tuberculosis  death  rate  increased 
2.8  per  100.000  population  in  1964  to  3.6  1965; 
there  were  five  deaths  from  meningococcal  infec- 
tions yielding  a rate  of  0.6;  and  considerable  in- 
creases were  noted  from  non-menigococcal  menin- 
gitis and  from  other  bronchopulmonic  diseases  in 
1965. 


Many  doctors  also  feel  that  whatever  fee  is  sub- 
mitted as  a usual  fee  will  be  permanent  with  little 
chance  for  revision.  As  of  this  time  no  final  de- 
cisions about  the  method  of  payment  under  Me- 
dicare have  been  made.  But  I believe  any  agree- 
ment should  call  for  a recomputation  and  revision 
of  fees  at  least  every  year.  Physicians  fees  should 
be  related  to  changes  in  the  overall  economy  as 
well  as  any  other  provided  service. 


PHYSICIANS  SERVICE 

(Concluded  from  page  245) 

|ierformance.  The  Social  Security  picked  a variety 
of  companies  to  administer  the  program  to  deter- 
mine which  might  be  more  efficient  in  accordance 
with  the  intent  of  Congress.  Under  the  contract 
with  the  government  the  carrier’s  primary  respon- 
sibility will  be  to  pay  “'reasonable  charges"  for 
physicians  and  other  health  services.  In  determining 
reasonable  charges  the  carriers  will  consider  the 
usual  and  customary  charges  made  by  physicians 
as  well  as  the  prevailing  rates  in  the  area.  It  is 
for  this  reason,  among  others,  the  Rhode  Island 
Medical  Society  has  circulated  among  its  members 
a survey  of  charges.  This  has  been  a topic  of  much 
discussion  in  hospital  staff  rooms  for  several  rea- 
sons. ^lany  doctors  feel  that  the  government  should 
pay  the  same  fee  for  the  same  service  to  all  doctors 
rather  than  individual  fees  to  different  doctors. 


We  are  all  now  engaged  in  emotional,  deeply 
troubled  discussions  of  the  future  of  the  practice 
of  medicine,  and  we  should  be.  We  must,  however, 
concentrate  our  energies  on  the  problems  facing 
us.  There  are  a host  of  questions  yet  unanswered 
but  if  we  as  physicians  do  not  answer  them  realis- 
tically our  voice  will  be  further  muted. 

I would  like  to  leave  you  with  a quotation  from 
the  1965  Annual  Report  of  Kingman  Brewster,  Jr., 
President  of  Yale  P'niversity:  "The  rapid  rate  of 
change  in  society,  due  in  largest  part  to  the  ex- 
plosion of  knowledge,  makes  forecasting  extremely 
difficult.  But  such  a sweeping  tide  of  change  means 
that  thoughtless  clutching  to  the  dragging  anchor 
of  the  past  is  probably  the  most  perilous  course  of 
all.  It  is  more  difficult,  but  also  more  important 
than  ever,  to  have  today’s  decisions  informed  by 
the  best  guess  about  the  course  of  tomorrow’s  needs 
and  potentialities.” 


FOR  VEIT  ENGLAND  PHYSICIANS: 

BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
New  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician  asso- 
ciations, clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  redemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 
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Shares  are  offered  only  through  the  prospectus  which  can 
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(Name  of  State  Medical  Soci  ety) 


Editorials 


FIDDLING  WHILE  ROME  BURNS 


In  a previous  issue  of  the  Journal  we  commented 
editorially  on  the  problem  created  by  the  declared 
intention  of  Mayor  Joseph  A.  Doorley,  Jr.  to  close 
the  Charles  V.  Chapin  Hospital  on  July  1 of  this 
year  if  the  State  Government  did  not  undertake  to 
operate  it  or  provide  substantial  financial  support. 
Resolutions  expressing  grave  concern  were  directed 
to  the  Mayor  and  to  Governor  John  H.  Chafee  by 
both  the  Providence  IMedical  Association  and  the 
Rhode  Island  Medical  Society.  These  pleas  for 
sensible  action  were  ignored  or  were  dismissed  with 
unresponsive  statements. 

It  is  unfortunate  that  both  the  Mayor  and  the 
Governor  have  elected  to  handle  this  serious  prob- 
lem involving  the  health  and  welfare  of  the  people 
of  Rhode  Island  on  a political  basis.  What  appeared 
to  be  an  attempt  by  the  IMayor  to  embarras  the 
Governor  was  treated  in  typical  political  fashion, 
by  the  appointment  of  a commission  — a commis- 
sion having  doubtful  qualifications  to  judge  the 
merits  of  the  present  case.  This  commission  advised 
the  Governor  against  State  support  for  Chapin 
Hospital. 

What  are  the  issues?  Not  a sentimental  one  as 
to  whether  the  Chapin  Hospital,  world-famous  as 
a contagious  hospital,  will  be  preserved,  but  whether 
adequate  thought  has  been  given  to  and  adequate 
preparation  made  for  the  transfer  of  its  functions, 
before  it  is  allowed  to  disintegrate.  The  doubtful 
wisdom  of  closing  hospital  beds  at  this  time  in  the 
face  of  the  expected  great  increase  in  need  for  hos- 
pital facilities  with  the  implementation  of  Federal 
Medicare  on  July  1,  1966  has  received  very  little 
notice.  Aside  from  the  unfortunate  closing  of  hos- 
pital beds  in  the  face  of  a state-wide  shortage, 
there  is  the  more  critical  problem  of  providing  for 
the  functions  now  carried  out  at  Chapin.  These  are 
mainly  the  care  of  contagious  cases  and  the  opera- 
tion of  an  acute  short  stay  psychiatric  facility. 

In  the  matter  of  contagious  disease  care,  the 
Mayor  has  some  seeming  logic  on  his  side.  Con- 
tagious disease  hospitals  have  been  closed  in  some 
communities,  notably  Xew  York  City.  Yet  in  Xew 
^ ork  provision  was  made  in  general  hospitals  for 
the  care  of  these  patients  by  building  special  fa- 


cilities in  these  hospitals  before  closing  the  famed 
Willard  Parker  Hospital.  No  such  provision  has 
been  made  in  Providence  or  Rhode  Island  despite 
the  threatened  closing  of  Chapin  Hospital  in  a mat- 
ter of  weeks.  The  promise  of  certain  general  hos- 
pitals in  this  State  that  they  will  care  for  communi- 
cable diseases  on  a safe  basis  we  believe  cannot  be 
fulfilled.  For  the  most  part,  it  should  be  emphasized, 
isolation  techniques  in  the  general  hospitals  of  this 
State  are  miserable. 

.■\n  even  more  serious  situation  exists  with  respect 
to  acute  psychiatric  hospital  needs.  In  the  early 
1930’s  an  enlightened  statute  was  passed  by  the 
State  Legislature  permitting  convenient  shelter  of 
seriously  ill  acute  psychiatric  problems  without  the 
unwieldy  device  of  committing.  This  was  patterned 
after  the  procedure  used  at  the  famed  Boston  Psy- 
chopathic Hospital  (now  the  ^Massachusetts  Mental 
Health  Center).  An  e.xcellent  structure  was  pro- 
vided at  Chapin  which  is  still  the  most  suitable  edi- 
fice for  this  purpose  in  the  State.  We  can  state  here 
unequivocably  that  no  other  structure  as  suitable 
with  respect  to  size,  sound,  safe  construction,  and 
proper  design  exists  anywhere  else  in  the  State  — 
and  we  include  in  this  sweeping  statement  both 
Butler  Hospital  and  the  facilities  at  Howard. 

Butler  Hospital  recently,  in  conversations  with 
the  special  commission,  offered  to  provide  some  55 
beds  for  this  purpose.  This  is  roughly  one-half  the 
number  currently  in  operation  at  Chapin  for  psy- 
chiatric purposes.  These  would  be  in  a relatively 
inferior  facility.  It  is  quite  possible  that  eventually 
Butler  would  find  it  necessary  to  build  a new  build- 
ing adequately  to  house  this  new  facility. 

.^s  we  go  to  press  it  appears  that  Mayor  Doorley 
intends  to  follow  through  on  his  single-minded  in- 
tention of  closing  Chapin. 

Press  reports  on  March  1 7 indicated  some  second 
thoughts  on  the  part  of  Governor  Chafee.  He  off- 
ered Mayor  Doorley  State  financial  assistance  for 
a “thorough  study  of  the  facilities"  to  determine 
how  Chapin  could  “best  be  used  in  the  whole  medi- 
cal picture.’’  He  further  stated:  “I  am  not  saying 
it  should  or  should  not  be  preserved  for  use  in  the 
medical  program.”  He  was  “prepared  to  have  a 
(Continued  on  next  page) 
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thorough  stud}'  with  the  Mayor  as  to  how  these 
buildings  might  fit  into  the  State's  medical  pro- 
gram." 

MEANINGFUL 

Unless  a double  blind  study  has  meaning  pa- 
ramaters.  little  can  be  expected  of  its  statistical  sig- 
nificance. When  P > 0.01  such  a project  can  al- 
ways be  deemed  worthwhile.  In  this  connection  it 
can  be  stated  almost  unequivocally  that  the  XPX 
is  less  important  than  the  PDQ.  As  to  mortality  it 
should  be  emphasized  that  we  have  salvaged  one 
out  of  two  cases,  whereas  in  the  last  prior  signifi- 
cant series  only  ont  out  of  three  cases  survived. 
We  have  thus  reduced  the  corrected  mortality  in 
SEC  from  50  per  cent  to  33  per  cent.  With  a 
P of  < 0.005  this  result  is  full  of  criteria. 

The  homeostatic  hemodynamics  of  this  analysis 
is  subject  to  the  usual  differential  variations  in  such 
data.  The  incidence  of  variability  can  be  considered 

TRAFFIC  DEATHS 

In  1965  there  were  more  than  49,000  deaths  on 
the  highways  of  the  United  States  and  severe  in- 
juries in  another  1,800,000  victims.  This  is  a 
sorry  record,  but  not  as  bad  as  it  seems.  In  the 
first  place,  the  number  of  fatal  accidents  in  the 
United  States  in  relation  to  passenger  miles  and 
number  of  vehicles  is  actually  declining.  In  num- 
ber of  auto  deaths  in  relation  to  population  the 
United  States  actually  ranks  fifth  after  West  Ger- 
many, .\ustria.  Switzerland,  and  Canada.  In  rela- 
tion to  the  number  of  vehicles  (82.7  million  in  the 
United  States  vs.  8.6  million  in  West  Germany, 
next  in  order)  the  record  of  the  United  States  ap- 
pears even  more  favorable.  For  the  year  1963  the 
United  States  had  one  fatality  for  approximately 
every  1900  vehicles.  This  compares  with  one  to 
600  for  West  German}-,  one  to  430  for  Italy,  one 
to  270  for  Japan,  and  an  incredible  one  to  130  for 
Sweden!  On  a mile-for-mile  basis  Western  Euro- 
pean vehicles  killed  twice  as  many  individuals  as 
those  in  .America  while  those  in  Japan  killed  four 
times  as  many.  The  number  of  fatalities  in  Ameri- 
ca if  based  on  the  rate  in  Italy  ( 10.725  in  1963 
for  4.4  million  vehicles)  would  be  180.000.  Yet 
these  evidences  of  relative  safety  in  America  must 
not  lead  to  complacency.  The  number  of  auto 
deaths  has  been  steadily  rising  (43.500  in  1963  vs. 
49,000  in  1965). 

Prevention  of  accidents  depends  largely  on  hu- 
man factors,  the  number  caused  by  mechanical 
failure  being  surprisingly  small.  This  attests  to 
the  mechanical  reliability  of  .American  automobiles. 
.American  drivers  are  the  best  disciplined  in  the 
world;  yet  there  is  much  room  for  improvement. 
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While  an  e.xcellent  institution  is  being  allowed 
to  founder,  the  talk  goes  on  and  irresponsibility  pre- 
vails. They  fiddle  while  Rome  burns. 

PARAMETERS 

most  definite  — particularly  if  one  takes  into  con- 
sideration the  ecology  of  the  abscissa.  Earlier  re- 
ports failed  to  consider  fully  the  effect  of  PO2  de- 
terminations on  the  electrophoresis.  The  transami- 
nase levels  have  changed  all  that  and  also  the 
central  venous  pressure. 

We  have  noticed  that  the  hepatopathy  of  much 
of  this  data  is  icterogenic,  agnogenic,  and  iatrogenic 
— yea,  nephropathic.  .Abnormal  values  are  always 
meaningful.  Relatively  large  doses  of  IMF  or  .A  T 
and  T are  tolerated  if  millipores  are  used  instead 
of  WHIFF  ■ — always  considering  the  h}'persensi- 
tivity  of  the  control  dogs.  .Adequate  controls  in 
fact  should  always  be  utilized  in  the  case  of  females 
that  are  well  developed  breast-wise. 

AND  AUTO  SAFETY 

The  factors  involved,  however,  do  not  lend  them- 
selves to  ready  control.  Some  benefit  can  undoubt- 
edly be  realized  by  rigid  enforcement  of  speed 
limits,  as  evidenced  by  improved  experience  on  In- 
terstate Routes  95  and  U.S.  6 in  Rhode  Island. 
Driver  education  and  publicity  campaigns  help,  but 
are  in  the  long  run  di.sappointing.  .Attempts  to  dis- 
cipline and  control  irresponsible,  youthful,  and 
teen-age  drivers  are  generally  handicapped  by  the 
politically  touchy  character  of  the  problem.  It  has 
likewise  proved  very  difficult,  and  for  the  same 
reason,  to  eliminate  accident-prone  individuals  and 
habitual  drunken  drivers  from  the  highways.  It  is 
for  these  reasons  that  so  much  attention  has  been 
given  recently  to  improving  automobile  design  so  as 
to  limit  injury  and  reduce  the  likelihood  of  fatali- 
ties when  accidents  occur.  .A  committee  of  the 
United  States  Senate  is  currently  studying  this 
problem. 

.A  brochure  recently  published  by  General  Alo- 
tors  indicates  the  large  number  of  design  features 
already  incorporated  in  standard  vehicles  which 
contribute  to  driver  safety.  Listed  are  such  items 
as  improved  brakes,  improved  steering,  more  de- 
pendable tires,  safety  glass,  safety  door  locks,  dual 
sealed  beam  headlights,  turn  signals,  back-up  lamps, 
seat  belts,  cushioned  instrument  panel,  electric 
windshield  wipers,  and  windshield  defrosters.  Gene- 
ral Alotors  points  out  that  the  General  Services  .Ad- 
ministration has  set  up  specifications  for  17  safety 
features  which  must  be  included  in  all  1967  car 
models  purchased  by  the  Federal  Government.  In- 
cluded are:  1.  Stronger  seat  belt  anchorages,  2. 
padded  dash  and  sun  visors,  3.  safety  door  locks 
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and  hinges,  4.  recessed  dash  instruments  and  knobs, 
5.  strongly  anchored  seats,  6.  safety  glass,  7.  four- 
way lashing  directional  signals,  8.  dual  braking 
system,  9.  standard  bumper  heights,  10.  standard 
automatic  gear-shift  indicators,  11.  two  speed  wind- 
shield wipers  and  washers,  12.  glare-reducing  sur- 
faces for  dashboards,  13.  safety  tires  and  rims, 
14.  back-up  lights,  15.  outside  rear-view  mirrors, 
16.  exhaust-fume  reducing  system,  and  17.  impact 
absorbing  steering  wheel  shaft.  Most  of  these  are 
now  standard  equipment.  The  remainder  are  under 
active  development  and  design  and  will  be  ready 
before  the  deadline  — presumably  for  all  produc- 
tion models. 

This  is  a creditable  performance  and  is  dupli- 
cated by  the  other  large  manufacturers.  ^luch  yet 
remains  to  be  done,  and  studies  continue  in  their 
various  research  facilities.  They  have  been  accused, 
however,  of  settling  for  less  than  the  optimum  in 
crash  safety.  Their  conservatism  has  been  attributed 
to  the  problems  of  cost,  competition,  and  customer 
acceptance.  After  all,  the  manufacturers  must  sell 
their  product  in  the  open  market.  The  Society  of 
-Automotive  Engineers  has  long  e.xerted  influence 
in  the  field  of  standardization  of  safety  features. 

Research  by  other  agencies  continues.  One  exam- 
ple is  the  famed  crash-proof  car  exhibited  a few 
years  back  by  the  Liberty  Mutual  Insurance  Com- 
panies and  shown  at  the  1962  Health  Fair  of  the 
Rhode  Island  Medical  Society.  The  Cornell  Uni- 
versity Transportation  Research  Department  has 
been  actively  engaged  in  crash  research.  The  L'ni- 

RECENT  ADVANCES  IN 

Hemophilia,  an  age-old  problem  and  one  that  has 
affected  both  royalty  and  the  humble,  has  long 
resisted  effective  management.  The  administration 
of  fresh  whole  blood  has  been  the  mainstay  in  the- 
rapy, and  has  even  permitted  the  undertaking  of 
major  surgery.  Preparations  of  antihemophilic  fac- 
tor (-AHF),  how’ever,  have  in  the  past  been  un- 
reliable or  ineffective.  Those  currently  available 
are  low  in  activity  because  of  difficulties  in  the 
concentration  process,  and  have  tended  to  be  un- 
stable. 

Recent  developments  give  promise  at  last  of  ef- 
fective -AHF  preparations.  Xo  cure  for  hemophilia 
is  known  or  immediately  expected,  but  preparations 
now  in  the  offing  may  provide  a therapy  as  effective 
and  convenient  as  those  for  diabetes  mellitus  and 
pernicious  anemia. 

K.  Brinkhous  and  co-workers  of  the  University 
of  X'orth  Carolina  have  described  an  .AHF  concen- 
trate that  can  be  stored  at  room  temperature  and 
is  five  to  seven  times  more  active  than  an  equiva- 
lent volume  of  blood  plasma.  It  promises  to  be  rela- 
tively inexpensive  to  produce  on  a commercial  scale. 


versity  of  Michigan  in  December,  1965,  announced 
the  establishment  of  a highway  safety  research  in- 
stitute. This  will  involve  the  construction  of  a 
laboratory  building  costing  $4  million  contributed 
by  Ford  and  General  Motors.  A $6  million  grant 
from  the  .Automobile  Manufacturers  Association 
will  support  its  operation  for  the  first  five  years. 
The  institute  will  have  1.  a laboratory  center,  2.  an 
information  program,  3.  a research  and  instruction 
program,  with  project  grants  on  and  off  the  cam- 
pus, and  4.  a student  fellowship  program  for  pro- 
fessional careers  in  highway  safety. 

The  Xew  York  State  legislature  has  authorized 
a feasibility  study  of  a prototype  safety  car  by  the 
Republic  .Aviation  Division  of  the  Fairchild  Hiller 
Corporation.  Republic  has  been  working  on  such  a 
car.  Some  of  the  design  features  include  collapsible 
front  and  rear  sections  to  absorb  impact  shocks,  a 
swinging  gate  front  bumper  to  deflect  colliding  ve- 
hicles, an  engine  mounting  and  inclined  fire  wall 
to  deflect  the  engine  downward  in  a front-end  crash, 
a crush-resistant  body,  a collapsible  steering  column, 
cushioned  interior,  and  elimination  or  recessing 
of  knobs,  handles,  sharp  edges,  and  other  projec- 
tions. 

.A  collapsible  steering  column  to  be  mounted  on 
all  1967  General  Motors  models  has  received  much 
publicity.  It  is  expected  that  by  1968  all  cars  will 
have  a similar  collapsible  steering  column  and  dual 
braking  systems. 

This  ferment  of  activity  in  the  field  of  automo- 
tive safety  is  encouraging.  It  must  be  expanded  and 
accelerated. 

HEMOPHILIA  THERAPY 

Ten  patients,  three  of  whom  had  severe  bleeding, 
have  been  treated  successfully  with  the  new  mate- 
rial. 

Judith  G.  Pool  of  Stanford  L'niversity  has  devel- 
oped an  .AHF  concentrate  from  frozen  plasma  which 
is  five  to  ten  times  more  active  than  plasma  and 
can,  it  is  believed,  be  made  at  most  blood  banks. 

•A  third  preparation  has  been  announced  by  .A. 
Johnson  of  Xew  York  University  which  is  some 
100  times  more  active  than  plasma  and  is  stable  at 
body  temperature  for  weeks  to  months.  It  is  highly 
soluble  to  the  degree  that  therapeutic  amounts  can 
be  contained  in  very  small  injectable  volumes.  Al- 
though clinical  testing  has  not  yet  been  completed, 
there  is  hope  that  it  may  replace  all  other  anti- 
hemophilic substances. 

The  development  almost  simultaneously  of  three 
highly  active  .AHF  concentrates  and  improvement 
in  their  stability  indicate  that  in  the  near  future 
hemophiliacs  may  be  able  to  treat  themselves  by 
self-injection  of  a potent,  portable,  and  stable  sub- 
stance. 
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RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

Report  of  17th  Aiimial  Meeting  of  the  Corporation  Held  at 
Providence,  R.I.,  March  14.  1966 


The  17th  annual  meeting  of  the  Corixiration  of 
the  Rhode  Island  Medical  Society  Physicians  Serv- 
ice was  held  at  the  Sheraton  Biltmore  hotel  in 
Providence  on  Monday,  March  14.  1966.  The  meet- 
ing was  called  to  order  by  the  President.  Dr.  Ar- 
nold Porter,  at  4:20  p.m. 

Members  of  the  Corporation  in  attendance  were; 
Rocco  Abbate.  M.D.,  Charles  J.  Ashworth.  ^I.D., 
Chelcie  C.  Bosland,  Ph.D..  Joseph  E.  Cannon,  iSI.D., 
Mr.  J.  Austin  Carroll.  Joseph  Caruolo,  M.D..  Na- 
than Chaset.  iSI.D..  iNIr.  Albert  Christopher,  iSlr. 
James  R.  Donnelly,  Walter  Dufresne,  M.D.,  Henry 
B.  Fletcher.  M.D..  Frank  D.  Fratantuono,  M.D., 
.Mvin  G.  Gendreau,  M.D..  John  F.  W . Gilman, 
M.D.,  Seebert  J.  Goldowsky.  M.D.,  John  P.  Grady, 
M.D.,  Edmund  T.  Hackman.  M.D..  Herbert  F. 
Hager.  M.D.,  Mr.  John  J.  Hall.  John  C.  Ham, 
M.D.,  Walter  E.  Hayes,  ^I.D.,  Rev.  Joseph  L. 
Lennon,  O.P..  Robert  \.  Lewis.  M.D..  William 
MacDonald,  M.D.,  Earl  Mara,  M.D..  Peter  Ma- 
thieu,  M.D..  William  McDonnell.  M.D..  James  A. 
McGrath  M,D.,  John  E.  Murphy,  M.D.,  Judge 
Florence  K.  Murray,  Raul  Xodarse,  M.D.,  Edwin 
B.  O'Reilly,  M.D..  Arnold  Porter,  iSl.D.,  William 
Reid,  M.D..  Ralph  D.  Richardson,  M.D., 
Charles  B.  Round.  M.D.,  Francis  B.  Sargent,  ^I.D., 
Carl  S.  Sawyer.  M.D..  Richard  P.  Sexton,  ^I.D., 
Leonard  Staudinger.  M.D..  John  Turner  H,  M.D., 
Edwin  Vieira.  M.D..  Banice  Webber.  IM.D.  and 
Elihu  S.  Wing.  J r..  Z^I.D. 

.\lso  present  were:  Messrs.  Arthur  F.  Hanley, 
executive  director.  Frank  Adae  and  Benjamin  Al- 
fano,  assistant  executive  directors.  Harold  Conway, 
Manager  of  Physicians  Service  Claims  Department, 
George  Peterson,  Manager  of  the  Major  Medical 
Program,  J.  Lewis  Eddy,  director  of  Professional 
Relations,  Raymond  Caine.  Director  of  Public  Re- 
lations, Joseph  Sullivan,  executive  assistant,  Wil- 
liam F.  McCabe,  legal  counsel.  John  E.  Farrell, 
e.xecutive  secretary,  and  Dr.  Robert  R.  Baldridge, 
medical  consultant. 

Members  of  the  Corporation  ab.sent  were: 

Freeman  B.  Agnelli,  ^I.D.,  John  T.  Barrett. 
M.D..  Roger  Berard.  M.D..  Paulo  .A.  Botelho.  M.D.. 
Reginald  H.  Boucher,  M.D..  J.  Robert  Bowen. 
M.D..  Mr.  George  W.  Chaplin.  Morgan  Cutts, 
M.D..  Harry  E.  Darrah.  M.D..  John  .A.  Dillon, 
M.D..  Michael  DiMaio,  AI.D..  Charles  Dotterer, 
M.D.,  Roger  Fontaine,  M.D..  Warren  W.  Francis, 


AI.D..  Air.  John  J.  Halloran,  Alilton  W.  Hamolsky, 
AI.D.,  James  F.  Hardiman.  AI.D.,  Arthur  E.  Hardy. 
AI.D.,  Robert  C.  Hayes.  AI.D.,  Waldo  O.  Hoey, 
AI.D..  Air.  Paul  P.  Johnson,  Earl  F.  Kelly,  AI.D., 
Joseph  Lambiase.  AI.D.,  Thomas  Littleton,  AI.D., 
Frank  J.  Logler.  AI.D.,  Air.  Felix  Alirando,  James 
B.  Aloran,  AI.D..  Gustavo  A.  Alotta,  AI.D.,  Air. 
George  R.  Ramsbottom,  Joseph  Ruisi,  AI.D.. 
Charles  B.  Serbst.  AI.D.,  Air.  John  Shepard  H, 
Stanley  D.  Simon.  AI.D.,  John  AT  A’esey,  AI.D., 
Joseph  E.  Wittig.  AI.D.  and  Harold  Woodcome, 
AI.D. 

ANNUAL  REPORT  OF  THE  SECRETARY 
In  the  absence  of  George  W.  Chaplin,  secretary, 
the  President  noted  that  the  Secretary's  report  had 
been  filed  and  it  was  included  in  the  handbook 
sent  to  the  members  for  the  meeting. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Secretary,  as  sub- 
mitted, be  received  and  placed  on  file. 

ANNUAL  REPORT  OF  THE  TREASURER 
Air.  James  R.  Donnelly,  treasurer,  noted  that  a 
comparative  statistical  summary  of  the  financial 
records  of  the  Plan  for  1965  and  1964  had  been 
include  in  the  handbook  for  the  meeting.  He  then 
read  the  following  report: 

"It  is  a pleasure  to  report  on  Physicians  Service 
operation  during  the  past  year.  The  Total  Income 
increased  to  a new  peak  of  $12,724,189.53.  Sur- 
gical-AIedical  Claims  and  Oj^erating  e.xpenses  re- 
corded new  highs  of  $11,309,942.85  and  $837,- 
817.76.  This  produced  a Net  Gain  in  operations 
for  the  year  of  $576,428.92  and  raised  the  Reserve 
•Accounts  to  $2,180,633.29.  equal  to  2.87  months 
of  Claims  and  Operating  Expenses. 

■ Subscriber  Income  showed  an  increase  of  $1,079- 
608.02.  This  was  attributed  to  the  large  growth  in 
all  enrollment  areas,  namely;  179  new  firms  pur- 
chased Physicians  Service  protection  for  their  em- 
ployees, 13,000  new  subscribers.  15,000  new  Alajor 
Aledical  subscribers  and  during  the  year  55,000 
subscribers  were  added  to  the  ‘B’  plan  by  'upgrad- 
ing' and  new  enrollments.  Almost  one  half  of  the 
total  subscribers  now  have  ‘B’  contracts. 

"Surgical-AIedical  benefit  payments  e.xperienced 
an  increase  of  $754,610.11  for  the  year.  Since  Sub- 
scriber Income  showed  a substantial  rise,  it  was 
to  be  expected  that  the  Claims  Payments  would 
(Continued  on  page  256 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin— once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 
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Squibb  Quality -the  Priceless  Ingredient 
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METAMUCIL' 

brand  of  psyllium  hydrophilic  mucilloid 


Metamucil  Powder:  4,  8 and  16-ounce 
containers.  Instant  Mix  Metamucil:  car- 
tons of  16  and  30  single-dose  packets. 


Patients - 


Metamucil 

...to  prevent  straining  at  stool 
and  its  adverse  effect  on 
blood  pressure, 
cardiac  output  and 
pulmonary  circulation. 


Average  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a. glass 
of  cool  liquid  one  to  three  times  daily. 
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be  heavier.  The  number  of  cases  processed  climbed 
to  a record  total  of  342,764  up  17,171  cases  from 
last  year. 

■‘Operating  Expenses  advanced  3102,785.95  to  a 
total  of  3837.817.76  which  represents  6.6%  of  Total 
Income.  The  plan  experienced  unusually  heavy  non- 
recurring costs  this  year,  due  to  the  conversion  of 
membership  status  files  to  the  computer. 

“Long  Term  Investment  .\ccount  increased  3247- 
042.96  to  a total  of  32.996,379.83.  During  the  past 
year  we  have  invested  in  short  term  Government 
securities  in  periods  of  the  month  when  cash  re- 
quirements were  low.  At  year  end  approximately 
3750.000  was  invested  by  this  method. 

‘‘We  have  enjoyed  the  most  successful  year  in  the 
history  of  the  plan  with  new  records  made  in  all 
areas.  Going  forward  to  the  new  year  we  realize 
that  1966  will  present  many  difficult  problems  and 
many  changes  in  the  health  field.  I am  confident 
that  we  stand  ready  and  eager  to  face  the  challenge 
and  that  the  outlook  is  most  promising." 

Action'.  .\  motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Treasurer,  as  sub- 
mitted. be  received  and  placed  on  file. 

ANNUAL  REPORT  OF  THE  PRESIDENT 
Dr.  .Arnold  Porter  read  his  annual  report  as 
President,  and  copy  of  this  report  is  made  part  of 
the  official  minutes  of  the  meeting. 

.Action'.  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  President  be  received 
and  placed  on  the  record. 

NOMINEES  TO  THE  BOARD  OF  DIRECTORS 
Dr.  William  .A.  Reid,  president  of  theR.I.  Aledi- 
cal  Society,  reported  that  the  House  of  Delegates 
of  the  Society  had  nominated  for  three  year  terms 
each  on  the  board  of  directors  of  Physicians  Serv- 
ice. to  serve  until  the  annual  meeting  in  1969.  the 
following: 

Edmund  T.  Hackman.  M.D..  of  Warwick 
Erederick  .A.  Peirce.  AI.D.,  of  Newport 
-Arnold  Porter,  M.D..  of  Providence 
.Stanle\’  I).  Simon.  M.D..  of  Providence 
.Action'.  .A  motion  was  made,  seconded  and  voted 
that  the  nominees  of  the  R.I.  Medical  Society  to 
the  board  of  directors  of  Physicians  Service  be 
elected. 

-As  Chairman  of  the  Nominating  Committee  Doc- 
tor Reid  reported  for  himself.  Drs.  E.  J.  Mara. 
K.  B.  Sargent,  and  Messrs.  George  W.  Chaplin 
and  .Albert  Christopher,  that  the  committee  pre- 
sents as  non-physician  nominees  to  serve  three  year 
terms  on  the  board  of  directors,  until  the  annual 
meeting  in  1969.  the  following: 


Chelcie  C.  Bosland,  Ph.D. 

Professor  of  Economics,  Brown  University 
J.  -Austin  Carroll 

\'ice  President,  Providence- Washington 
Insurance  Co. 

Reverend  Joseph  L.  Lennon.  O.P. 

Dean  of  Alen,  Providence  College. 

.Action'.  -A  motion  was  made,  seconded,  and  voted 
that  the  nominees  submitted  be  elected. 

REPORT  OF  THE  EXECUTIVE  DIRECTOR 
Air.  -Arthur  E.  Hanley,  executive  director,  gave 
a brief  oral  information  report  of  the  progress  of 
the  plan  during  the  past  year,  noting  that  the  en- 
rollment was  648.000  at  the  end  of  December  1965. 
He  stated  the  Plan  still  ranked  as  the  top  one  in 
enrollment  and  in  benefits  in  the  nation.  He  dis- 
cussed the  complementary  plan  approved  for  sale 
to  beneficiaries  of  the  federal  medical  care  to  the 
aged  program,  and  he  reported  that  rates  for  the 
next  twelve  month  period  for  the  Ph\’sicians  Serv- 
ice and  Blue  Cross  plans  would  be  submitted  to 
the  director  of  state  business  regulation  within  the 
month  after  approval  by  the  respective  boards  of 
directors. 

AMENDMENTS  TO  THE  BYLAWS 
The  President  noted  that  notice  of  a bylaw  re- 
vision had  been  included  with  the  notice  of  the 
meeting,  and  he  and  Air.  Hanley  e.xplained  the  pur- 
pose of  the  revision  as  proposed  by  the  Secretary. 
The  proposed  bylaw  follows: 

-ARTICLE  \T  — E-xecution  of  Papers 
E-xcept  as  otherwise  authorized  by  the  Board  of 
Directors,  ( 1 ) all  conveyances  of  real  estate  and 
leases  shall  be  signed  by  the  President  or  Treasurer; 

( 2 ) all  obligations  for  payment  of  money  on  sight, 
including  checks  and  drafts,  made  or  endorsed  by 
the  Corporation,  e.xcept  when  endorsed  for  deposit 
or  collection,  shall  be  signed  by  either  the  Treasu- 
rer or  -Assistant  Treasurer,  and  such  signature  may 
be  made  by  facsimile  signature;  (3)  all  other  obli- 
gations for  the  payment  of  money  and  all  evidences 
of  debt  payable  at  a future  time,  including  ac- 
ceptances. notes  and  bonds,  shall  be  signed  by  the 
Treasurer,  and  countersigned  by  either  the  Presi- 
dent. Secretary  or  \'ice  President;  (4)  all  contracts 
with  subscribers  shall  be  signed  by  the  President 
and  Secretary  and  such  signatures  may  be  by  fac- 
simile signatures;  and  (5)  no  person  holding  more 
than  one  office  in  the  corporation  may  sign,  coun- 
tersign or  e.xecute  any  paper  in  the  capacity  of 
more  than  one  office  so  held  in  cases  where  two 
signatures  are  required. 

.Action:  .A  motion  was  made,  seconded  and  voted 
that  the  bylaw  revision,  as  proposed,  be  adopted. 

(Continued  one  page  258) 
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Doctor...two  important 
Lederle  products  for 
routine  office  procedures 

y 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNr 

POLIOVIRUS  VACCINE.LIVE, ORAL 

TRiVALENT 

SABIN  STRAINS  JYPES  1,2  and  3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a box  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly;  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization;  one 
dose,  given  orally.  See  package  literature  for  full 


simplifies  routine  screening 

TUBERCUUN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab  • Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare;  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois-, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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PHYSICIANS  SERVICE  CORPORATION 

(Continued  from  page  i5’6) 

INTRODUCTIONS 

Doctor  Porter  introduced  to  the  members  of  the 
C'orporation  t he  non-physician  members  of  the 
board  of  directors  who  were  in  attendance. 

-Mr.  Hanley  introduced  to  the  Corporation  mem- 
bers of  the  administrative  staff  in  attendance  at 
the  meeting. 

ADJOURNMENT 

The  meeting  was  adjourned  at  5 p.m. 

Respectfully  submitted. 

John  E.  Farrell,  Sc.D. 
E.xecutive  Secretary 
( In  the  absence  of  the  Secretary) 

ANNUAL  REPORT  OF  THE  SECRETARY 

The  16th  .Annual  Meeting  of  the  Corporation  of 
Physicians  Service  was  held  in  Providence  on 
March  15,  1965. 

At  this  meeting  the  Corporation  received  and 
placed  on  file  the  annual  report  of  the  Secretary 
and  the  annual  report  of  the  Treasurer,  and  it 
heard  the  annual  report  of  the  President.  Dr. 
Charles  J.  Ashworth. 

The  Corporation  elected  for  three  year  terms 
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each  as  members  of  the  board  of  directors,  the 
following;  Seebert  J.  Goldowsky,  Al.D.,  .Arthur  E. 
Hardy,  Al.D..  William  A.  Reid,  M.D.,  Francis  B. 
Sargent.  M.D.,  Judge  Florence  K.  Alurray,  Air. 
John  J.  Hall,  and  Air.  Paul  P.  Johnson. 

An  amendment  to  the  bylaws  whereby  the  pro- 
fessional advisory  committee  would  consist  of  seven 
members,  including  one  non-physician,  was  defeated. 

The  Corporation  paid  tribute  to  the  retiring 
president,  Dr.  Charles  J.  .Ashworth,  citing  his  long 
and  valuable  service  as  head  of  the  corporation. 

ANNUAL  MEETING  OF  THE  BOARD  OF 
DIRECTORS 

The  annual  meeting  of  the  board  of  directors 
was  held  on  .April  26,  1965.  .At  this  meeting  the 
Board  elected  the  following  as  the  Officers  of  the 
Corporation: 

.Arnold  Porter.  Al.D..  President 
Earl  J.  Alara.  Al.D.,  A’ice  President 
Air.  George  W.  Chaplin.  Secretary 
Air.  James  R.  Donnelly.  Treasurer 

The  board  also  elected  the  standing  committees 
as  authorized  under  the  bylaws,  and  these  commit- 
tees have  discharged  their  duties  conscientiously 
during  ihe  year. 


RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 
COMPARISON  OF  STATISTICS  - YEARS  1964  AND  1965 


Increase 


1964 

1965 

( Decrease) 

.Subscribers  

634.724 

(47,859 

13.135 

Xo.  of  Firms  Buying  Physicians  Service  

1.732 

1,911 

179 

Number  of  Participating  Physicians  

1.006 

1.008 

2 

Total  of  Claims  Paid  

SIO.,355.333. 

$11,309,943. 

$ 754.610. 

Total  of  Claims  Paid  Since  Start  of  Plan 

$85,861,251. 

$97,171,194. 

$’11,309,943. 

Total  -Assets  

S 4.503.508. 

$ 5,352.542. 

$ 849,0,34. 

Total  Income  

$11,640,079. 

$12,724,190. 

$■  1,084,111. 

Total  Reserves  

$ 1.5'81.450. 

$ 2,180.63,3. 

$ 599,18,3. 

Operating  Expenses  

$ 735.03A 

$ 837,818. 

$•  102,786. 

Operating  Expense  pe  

90.7% 

88.9% 

(1.8%) 

Ratio  of  Claims  to  Income  

6.3% 

6.6% 

.3% 

Number  of  Cases  Paid: 

Surgeons*  

112.851 

121,078 

CO 

■Assistants*  

17.057 

16,65,3 

(404) 

.Anesthetists*  

35.714 

35.425 

(289) 

Medical  

25.5'43 

26,847 

1,304 

X-Rav  & Ekg 

1,14.428 

142,268 

7,840 

Other  O/P  Services  

— 

493 

493 

Total  

,325.593 

342,7(4 

17.171 

*Maternitv  Cases  (included  in  .Vbivel  

9.785 

9.475 

(310) 

Number  of  Months  Expenses  in  Reserves: 

.Statutory  Reserve 

$ 1 .000,000. 

$ I.OOO.IMH). 

$ — 

Contingency  Reserve 

,381.450. 

1.180.6,33. 

599,183. 

Maternitv  Reserve  

576.940. 

554.186. 

(22.754.) 

Total  Reserves  

$ 2.158.,390. 

$ 2.7.4,819. 

$■  576,429. 

Monthly  Expenses  (.Average  for  A'ear)  

$ 889 ..399. 

$ 952,852. 

$ 63,45,3. 

Xuml)er  of  Months  E.xpenses  in  Reserve  

2.43 

2.87 

.44 

r 
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The  board  of  directors  held  six  meetings  during 
1965  at  which  it  reviewed  financial  statements,  ap- 
proved of  investments,  considered  recommendations 
from  committees,  including  reports  on  the  work  of 
the  Claims  Committee,  the  special  committee  on 
Hospital  Emergency  Departments,  and  the  Profes- 
sional Advisory  Committee.  It  approved  in  principle 
a statement  regarding  areawide  planning  for  hos- 
pitals, and  a statement  relating  to  disclosure  of 
conflicts  of  interest.  The  board  voted  to  ask  for 
no  overall  rate  increases  in  1965,  and  it  named 
the  law  firm  of  Edwards  & .\ngell  as  associate  coun- 
sel for  the  rate  hearings.  The  Professional  Services 
Index  manual  was  approved  for  distribution  to  the 
physicians  of  the  State,  the  joint  operations  agree- 
ment was  reviewed,  and  amendments  to  the  bylaws 
drafted  and  submitted  to  the  Corporation. 


The  board  of  directors,  and  the  Corporation  sus- 
tained a great  loss  this  year  in  the  death  of  Dr. 
Samuel  Adelson,  who  had  served  with  distinction 
in  furthering  the  work  of  the  Corporation.  The 
board  named  Dr.  Frank  Logler  of  Xewport  to  com- 
plete the  unexpired  term  of  Doctor  Adelson. 

Respectfully  submitted, 

George  \V.  Chaplin,  Secretary 


ONE  SENTENCE  ESSAY 

There  is  a psychological  lag  between  the 
willingness  to  use  and  the  willingness  to  pay 
for  medical  service. 

...I ago  Galdston  in  Medicine  in  Transi- 
tion, Univ.  of  Chicago  Press,  1965 


RHODE  ISLAND  MEDICAL 

SOCIETY  PHYSICIANS  SERVICE 

FINANCIAL  STATEMENTS  AS 

OF  DECEMBER 

31,  1964  & 1965 

Statement  of  Income  and  Expense: 

Increase 

Dec.  31.  19I>4 

Dec.  31,  1965 

( Decrease) 

Income: 

Received  from  Subscribers  

..$11,534,052.20 

$12,613,660.22 

$1.079 ,(4)8.02 

Income  from  Investments  

106,026.()() 

110,529.31 

4,502.71 

TOTAL  INCOME  

..$‘11,640,078.8;) 

$12,724,189.53 

$1,084,110.7.3 

Expenses: 

Claims  Payments  

..$10,555,332.74 

$11,3W  ,942.85 

$ 754,610.11 

Oeprating  Expenses  

735,031.81 

837,817.76 

102,785.95 

$11,290,364.55 

$1'2.147.760.61 

$ 857,396.06 

Net  Gain  (or Loss)  to  Reserves  

..$  ,149,714.25 

$ 576,428.92 

$ 226,714.67 

Comparative  Balance  Sheet: 

Assets: 

Cash  in  Bank  and  on  Hand  

..$  1,165,033.84 

$ 1.154,819.46 

$ (10,214..38) 

.Accounts  Receivable  

589.137.27 

451,823.71 

(137,313.56) 

C.S.  Government  iBonds  

. 2,749,337.37 

3,745,898.58 

9%,56L21 

TOTAL  ASSETS  

.$  4,503,508.48 

$ 5,352,541.75 

$ 849,033.27 

Liabilities: 

-Accounts  Payable  - 

.$  943.272.91 

$ 1.082.517.90 

$ 1.39,244.99 

-Accrued  for  Claims  

1.6(X).  132.00 

1,744.876.00 

144,744.00 

Unearned  Subscripitions  

373.673.20 

.337,314.56 

(36.358.64) 

Other  Liabilities  

4.980.00 

7,200.00 

2,220.00 

TOTAL  LLAlBILITIES  

$ 2,922,058.11 

$ 3.171.908.41) 

$ 249,850.35 

Reserves: 

Reserve  for  E.xcess  Losses  

$ 5’8 1.450.37 

$ 1.180,633.29 

.$  599,182.92 

-Statutory  Reserve  

. 1 ,000,000.00 

1 ,000,000.00 

— 

TOTAL  RESERVES  

$ 1,581,450.,17 

$ 2,180,633.29 

$ 599,182.92 

TOTAL  LIABILITY  & RESERVES  

.$  4,503,508.48 

$ 5,352,541.75 

$ 849,0.33.27 

Distribution  of  Physicians  Service  Dollar: 

Claims  Expense  

.907 

.889 

(.018) 

Operating  Expense  

.063 

.0(')6 

.003 

-Added  to  Reserves  

.0.30 

.045 

.015 

TOTAL  SPENT  

l.CXK) 

L0(K) 

— 
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BOOK  RE^IE\^S 


MEDICINE  IN  TRANSITION  by  lago  Galdston, 

.M.I).  University  of  Chicago  Press,  Chicago  and 

London,  1965.  $5.95 

This  excellent  book  deals  with  "social,  economic 
and  technological  aspects  of  contemporary  medi- 
cine.’’ iVIedicine  is  discussed  not  so  much  with  con- 
sideration of  its  well-known  scientific  advances  and 
the  details  of  its  newer  techniques,  but  rather  in 
its  relation  to  the  present  day  social  scene  in  which 
it  is  operating.  In  the  foreword  Lord  Cohen  of 
Berkenhead  says  of  the  author,  "He  has  long  rec- 
ognized . . . that  the  practice  of  medicine,  however 
jubilant  be  the  strains  with  which  we  hail  its  con- 
quests over  disease,  cannot  be  isolated  from  the 
social  and  political  philosophy  of  a nation  and  its 
economic  structure."  In  the  final  chapter  the  au- 
thor states  that  one  of  the  primary  reasons  for  his 
study  is  ‘‘the  need  for  the  extension  and  for  the 
improvement  of  medical  service  to  the  people.” 
This  indicates  the  breadth  of  view  with  w'hich  he 
has  approached  the  varied  aspects  of  his  subject. 
“These  and  other  matters  have  been  treated  de- 
scriptively; when  indicated,  historically;  when  pos- 
sible, statistically,’’  to  quote  from  the  final  chapter. 
In  the  opinion  of  this  reviewer  his  analyses  of  the 
various  aspects  of  the  very  complicated  situation 
which  now  obtains  and  his  views  as  to  needs  and 
and  opportunities  for  improvement  are  worthy  of 
careful  attention  on  the  part  of  citizens  in  general 
and  members  of  the  medical  profession  in  particu- 
lar. 

The  review  of  the  history  of  the  development 
of  each  phase  of  the  present  situation  is  of  great 
value  in  forming  clear  judgments  as  to  the  trends 
and  the  needs  that  e.xist.  Statistics  are  presented 
where  they  are  needed,  and  the  many  quotations 
are  well  chosen.  Documentation  is  complete.  The 
book  is  a valuable,  interesting,  and  scholarly  work. 

It  is  jwinted  out  in  the  first  chapter  that  medi- 
cine is  shaped,  impelled,  and  directed  by  a multi- 
tude of  economic,  cultural,  philosophical,  political, 
and  social  determinants;  that  it  is  not  a simple 
problem  solvable  by  “socialization”  or  insurance  is 
emphasized.  “Although  the  medical  man  is  com- 
petent to  judge  the  technical  aspects  of  his  work, 
he  is  less  able  to  understand  its  social  setting”  — 
is  an  opinion  worth  noting,  as  is  the  idea  that  the 
“consumer”  of  medical  service  must  be  given  con- 
sideration in  planning  the  future  activities  of  the 
profession. 

In  discussing  the  relation  of  economics  to  medi- 


cal practice,  the  author  distinguishes  between  “me- 
dicine in  economics"  and  "medical  economics”  and 
devotes  a chapter  to  each.  The  former  deals  with 
the  relation  of  medicine  to  the  economics  of  a coun- 
try, while  the  latter  relates  to  the  problems  which 
involve  the  actual  costs  of  carrying  on  medical  prac- 
tice and  the  cost  to  patients  of  medical  and  surgical 
procedures,  drugs,  hospitalization,  and  the  like. 

In  the  chapter  on  medical  economics  the  phar- 
maceutical industry  receives  definite  criticism  for 
its  failure  to  keep  to  its  stated  ideals.  Statistics 
as  to  the  part  of  the  national  income  which  is 
devoted  to  medicine  in  the  L’nited  States  and  other 
countries  are  given  in  some  detail,  and  the  actual 
costs  to  the  individual  patient  are  analyzed. 

After  a short  review  of  the  historical  develop- 
ment of  the  modern  hospital,  figures  as  to  the 
present  costs  are  considered.  Particular  attention 
is  paid  to  progressive  patient  care  as  developed  in 
the  Memorial  Hospital  of  ^Manchester,  Connecticut 
and  elsewhere. 

The  discussion  of  the  hospital’s  function  in  me- 
dical education  and  the  later  chapter  on  the  “Re- 
orientation in  iMedical  Education”  are  worthy  of 
serious  consideration.  The  quotations  from  Willard 
C.  Rappelye,  Stewart  Wolf,  Ward  Darley,  and 
David  D.  Rutstein  lend  strength  to  the  author's 
clear  conviction  that  better  orientation  of  physi- 
cians to  their  “socio-cultural”  environment  must 
be  acquired  by  the  doctor  of  the  future  to  make 
him  fully  effective. 

The  historical  development  of  present  day  prac- 
tice, as  described  in  the  chapter  labelled  “Patterns 
of  Practice,”  set  forth  clearly  what  we  see  today 
and  what  we  can  anticipate  in  the  not  too  distant 
future.  Organizations  for  pre-payment  care  and  the 
attitude  and  actions  of  organized  labor  receive  un- 
derstanding discussion. 

Costs  to  the  medical  “consumer”  are  discussed 
in  detail.  In  considering  the  various  kinds  of  vol- 
untary insurance  and  the  types  and  numbers  of 
people  who  do  and  do  not  obtain  adequate  protec- 
tion thereby,  the  following  conclusion  is  reached  — 
“the  .American  public  has  effected  an  intricate  and 
successful  experiment  in  the  financing  of  medical 
care.  This  experiment  is  unique  in  history.” 

One  of  the  primary  reasons  for  the  study  of 
.American  medicine  which  this  book  contains  is,  as 
previously  noted,  because  “there  is  need  for  the 
extension  and  for  the  improvement  of  medical  serv- 
(Continued  on  page  262) 


In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception 
and  also  reducing  mental  and  muscle  tension. 


when  pain  is  beyond  the  reach 
of  simple  analgesics 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


WINTHROP  LABORATORIES.  NEW  YORK.  N.  Y.  10016 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESiC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.’ 

Side  effects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97.7%  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 
1.  Collective  studies.  Department  of  Medical  Research, 
Winthrop  Laboratories. 
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BOOK  REVIEWS 

(Continued  from  page  260) 

ice  to  the  people.”  The  matter  of  increased  costs 
and  other  pressing  needs  are  pointed  out,  needs 
which  can  be  clearly  recognized  in  the  “economy 
of  abundance,"  if  studied  with  objective  and  un- 
biased judgment.  Bureaucratic  control  which  cur- 
tails the  freedom  of  the  physician  as  in  Britain  has 
not.  the  author  points  out.  advanced  the  provision 
of  medical  care  to  the  people  more  effectively  than 
has  the  present  day  provision  of  care  to  the  Ameri- 
can people.  With  the  continuation  of  abundance, 
he  can  see  no  reason  why  service  to  the  public 
should  not  improve,  jirophylactic  medicine  receive 
more  emphasis  and  the  “personal  physicians”  have 
a more  definite  position  in  the  medicine  of  the 
future. 

Alex  M.  Burgess,  m.d. 

DOCTOR  AXD  PAT  I EXT  AX  D THE  LAW  by 
C.  Joseph  Stetler,  LL.B.,  LL.M.  and  Alan  R. 
.Moritz,  Sc.D.,  M.D.  Fourth  FMition.  The 

C.  V.  iMosby  Company,  St.  Louis,  1962.  $14.75 
It  is  obvious  that  this  book  was  a very  ambitious 
undertaking  on  the  part  of  the  authors.  Some  credit 
in  that  regard  must  be  handed  to  a predecessor  of 
these  authors  who  previously  published  an  edition 
which  these  authors  revised,  although  this  reviewer 
made  no  reference  to  the  earlier  edition. 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treat- 
ment of  nervous  and  emotional  disorders  as  well  as 
long  term  geriatric  problems. 

Physical,  neurological  psychiatric  and  psychological 
examinations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  In  a beautiful  and 
conveniently  located  institution. 

L.  A.  Senseman  M.D.,  F.A.P.A,,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 
Oliver  S.  LIndberg, -M  D.  William  H.  Dunn,  M.S.W. 
P.  Wendel  Johnson,  Ph.D.  Therba  Johnston,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays) 
9-12  A.M.,  and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


I am  frank  to  say  th.it  this  publication  is  not 
one  which  can  be  picked  up  and  enjoyed  in  the 
manner  of  an  e.xciting  novel.  It  should  be  noted 
that  this  work  is  text  of  value  especially  to  a prac- 
ticing physician.  Its  worth  is  indicated  to  this  re- 
viewer in  many  ways.  One  of  such  ways  is  that  it 
makes  the  reader  aware  of  many  legal  ramifications 
he  might  not  otherwise  be  conscious  of  in  the  prac- 
tice of  medicine. 

To  call  this  publication  a text  indicates  that  it 
requires  a certain  amount  of  study  and  concen- 
tration. This  task  is  made  a bit  more  difficult  than 
necessary  because  footnotes  are  located  at  the  end 
of  each  chapter  or  section.  This  reviewer  found 
that  location  of  references  and  citations  made  it 
necessary  to  flip  back  and  forth  from  the  end  of 
the  chapter  to  the  reading  page.  There  are  a few 
notes  at  the  bottom  of  some  pages. 

The  book  has  value  as  a permanent  reference  in 
a library,  since  it  can  be  used  as  a form  book. 
While  it  is  true  that  perhaps  most  physicians  would 
not  have  occasion  to  employ  many  of  the  forms 
included  in  the  book,  nevertheless  the  fact  is  that 
legal  complications  may  arise  because  of  lack  of 
use  of  such  forms.  In  addition,  this  reviewer  rea- 
lizes that  many  of  the  forms  illustrated  in  the  book 
are  very  often  taken  care  of  by  hospitals  rather 
than  by  the  individual  medical  practitioner. 

With  reference  to  the  scope  of  the  material 
contained  in  the  book,  one  could  not  ask  for  a 
much  more  comprehensive  volume.  First  a study  is 
made  of  the  medical  practice  admission  require- 
ments with  regard  to  individual  states  in  the  United 
States.  From  that  beginning,  the  book  proceeds  to 
trace  the  rights  and  duties  of  the  physician  vis-a-vis 
governmental  authorities,  and  vis-a-vis  the  patient, 
sprinkled  throughout  the  text  are  statements  which 
have  been  culled  from  various  legal  cases  decided 
by  courts  on  issues  related  to  medical  practice.  As 
to  the  correctness  or  accuracy  of  all  the  legal  au- 
thority cited,  this  reviewer  cannot  commit  himself. 
The  reason  for  this  lack  of  committal  is  that  the 
time  has  not  been  taken  to  investigate  the  cases 
cited  and  the  legal  authority  for  which  they  stand. 
Obviously,  this  would  have  been  a Herculean  task 
for  one  man  since  there  are  more  than  eighteen 
hundred  (1800)  actual  legal  cases  cited.  In  that 
respect  lies  one  shortcoming  in  the  publication.  As 
future  legal  decisions  bite  into,  erode,  and  alter 
the  law,  changes  must  be  made  in  the  content  of 
this  volume.  .A  supplement  could  be  furnished  by  the 
publisher  to  remedy  the  situation.  Of  course,  it  is 
also  to  be  noted  that  in  this  field  of  law,  change 
is  not  usually  radical  but  is  more  the  result  of 
lengthy  evolution. 

From  this  reviewer’s  viewpoint,  (that  of  a prac- 
ticing attorney),  it  appears  that  this  publication 
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provides  a complete  legal  guide  for  a practicing 
physician.  It  contains  the  answers  to  almost  any 
possible  legal  question  arising  out  of  the  medical 
practice.  In  addition,  the  medical  practitioner  can 
make  use  of  the  appendi.x  to  test  himself  and  his 
vulnerability  to  the  law. 

While  it  is  true  that  the  average  medical  prac- 
titioner may  have  some  difficulty  with  the  legal 
terminology  in  the  book,  this  in  no  way  dampens 
the  fervor  of  this  reviewer’s  recommendation  that 
the  publication  be  added  to  all  medical  libraries. 
It  will  surely  be  an  asset. 

Sanford  H.  Gorodetsky,  Esq. 

RESPIRATORY  CARE  by  H.  H.  Bendi.xen,  L.  D. 
Egbert,  J.  Hedley- Whyte,  INI.  B.  Laver  and  H. 
Pontoppidan.  The  C.  V.  Mosby  Company,  St. 
Louis,  1965.  $15.00. 

The  five  authors  of  this  book  are  working  in 
concert  on  respiratory  care  at  the  Massachusetts 
General  Hospital  in  Boston  where  they  have  estab- 
lished an  excellent  respiratory  unit.  They  have 
been  concerned  and  have  contributed  a great  deal 
to  our  knowledge  of  the  need  and  the  care  of  the 
patient  in  respiratory  distress. 

This  book  is  easily  read  and  well-illustrated.  It 
contains  the  information  the  physician  needs  for 
the  intelligent  care  of  patients  suffering  from  res- 
piratory inadequacy.  The  bibliography  of  463 
items  is  rather  complete  and  can  be  used  as  a 
source  reference  for  what  one  may  need  as  back- 
ground material  for  an  understanding  of  the  many 
facets  of  respiratory  care. 

The  book  is  divided  into  sections:  Physiologic 
Considerations,  Diagnosis,  Prevention,  Therapy, 
and  Special  Problems.  Chapters  3,  4,  and  5 on 
Prevention,  Therapy,  and  Special  Problems  have 
a great  deal  of  worthwhile  material,  much  of  which 
is  technical. 

The  future  of  ventilatory  care,  however,  will 
depend  upon  a more  widespread  dissemination  of 
information  available  in  parts  one  and  two:  Physi- 
ologic Considerations  and  Diagnosis.  Herein,  we 
learn  of  the  underlying  basis  of  ventilator  care. 
Material  concerning  oxygen  transport,  shunting 
dead  space,  work  of  breathing,  and  manifestations 
of  respiratory  insufficiency  are  stressed. 

The  book  is  excellent.  It  should  be  read  by  all 
physicians  who  aspire  to,  or  who  do,  care  for  pa- 
tients suffering  from  respiratory  insufficiency. 

Meyer  Saklad,  M.D. 

PHYSICAL  EXAMINATION  OF  THE  JOINTS 
by  William  P.  Beetham,  Jr.,  M.D.;  Howard  F. 
Polley,  M.D.:  Charles  H.  Slocumb,  M.D.,  and 
Walt  F.  Weaver,  M.D.  W.  B.  Saunders  Com- 
pany, Philadelphia,  1965.  $7.50. 

The  Authors  have  compiled  an  elementary  but 
(Continued  on  next  page) 


THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist”  . . . and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 
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quite  complete  guide  for  joint  examination.  Al- 
though specifically  directed  toward  the  rheumatic 
diseases,  it  will  be  helpful  in  the  evaluation  of 
othtr  conditions  as  well.  Each  chapter  includes  the 
essential  anatomy,  the  techniques  of  e.xamination 
of  the  joint,  and  the  movements  and  ranges  of 
motion.  Interjected  into  the  e.xamination  are  nu- 
merous objective  signs  and  their  significance,  pro- 
viding the  reader  with  diagnostic  possibilities. 

This  book  is  valuable  not  as  a primer  of  dis- 
ease entities,  but  as  a guide  to  the  recognition  and 
localization  of  disease.  It  is  recommended  for  both 
students  and  practitioners  who  wish  to  improve 
their  physical  diagnostic  skills. 

Henry  M.  Litchman.  ^I.I). 

YOUR  CHILD  FROM  9-to-\2  by  Marion  O. 
Lerrigo,  Ph.D.  In  Consultation  With  Michael 
Cassidy,  iM.D.  Budlong  Press  Company,  Chi- 
cago. Illinois.  1964.  Professional  Distribution 
Only.  Twenty-five  for  S18.75 

Doctor  Talks  to  9-to-12  Year  Olds’'  is  in- 
tended to  aid  boys  and  girls  of  this  age  to  under- 
stand how  life  is  passed  on  from  parents  to  child, 
how  a baby  is  born,  how  children  grow  up,  and 
how  they  change  from  childhood  to  adolescence. 
The  book  has  three  chapters:  1.  How  pre-teenagers 
grow  and  develop;  2.  Parents’  goal  in  sex  educa- 
tion; and  3.  Some  suggestions  for  parents. 


NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


(iiiaranteed  Renewable  To  Agre  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Medicnl  Society’s 
rnderlyiner  (iroup  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  S225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purcliase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  sec  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 


For  further  information,  send  us  your  name,  address, 
and  date  of  birth.  ■ 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R,  I.  TEmple  1-4833 


There  are  good  examples  of  how  to  talk  to  your 
child  and  how  to  deal  with  his  behavior.  The  com- 
ments on  each  individual  age  group  are  too  defi- 
nitive. Terms  used  in  the  book  should  be  explained 
more  fully.  An  attempt  is  made  to  show  that  the 
child  needs  a good  solid  background  in  the  facts  of 
life,  but  the  book  is  too  sketchy  and  the  informa- 
tion incomplete.  It  leaves  the  reader  seeking  more 
detail  and  is  inadequate  for  its  intended  purpose. 

Peter  L.  Mathieu,  Jr.,  m.d. 

7'II7A'S:  Twice  the  Trouble,  Twice  the  Fun  by 
Betsy  Holland  Gehman.  J.  B.  Lippincott  Com- 
pany, Philadelphia  and  Xew  York,  1965.  $4.95 
Gehman  says  that  the  parents  of  twins  must  make 
it  quite  clear  that  the  unique  quality  of  twinness 
is  not  to  be  the  sole  function  in  life  for  each  child. 
Twinning  is  not  to  be  used  as  a substitute  for  nor 
as  an  escape  from  individual  achievement.  Xor 
should  it  be  used  as  the  starting  point  for  intense 
competition.  The  knowledge  of  twins'  own  genetic 
sameness  must  be  compatible  with  a common  re- 
spect on  the  part  of  each  twin  for  the  other’s  in- 
dividuality. 

There  are  as  many  opinions  on  the  care  of  twins 
as  there  are  parents  of  twins.  Should  twins  dress 
alike?  \Yhen  twins  cry  at  the  same  time,  which  twin 
should  be  fed  first?  This  book  does  not  deal  with 
the  prenatal  or  postnatal  care  of  the  mother,  nor 
with  the  specifics  of  baby  care.  The  aim  is  to 
provide  information  relating  specifically  to  twdns. 
There  is  an  abundance  of  common  sense  help  for 
the  mother  expecting  twins,  for  the  mother  with 
young  twins,  and  for  the  mother  with  teenage  twins. 
There  is  less  information  for  the  parents  of  twins 
aged  seven  to  eleven  years. 

Does  the  mother  live  only  for  the  twins,  leaving 
the  other  children  to  work  out  their  own  individual 
problems?  Do  the  other  children  in  the  family 
suffer?  When  twins  attend  school  should  they  be 
together  or  separate?  These  and  other  problems  are 
discussed  in  this  book.  The  substance  of  the  book 
is  based  on  a number  of  interviews  with  parents 
of  twins.  The  resolution  of  problems  evolving  dur- 
ing the  raising  of  twins  is  based  on  the  interviews 
and  on  the  author’s  personal  experience  as  a mother 
of  twins. 

For  the  physician  who  sees  children,  for  the 
parents  who  raise  children,  and  for  the  person  who 
enjoys  children  this  book  clearly  written  in  a sim- 
ple provocative  manner  has  much  to  offer  in  stimu- 
lating the  reader  to  thing  constructively  about  twins. 

Peter  L.  Mathieu,  Jr.,  m.d. 


CEREBRAL  VASCULAR  ACCIDENTS 

(Continued  from  Page  144) 

Dr.  Fulton-.  Here  is  a question  that  I think  will 
be  of  interest  to  evervone.  I don't  believe  the  word 
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spasm  has  come  into  the  discussion,  or  certainly 
not  very  prominently.  The  question  is  asked  with 
quotation  marks  around  the  word.  What  is  the 
status  of  “spasm”  in  the  etiology  of  the  transient 
weakness,  paralysis,  or  aphasia? 

Dr.  Fisher-.  That’s  a good  question.  There  is  no 
evidence  at  present  that  spasm,  i.e.  prolonged  con- 
traction of  a vessel,  is  the  cause  of  transient  ische- 
mic spells.  The  anatomical  basis  for  most  TI.\'s  is 
a severe  stenosis  of  a vessel  or  occlusion  of  one  ves- 
sel and  stenosis  of  another.  In  my  mind's  eye  tran- 
sient ischemic  attacks  always  conjure  up  a severe 
stenosis  somewhere. 

What  causes  a TIA?  We  don't  know.  Sometimes 
it  is  associated  with  a fall  of  the  systemic  blood 
pressure  when  the  patient  is  up  and  around.  Xot 
many  TIA's  occur  when  the  patient  is  lying  down. 
Another  important  fact  is  that  heparin  intrave- 
nously will  stop  almost  all  TIA's.  It  has  been  sug- 
gested that  emboli  formed  by  little  bits  of  thrombi 
breaking  away  from  the  main  body  of  the  thrombus 
are  carried  distally  to  lodge  in  a vessel  and  cause 
a small  TIA.  There  are  many  facts  known  about 
TIA’s,  perhaps  twenty  or  thirty  in  all,  but  the  es- 
sential mechanism  still  escapes  us.  There  is  no  evi- 
dence for  spasm. 

few  years  ago  while  I was  examining  a patient’s 
fundus  oculi,  a transient  attack  of  blindness  oc- 
curred, and  I could  see  white  material  in  the  central 
retinal  artery.  During  the  next  hour  this  “stuff” 
slowly  traveled  out  to  the  periphery  of  the  retina. 
This  was  apparently  platelet  material.  Where  it 
arose,  how  it  arrived  in  the  eye,  and  how  it  dis- 
solved are  unknown.  This  is  the  basis  for  the  idea 
that  transient  ischemic  attacks  may  represent  plate- 
let microemboli. 

Dr.  Fulton-.  One  final  question  relating  to  a syn- 
drome about  which  a good  deal  has  been  written 
recently  in  the  literature.  Please  comment  on  the 
subclavian  steal  syndrome. 

Dr.  Fisher-.  In  the  subclavian  steal,  one  or  the 
other  or  both  subclavian  arteries  are  occluded  or 
very  stenotic  proximal  to  the  origin  of  the  vertebral 
artery,  so  that  no  blood  enters  that  vertebral  arter}’ 
from  the  subclavian.  On  the  contrary,  the  blood 
goes  up  the  opposite  vertebral,  crosses  at  the  basilar 
artery,  and  descends  along  the  vertebral  artery  in 
the  reverse  direction.  If  the  left  subclavian  artery 
is  occluded,  the  blood  goes  up  the  right  vertebral, 
crosses  at  the  basilar,  comes  down  the  left  verte- 
bral artery,  and  supplies  the  affected  arm.  Most 
of  the  blood  flow  to  the  arm  is  being  drained  away 
from  the  basilar  territory  occasionally  causing 
symptoms  of  vertebral  basilar  insufficiency.  The 
great  majority  of  cases  are  symptom-free,  howev'er. 

Symptoms  include  headache,  fullness  in  the  oc- 
cipital region,  dizziness,  light-headedness,  faintness, 
(Concluded  on  ne.xt  page) 
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into  the  street,  the  young 
man  masterfully  subdued 
the  runavray  horse.  “Bully 
for  you!”  shouted  J.  P. 
Richly,  the  town  banker 
who  had  watched  the  brave 
deed  from  the  porch  of  his 
stately  home.  “Step  up  here, 
my  boy,  and  let  me  tell  you 
about  a highly-paid  position 
in  my  bank  that  needs  a lad 
of  your  pluck.  And  while 
we  talk,  we'll  enjoy  a spar- 
kling glass  of  Warwick  Club 
Pale  Dry  Ginger  .\le,  avail- 
able in  the  full  32-ounce 
quart  bottle.  It  sings  in  the 
glass!  Here  . . .” 
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at  times  weakness  of  the  limbs,  and  combinations 
of  these.  It  is  said  that  exercising  the  arm  and  thus 
increasing  the  blood  flow  will  drain  enough  blood 
away  from  the  vertebral-basilar  territory  to  precipi- 
tate brain  stem  symptoms,  whereas  the  patient  is 
symptom-free  while  resting.  This  has  been  reported 
several  times. 

I have  several  times  seen  extremely  satisfactory 
results  from  operating  on  the  subclavian,  restoring 
the  lumen  and  allowing  flow  to  proceed  up  the  ver- 
tebral artery  in  the  correct  direction.  Bona  fide 
case  of  this  syndrome  are  rare. 
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ecariei 


Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 
140  Central  Avenue  Seekonk,  Mass. 
7 Registered  Pharmacists 
Pharmacy  License  No.  226 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  1. 
GAspee  1-2512 

Pha.Tnacy  License  No.  225 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


APRIL,  1966 


267 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


_ As  a doctor,  you  are  invited  fo  take  advantage  of  a 

■ professional  discount  on  the  Sealy  Posturepedic. 

■ We  believe  your  personal  use  will  convince  you 
* of  the  Posturepedic’s  distinctive  benefits  and,  we 

would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  pel  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr.. 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


Residence 


City 


Zone State 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO..  OAKVILLE,  CONN. 

©Sealy.  Inc.,  1963— ®T.M.  Reg  U.S.  Pal.  Off. 
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Now  available ! 


CORDRAN* 

FLURANDRENOLONE 

Half  strength 


600157 


INDICATIONS:  Grand  mal  epilepsy  and 
certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examination 
of  the  blood  is  advisable.  Nystagmus  in 
combination  with  diplopia  and  ataxia 
indicates  dosage  should  be  reduced. 
SIDE  EFFECTS:  Allergic  phenomena 
such  as  polyarthropathy,  fever,  skin 
eruptions,  and  acute  generalized  mor- 
billiform eruptions  with  or  without  fever. 
Upon  discontinuation  of  therapy  erup- 
tions usually  subside.  Rarely,  dermatitis 
goes  on  to  exfoliation  with  hepatitis. 


and  further  dosage  is  contraindicated. 
Though  mild  and  rarely  an  indication 
for  stopping  dosage,  gingival  hypertro- 
phy, hirsutism,  and  excessive  motor 
activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient 
nervousness,  sleeplessness,  and  a feel- 
ing of  unsteadiness.  All  usually  subside 
with  continued  use.  Hematologic  dis- 
orders, including  megaloblastic  anemia, 


leukopenia,  granulocytopenia,  pancyto- 
penia, and  aplastic  anemia  have  been 
reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  in- 
cluding KapsealscontainingO.1  Gm.and 
0.03  Gm.  di- 
phenylhydan- 


PARKE-DAViS 


toin  sodium.  PARKi.  DAVIS  I COMPANY.  Dtirol.  MieMg$r,  4t}3J 


C ■ ' 

The  color  combinations  of  the  banded 
capsules  are  Parke-Davis  trademarks. 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 

Kapseals* 

Dilantin 

(diphenylhydantoin 

sodium) 


PARKE-DAVIS 


ulrexiri 


HW&D  BRAND  OFtUTUTRIN 

3000  UNIT  TABLETS 


; <#■ 


4 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 
ND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 
AND  3RD  TRIMESTER  THREATENED  ABORTIOI# 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Clip  & Save  This  Page ! 

Here’s  A Handy  Summary  Of  What  The  New  Medical 
Insurance  Plans  For  The  Aged  Are  All  About 


FEDERAL  MEDICARE  goes  into 
effect  July  1.  1966.  Financed  through 
Social  Security,  it  is  available  to  every- 
one 65  or  older  regardless  of  income, 
and  at  no  premium  cost.  Federal  Medi- 
care consists  of  two  basic  parts:  (1) 
Part  A includes  60  days  of  hospital  care, 
with  the  patient  paying  the  first  $40; 

MEDICAL  ASSIST ASCE  TO  THE 
AGED  MAA  ■ is  a State  program  that 
has  been  in  effect  since  November  1, 
1964.  It  has  been  financed  by  a special 
State  tax  but  will  be  paid  from  general 
State  revenue  after  this  fiscal  year.  The 
Federal  Government  contributes  about 
56%  of  the  money,  through  the  Kerr- 
Mills  Program.  MAA's  eligibility  rules 
limit  its  benefits  to  persons  65  or  older 
who  meet  certain  income  and  other 
conditions.  It  pays  doctors,  druggists, 
hospitals,  and  others  for  a wide  range 
of  medical  services  which  are  spelled 
out  in  the  MAA  law  (copies  available 

BLUE  CROSS-PHYSICIANS  SERV- 
ICE 65  is  a voluntary  program  open 
to  all  people  in  Rhode  Island  over  age 
65  that  goes  into  effect  July  1.  1966.  It 
is  designed  to  fill  most  of  the  gaps  in 
Federal  Medicare.  It  will  pay  many  of 


IVhenever  you  have  a question  about 
health  protection  for  senior  citizens, 
call  the  Blue  Cross  and  Physicians 
Service  Medicare  Department. 


and  30  more  days  with  the  patient  pay- 
ing $10  a day.  It  also  includes  certain 
other  hospital  and  post-hospital  serv- 
ices. (2)  Part  5 is  a voluntary  plan 
requiring  a payment  of  $3  a month. 
This  pays  80%  of  the  cost  of  most 
doctor  bills,  after  a $50  deductible. 


from  the  State  Department  of  Public 
Welfare).  It  is  expected  that  the  new 
Federal  Medicare  Program  will  take 
over  a considerable  part  of  the  State 
MAA  Program,  to  the  extent  that  the 
two  overlap.  The  State  Program  will 
continue  paying  for  those  services  not 
available  in  the  Federal  Medicare  Pro- 
gram (such  as  prescription  drugs)  for 
those  eligible  for  MAA.  and  will  con- 
tinue paying  the  doctor's  bills  of  MAA 
recipients  who  are  not  enrolled  in  Part  B 
of  Federal  Medicare.  It  will  also  make 
up  the  difference  when  the  Federal  Pro- 
gram pays  only  part  of  the  medical  bill. 

the  hospital  and  doctor  bills  not  paid  by 
Medicare  and  provides  up  to  $10,000 
in  extended  benefits.  The  individual 
monthly  premium  for  this  plan  is  only 
S4.45. 


PHYSICIANS  SERVICE 

31  Canal  Street,  Providence,  R.  I. 
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D E R M A Q U I Z 

Conducted  by  Francesco  Ronchese,  m.d. 


1.  Patches,  stark  white,  superficial  veil-like  thin,  often 
bleeding,  in  a middle-age  woman’s  inner  lip. 


White  and  not-so-white  verrucous  patches  on  the 
tongue  of  a middle  age  man. 


2. 

Answers  on  Page  306 


ONE  SENTENCE  ESSAY 

ONE  SENTENCE  ESSAY 

The  only  physician  who  come  out  with  more 

Ulcers  are  the  result  of  mountain  climbing 

patients  than  he  begins  with  is  the  obstetrician. 

over  molehills. 

. . . .'\ttribute(l  to  ( Tiarles  H.  Mavo  hv 

. . . Attributed  to  \'incent  S.  Pasqua,  M.D.  in 

Owen  \\'angen Steen 

an  Kditorial  in  Am.  J.  Surg.,  May  1965 

Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 
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n the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


WINTHROP  LABORATORIES, 


NEW  YORK,  N.  Y.  10016 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.'' 

Side  effects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97.T>/o  had  no  side 
effects.'  Contraindication:  just  one;  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily, 
1.  Collective  studies.  Department  of  Medical  Research, 
Winthrop  Laboratories. 


eczema:  scourge  of  childhood 


R.  R.,  Age  n — Before  treatment  — 
atopic  eczema  of  long  standing 


ARISTOCORT*  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 

A ristocort’ Topical 

Triamcinolone  Acetonide 

LEDERLE  laboratories,  a Division  of 


After  treatment  — with  ARISTOCORT 
Topical  Ointment  0.1%  for  two  weeks 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Gm.  and  15  Gm.;  Vz  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


American  Cyanamid  Company,  Pearl  River,  New  York 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


Indications;  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  lespiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coaled  tablets. 

Before  prescribing,  consult  package  circular, 
xfS*  WALLACE  LABORATORIES 
\£f,Cranbury,  N.J.  cm  »>ei 
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PERIPATETICS 


At  the  April  meeting  of  the  Providence  Medical 
Association  six  new  physicians  were  elected  to  mem- 
bership. Joining  the  Providence  Association  are  two 
pediatricians,  JOHN  H.  ARXOLD  and  MARY  B. 
ARNOLD;  urologist,  THOiSIAS  G.  BRESLIX; 
ophthalmologist,  AXTHOXY  C.  BROCCOLI;  psy- 
chiatrist, HEXRY  A.  COHEX",  and  pathologist, 
JOSE  Y AMORLX. 

DR.  JOSEPH  E.  CAXXOX,  Director  of  the 
Rhode  Island  State  Department  of  Health,  has  been 
apix)inted  to  and  has  accepted  a four  year  term  on 
the  National  Advisory  Community  Health  Com- 
mittee. This  group  passes  on  all  applications  for 
grants  in  aid  to  support  research  and  research  train- 
ing projects  relating  to  community  health. 

MENDELL  ROBINSON  has  been  named  the 
recipient  of  the  Eirst  Annual  Professor  Doctor  Ig- 
nacio Barraquer  Memorial  Award  from  the  Smith, 
Miller  and  Patch  Pharmaceutical  Company  “in 
recognition  of  important  contributions  to  medicine 
and  surgery  through  cinematography.”  His  film, 
produced  at  The  IMiriam  Hospital,  “The  Stainless 
Steel  Stapes  Prosthesis,”  was  acclaimed  at  the  In- 
ternational Congress  of  Otolaryngology,  recently 
held  in  Tokyo. 

The  Ben  Fish  award  in  recogntion  of  outstanding 
leadership  in  the  development  and  expansion  of 
rehabilitation  services  has  been  awarded  to  DR. 
JAMES  P.  DEERY.  This  award  is  made  annually 
by  the  Division  of  Vocational  Rehabilitation  of  the 
State  Department  of  Education. 

This  Journal’s  former  senior  editor,  HENRY 
G.ACTHIER,  has  been  cited  for  his  many  years  of 
service  by  the  Rhode  Island  Division  of  the  Ameri- 
can Cancer  Society.  He  founded  the  Northern  Area 
Unit  of  the  Rhode  Island  Cancer  Society  many 
years  ago,  and  has  continued  a lively  and  active 
interest. 

.\t  the  Rhode  Island  Hospital  there  is  a new 
Surgeon-in-Chief  in  the  Department  of  Orthopedics 
and  Fractures,  AMERICO  A.  S.WASTANO.  The 
retiring  Chief,  who  has  been  appointed  to  the  con- 
sulting staff,  is  KENNETH  G.  BURTON. 

New  officers  of  the  Staff  Association  are  ELIHL" 
SAKLAD,  President;  LESTER  L.  VARGAS,  Pres- 
ident Elect;  WILLIAM  J.  H.  FISCHER,  Vice 
President;  FRANK  MERLINO,  Treasurer.  HEN- 
RY C.  McDUFE,  JR.,  and  ERNEST  K.  L.\ND- 
STELNFiR  were  elected  members  of  the  Executive 
Committee. 

Twelve  new  physicians  were  appointed  to  the 


Hospital  Staff  in  the  following  departments;  Gyne- 
cology, JOHN  H.  BARRALL;  Radiology,  FRAN- 
CIS H.  SCOLA;  Pathology,  ALFREDO  R.  ES- 
PARZA, GEORGE  A.  L.VURO,  and  TE  YONG 
LOU;  Pediatrics,  A.  iMYROX"  JOHNSON;  Surgerv, 
KENNETH  E.  LIFFMAN  and  BRIAN  A.  DOR- 
MAN; Neurology  and  Psychiatry,  FRANK  D.  E. 
JONES;  Medicine,  CRAIG  D.  HOBSON  and 
PHILIP  A.  TORG.\N;  Anesthesia,  NELSON  S. 
PINTO. 

NATHAN  A.  BOLOTOW  was  elected  to  a two 
year  term  on  the  Board  of  Directors  of  the  Ameri- 
can Academy  of  Facial  Plastic  and  Reconstructive 
Surgery  at  its  Annual  fleeting  at  San  Juan,  Puerto 
Rico,  in  April. 

At  the  recent  Annual  ^Meeting  of  the  Corporation 
of  Rhode  Island  IMedical  Society  Physicians  Serv- 
ice, FREDERICK  A.  PEIRCE,  Newport  pediatri- 
cian, was  newly  elected  to  the  Board  of  Directors. 
-VRNOLD  PORTER  was  reelected  to  the  presiden- 
cy. Announcement  was  made  of  the  appointment  of 
ROBERT  R.  B.\LDRIDGE  as  consultant  to  the 
Claims  Committee. 

A founder  of  the  Rhode  Island  Heart  Associa- 
tion 25  years  ago.  BANICE  FEINBERG,  Provi- 
dence pediatrician  and  Physician-in-Chief  in  Pedi- 
atrics at  Rhode  Island  Hospital,  has  been  named 
Honorary  President  of  the  R.I.H.A. 

At  the  Annual  fleeting  of  the  Providence  Surgi- 
cal Society  in  April  V.AHEY  PAHIGIAX"  was  lecet- 
ed  President  for  the  ensuing  year. 

A.  A.  S.WASTANO,  Surgeon-in-Chief  of  Ortho- 
pedics and  Fractures  at  Rhode  Island  Hospital  and 
Chairman  of  the  Committee  on  IMedical  .Aspects  of 
Sports  of  the  Rhode  Island  Medical  Society,  has 
been  ap[X)inted  to  the  Board  of  Directors  of  the 
.American  College  of  Sports  Medicine. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 


INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


ECONOMY 


When  you  prescribe  or  recommend  Allbee  with  C,  you  can  be  sure 
your  patient  is  getting  a rational,  specific  multivitamin  formulation  at 
an  economical  price.  The  potent  formula  is  sensible  and  simple.  It 
contains  therapeutic  amounts  of  the  water-soluble  B and  C vitamins. 
These  vitamins  are  expended  rapidly  in  the  body  and  need  to  be 
replenished  frequently.  There  are  no  extraneous  factors,  no  frjils  in 
Allbee  with  C.  It’s  the  no-nonsense  vitamin  in  the  yellow  and  green 
capsule  that  always  gives  your  patient  his  money’s  worth. 


Each  capsule  contains:  Thiamine  mon- 
onitrate (B,),  15  mg.;  Riboflavin  (Bj), 
10  mg.;  Pyridoxine  hydrochloride  (Be), 
5 mg.;  Nicotinamide,  50  mg.;  Calcium 
pantothenate,  10  mg.;  Ascorbic  acid 
(vitamin  C),  300  mg. 

A.  H.  ROBINS  COMPANY,  INC..  i!|,L|,riO  R I M C 
RICHMOND.  VIRGINIA  23220  /U  D I IN  3 


—a  good  reason  for 

ALLBEE  WITH  C 
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NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNATAL 


There’s  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  “workingday”  world.  And  for  the  patient  who  can't 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
the  smallest  possible  dose.’’’  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone. ‘ 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.”  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage  . 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  ('A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital  (V4  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 


REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


‘This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730’s  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND.  VA. 

AH'[^OBINS 


278 


RHODE  ISLAND  MEDICAL  JOURNAL 


at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thus  acquired  might  come  clues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

OMERCK  SHARP  & DOHME  Div.S'On  of  Merck  i Co  . Inc  . West  Point.  Pi. 

where  today’s  theory  is  tomorrow’s  therapy 


MAY,  1966 


279 


single-dose  vials 
for  convenient  and 
economical  polio 
inununization 


rffii  i.  i 


ORIMDIIE  TRMLEIIT 

POLHmBDSBGGDlE.  LIVE.  ORAL 


Fast,  simple  administration— and  economy  for 
the  patient— make  the  new  0.5  cc  single-dose 
vial  of  ORIMUNE  Trivalent  ideal  for  private 
practice.  (Packaged  5 to  a box  with  5 sterilized 
disposable  droppers  for  your  convenience.) 
(Also  available  in  2 cc  and  2 drop  dosage 
forms.) 

Only  2 doses  required  for  complete,  initial  im- 
munization for  patients  more  than  a year  old. 
Effectiveness  — may  be  expected  to  confer  ac- 
tive immunity  against  all  three  types  of  polio- 
virus infection  in  at  least  ninety  percent  of 
susceptibles  only  if  given  at  full  dosage,  as 
directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  con- 
traindications.Jhese  are,  broadly:  acute  illness. 


conditions  which  may  adversely  affect  immune 
response,  and  advanced  debilitated  states.  In 
these,  vaccination  should  be  postponed  until 
after  recovery. 

In  infants  vaccination  should  not  be  com- 
menced before  the  sixth  week  of  life.  Do  not 
give  to  patients  with  viral  disease,  or  if  there  is 
persistent  diarrhea  or  vomiting.  ORIMUNE  and 
live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each 
given  orally  at  least  8 weeks  apart.  (Give  a third 
dose  to  infants  at  10-12  months.)  Booster  im- 
munization: one  dose,  given  orally.  See  package 
literature  for  full  directions. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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THE  WASHINGTON  SCENE 

i 


1. 


A Summary  Report  Prepared  by  the  Washington  Office  of  the 
American  Medical  Association 


The  Johnson  administration  wants  to  prohibit 
manufacturers  from  mailing  physicians  free  pre- 
scription drug  samples  except  when  specifically  re- 
quested. The  adminstration  also  has  proposed  that 
door-to-door  distribution  of  samples  of  over-the- 
counter  drugs  would  be  banned. 

The  proposals  are  included  in  new  drug  legisla- 
tion that  would  expand  the  authority  and  responsi- 
bilities of  the  Food  and  Drug  Administration  in 
policing  drugs. 

The  legislation  would  have  Congress  find  that; 

"(1)  The  mass  of  unsolicited  samples  of  pre- 
scription drugs  supplied  to  licensed  practitioners  by 
manufacturers  and  distributors  through  the  mails 
and  otherwise  had  led  to  large-scale  discarding  and 
other  disposal  of  unwanted  samples  which  are  find- 
ing their  way  into  the  hands  of  persons  who  scav- 
enge and  repack  such  drugs  and  sell  them  to  phar- 
macists for  dispensing  on  prescription  in  the  same 
manner  as  regular  stock  of  drugs; 

( 2 ) children  have  obtained  carelessly  discarded 
samples; 

( 3 ) the  dispensing  or  sale  of  a prescription  drug 
sample  to  a patient  for  a fee  without  identification 
of  the  drug  as  a sample  is  a deceptive  practice;  and 

(4)  the  unsolicited  distribution  of  nonprescrip- 
tion sample  drugs  directly  to  householders  lacks 
minimum  safeguards  which  would  be  involved  in 
the  sale  of  the  drug  in  a pharmacy  or  other  place 
of  business. 

Labels  would  have  to  read:  SAiNIPLE  DRITL 
FEDERAL  LAW  PROHIBITS  .\XV  CHARGE 
OR  FEE  FOR  THIS  DRUG.” 

Under  the  legislation,  the  FDA  would  be  author- 
ized to  require  recojds  and  rejRirts  of  adverse  reac- 
tions and  efficacy  on  all  drugs  now  being  marketed. 
Dr.  James  L.  Goddard,  Food  and  Drug  .\dminis- 
t ration  commissioner,  already  had  ordered  a review 
of  drugs  cleared  before  1962. 

.Xnother  provision  of  the  legislation  would  "re- 


quire certification  of  all  drugs  whose  potency  and 
purity  can  mean  life  or  death  to  a patient,”  thus 
extending  the  law  which  now  applies  to  insulin  and 
antibiotics. 

The  Pharmaceutical  ^Manufacturers  Association 
expressed  doubt  that  the  FDA  could  carry  out  such 
an  additional  responsibility.  PHA  president  C.  Jo- 
seph Stetler  said  it  seems  “unwise  to  propose  its 
ability  to  administer”  its  present  programs.  Stetler 
added: 

“The  industry  has  said  before  that  no  amount 
of  labeling  can  protect  an  individual  who  refuses  to 
protect  himself  by  ignoring  his  doctor's  orders  or 
the  directions  on  the  label  of  his  medicine..  Even 
when  manufacturer  and  patient  do  everything  right, 
an  adverse  reaction  still  is  possible  and  medical 
science  probably  never  will  find  a way  to  make  it 
otherwise. 

“There  is  no  such  thing  as  ‘miracle  legislation’ 
which  automatically  produces  a drug  utopia.” 

In  a speech  highly  critical  of  the  ethical  drug 
industry  at  the  annual  meeting  of  the  .^iMA,  God- 
dard talked  of  irresponsibility.  He  said  “too  many 
drug  manufacturers  may  well  have  obscured  the 
prime  mission  of  their  industry:  to  help  people  get 
well.”  He  said  he  had  been  shocked  by  the  quality 
of  some  of  the  data  on  new  drugs  submitted  to  the 
FDA.  There  also  “is  the  problem  of  dishonesty  in 
the  investigational  drug  stage,”  he  said. 

Goddard  further  charged  that  some  drug  adver- 
tisements “have  trumpeted  results  of  favorable  re- 
search and  have  not  mentioned  unfavorable  re- 
search; they  have  puffed  up  what  was  insignificant 
clinical  evidence;  thev  have  substituted  emotional 
appeals  for  scientific  ones.” 

Stetler  said  after  the  speech  that  he  and  col- 
leagues feared  the  talk  “might,  unfortunately,  be 
interpreted  as  an  indictment  of  the  entire  drug  in- 
dustry, because  of  its  overemphasis  on  isolated  in- 
stances, without  acknowledging  the  integrity  and 
(Continued  on  I'age  281 1 


spring  1966 


DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


Duodenal  mucosa  with  ulcer  crater-  Loosening  epithelial  cells  of  nasal  mucosa  during 
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this  issue:  partners  in  misery 


partners  in  misery: 
common  cold  and  duodenal  ulcer* 


^ century  or  two  ago  our  forefathers  believed  that 
the  common  cold  was  caused  by  an  excess  of  evil 
humors.  Today  we  regard  these  baleful  humors 
as  a result  of  the  cold  rather  than  its  cause.  Only  in 
the  last  ten  years  have  some  of  the  offending 
viruses  been  cultivated,  and  we  now  know  many 
others  can  be  transmitted  to  human  volunteers 
although  they  cannot  yet  be  grown  in  the  laboratory. 
Various  body  defenses  react  to  infection  by  a virus, 
and  in  the  respiratory  tract  the  lung  is  protected  by 
the  phagocytic  properties  of  the  pulmonary  alve- 
olar macrophage.^ 

Because  of  the  brief  history  and  large  proportion  of 
unidentified  viruses,  effective  prophylactic  vaccines 
have  not  yet  appeared.  A universal  antiviral  agent 
seems  even  more  remote.  Meanwhile,  these  viruses 
continue  to  produce  epidemics  of  upper  respiratory 
infection  at  seasonal  intervals,  particularly  in 
spring,  fall  and  winter,  during  which  they  propagate 
and  distribute  progeny  indiscriminately.  As  a result, 
they  are  responsible  for  significant  work  loss.  Since 
the  immunity  afforded  is  temporary,  recurrent  infec- 
tions are  common. 

This  recurrent  morbidity  in  spring  and  fall  is  shared 
by  duodenal  ulcer,  itself  a cause  of  significant  loss 
in  wages  and  medical  expense.  Thirty  years  ago 
Emery  and  Monroe  reported  1,279  recurrences  of 
peptic  ulcer  of  which  13  per  cent  could  be  attributed 


to  upper  respiratory  infection,  thus  confirming  a 
long-held  clinical  impression.^  While  the  inflam- 
mation, congestion  and  secretion  of  the  mucosa  of 
the  nasopharynx  in  the  common  cold,  and  the  hyper- 
emia and  hypersecretion  of  the  gastric  mucosa  dur- 
ing acute  exacerbation  of  a duodenal  ulcer  may  not 
be  directly  linked,  it  is  probable  that  the  miseries  of 
the  infection  are  reflected  in  the  pain  of  the  ulcer. 
The  following  case  history  illustrates  this  point. 

Case  report  A 48  year  old  white  male  executive,  suffer- 
ing from  hematemesis  and  melena  for  12  hours  was  admit- 
ted to  hospital  on  April  8,  1965.  He  gave  a history  of  duo- 
denal ulcer  proved  by  x-ray  studies  23  years  previously.  In 
the  intervening  years  he  suffered  from  typical  epigastric 
pain  occurring  tw'o  hours  postprandially,  usually  for  two 
or  three  weeks  each  spring  and  fall.  A hospital  admission 
two  years  earlier  had  followed  hematemesis  of  moderate 
amount. 

The  present  admission  was  preceded  by  a recurrence  of 
pain  during  a period  of  unusual  business  pressure.  In  addi- 
tion he  caught  a cold  one  week  before  his  entry  to  hospital 
and  his  already  irregular  eating  habits  were  made  more  so 
by  loss  of  taste  and  appetite,  blocked  nose  and  general 
malaise.  During  the  final  36  hours  he  used  aspirin  to  re- 
lieve his  cold,  taking  2 or  3 tablets  with  a glass  of  water  on 
6 or  7 occasions.  Before  retiring  he  drank  a glass  of  hot 
toddy. 

He  awakened  about  1 a.m.  and  vomited  dark  red  blood 
and  recently  ingested  food  mixed  with  whisky.  Melena 
followed  and  he  was  transferred  to  hospital.  On  admission 
he  was  pale,  cold  and  sweating.  Apart  from  epigastric 
tenderness  and  black  stool  on  the  examining  finger  after 
rectal  examination,  his  general  physical  examination  was 
not  remarkable.  Temperature  was  normal,  pulse  was  thin 
and  thready  with  a rate  of  1 14  beats  per  minute,  and  blood 


The  commonly  found  "clover-leaf”  roentgeno graphic  ab- 
normality of  chronic  duodenal  ulcer  due  to  spastic  contrac- 
tions and  scarring. 


Typical  site  of  duodenal  ulcer  showing  anatomical  rela- 
tionship to  gastroduodenal  artery  and  common  bile  duct. 

pressure  measurement  was  104/60mm.  of  mercury.  Hemoglobin  esti- 
mation was  8.6  grams  per  cent,  but  white  blood  count,  chest  x-ray  and 
urinalysis  were  within  normal  limits.  No  further  bleeding  occurred. 
After  blood  transfusions  and  a suitable  medical  regime  he  was  dismissed 
two  weeks  later  and  advised  to  return  later  for  consideration  of  surgery. 


he  care  of  the  ulcer  patient  suffering  from  a viral  infection  of 
the  upper  respiratory  tract  is  additionally  handicapped  by  the 
local  and  constitutional  symptoms  so  produced.  Indifference 
to  food  often  makes  it  difficult  to  "feed  a cold”  even  in  a patient 
without  an  ulcer.  In  the  ulcer  patient  this  becomes  more  than 
a homily,  for  malaise  and  apathy  towards  irksome  routine 
produce  a lack  of  interest  in  adhering  to  an  ulcer  program  and 
result  in  its  eventual  failure  if  these  symptoms  are  not  relieved. 


The  absence  of  curative  treatment  for  these  viral  infections  has 


spawned  many  a strange  therapeutic  offspring  and  some  of  the 
more  generally  accepted  remedies  contain  a special  risk  for  the 
ulcer  patient. 

To  the  gastric  physiologist,  the  shot  heard  around  the  world 
was  not  fired  at  Concord  but  was  discharged  through  the  stom- 
ach of  Alexis  St.  Martin.  The  worthy  voyageur  had  a more 
than  modest  thirst  and  on  several  occasions  William  Beaumont 
observed  through  the  resulting  fistula  the  changes  of  gastritis 
which  followed  an  immoderate  ingestion  of  alcohol.^  It  is  now 
well  known  that  alcohol  stimulates  the  production  of  gastric 
juice  and  the  patient  with  an  ulcer,  even  in  remission,  should 
not  drink  alcohol  without  first  taking  food,  milk  or  antacid. 
The  use  of  various  alcoholic  remedies  for  the  common  cold  is 
to  be  strongly  discouraged  in  this  type  of  patient.  Factors  al- 
ready present  can  produce  an  acute  exacerbation  of  ulcer  symp- 
toms without  the  added  stimulus  of  alcohol. 

Headache  and  facial  pain,  sore  throat  and  generalized  aching 
are  subjective  discomforts  of  viral  infections  of  the  upper  res- 
piratory tract  or  their  complications.  Relief  from  them  is 
usually  sought  in  the  family  medicine  cabinet,  and  of  all  the 
medications  habitually  stored  there,  salicylates  are  the  most 
frequently  used.  Oral  ingestion  of  salicylates  has  produced 


/ can  taste^ 
Doctor! 

On  Sippy  diet  or  unrestricted 
regimen,  food  tastes  better 
to  the  patient  with  a cold 
when  you  prescribe  the  oral 
decongestant 

Triaminic*  tablets 


Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride 50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


One  tablet  on  arising,  in  midafternoon  and  at 
bedtime  assures  round-the-clock  relief.  You 
may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations, 
flushing,  dizziness,  nervousness  or  gastrointes- 
tinal upsets.  Precautions:  the  possibility  of 
drowsiness  should  be  considered  by  patients 
engaged  in  mechanical  operations  requiring 
alertness.  Use  with  caution  in  patients  with  hy- 
pertension, heart  disease,  diabetes,  or  thyrotox- 
icosis. 

{Advertisement) 


substernal  pyrosis  and  some- 
times epigastric  pain  in  sus- 
ceptible individuals.  Bleed- 
ing from  erosions  of  the 
gastric  mucosa  has  followed 
their  use  and  has  been  severe 
enough  in  some  instances  to  cause  hematemesis  and 
melena.^  It  has  been  suggested  that  interference 
with  the  protective  mucous  layer  of  the  stomach 
allows  this  to  happen.  There  is  no  evidence  that 
hypersecretion  occurs,  but  the  taking  of  aspirin  has 
been  followed  by  exacerbation  of  ulcer  symptoms 
and  occasionally  by  gastrointestinal  bleeding.®  The 
ulcer  patient  with  a cold  should  take  salicylates  with 
an  antacid,  or  preferably  other  means  of  sympto- 
matic relief  should  be  found. 

Caffeine  has  two  actions  on  gastric  secretion.  One 
directly  stimulates  production  of  acid  and  the  other 
potentiates  the  out-pouring  of  gastric  juice  as  a 
response  to  other  stimuli.®  In  high  doses  to  animals, 
it  has  produced  erosive  gastritis  and  peptic  ulcera- 
tion. Caffeine-containing  beverages  are  discouraged 
for  the  ulcer  subject  and  forbidden  during  an  acute 
exacerbation.^  Many  cold  remedies  contain  caffeine. 

To  sufferers  from  allergic  rhinitis  springtime  brings 
symptoms  of  nasal  obstruction,  loss  of  taste  and 
smell  and  malaise  similar  to  those  caused  by  viral 
infection  but  due  instead  to  allergens  which  at  that 
time  of  year  are  principally  tree  pollens.  Relief  from 
these  symptoms  can  be  obtained,  though  not  wisely, 
by  the  use  of  steroid  medication.  Unfortunately, 
chronic  sufferers  from  these  allergies  have  used  this 
approach  with  varying  degrees  of  success.  Steroid 
hormones  increase  gastric  secretion  and  delay  the 
healing  of  experimental  ulcers.®'®  Clinically  their 
administration  has  been  associated  with  reactivation 
of  healed  duodenal  ulcers,  and  with  bleeding  and 
perforation  which  were  not  always  preceded  by 
typical  ulcer  distress.  Because  of  these  harmful 
effects,  their  use  in  the  ulcer  patient  is  best  avoided 
for  other  than  serious  medical  problems  and  then 
only  with  adequate  antacid  coverage. 

SurnmiriQ  up  it  is  immaterial  by  which  pathways 
the  malaise  and  lassitude,  depression  and  irritability 
activate  an  ulcer,  but  it  is  the  physician’s  responsi- 
bility to  ensure  that  the  medications  he  selects  to 
relieve  the  symptoms  of  a cold  do  not  further  aggra- 
vate the  ulcer. 
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for  seasonal  colds 
and  nasal  allergies 

Triaminic”  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate 6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quicl<,  lasting  relief.  Magic?  Perhaps  so  to  your  little  patients. 
To  you,  it’s  sound  therapy.  You  may  occasionally  encounter 
these  side  effects:  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointesti- 
nal upsets.  Precautions:  the  possibility  of  drowsiness  should 
be  considered  by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes,  or  thyrotoxicosis. 

Over  185  million  doses  prescribed 
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responsibility  which  our  industry  has  constantly 
demonstated.” 

■‘It  is  an  unassailable  fact,”  Stetler  said,  ‘‘that 
the  scientific  attainments  and  standard  of  perform- 
ance of  the  American  prescription  drug  industry 
have  provided  an  immeasurable  benefit  to  the  im- 
provement of  health  and  the  prolongation  of  life.” 

Officials  estimate  that  the  hospitalization  part 
of  medicare  will  cost  about  $2.3  billion  in  the  first 
year  of  the  program  which  starts  July  1. 

Benefit  payments  under  Plan  B,  the  medical 
part  of  medicare,  are  estimated  at  $765  million  for 
the  first  year.  Premium  collections  $3  per  per- 
son per  month  — are  estimated  at  $550  million, 
which  will  be  matched  by  the  federal  government. 

Persons  65  years  or  older  have  until  May  31  to 
sign  up  for  Plan  B.  The  original  deadline  for  sign- 
ing up  was  March  31.  On  that  date,  1.3  million  of 
the  19.1  million  persons  65  or  older  had  not  indi- 
cated whether  they  wanted  Plan  B covereage.  About 
16.8  million,  or  88  per  cent,  had  signed  up  and  one 
million,  or  about  5 per  cent,  had  said  they  did  not 
want  the  coverage. 

President  Johnson  signed  the  deadline  extension 
into  law  at  a ceremony  at  a federally-financed 
apartment  project  for  the  elderly  at  San  .Antonio, 
Tex.,  while  he  was  spending  the  Easter  holidays  at 
his  Texas  ranch. 

Rep.  Durward  Hall,  M.D.,  (R.,  i\Io.)  reported 
that  a poll  of  his  constituents  showed  them  over- 
whelming against  extending  medicare  to  persons  of 
all  ages.  Of  13,760  persons  replying  to  a question- 
naire, 86.3  per  cent  said  “no”  to  the  question:  ‘ Do 
you  favor  increasing  social  security  taxes  to  finance 
a compulsory  medical  program  for  the  entire  popu- 
lation?” "Yes“  answers  totaled  11.2  per  cent  and 
2.5  per  cent  didn't  answer  the  question. 

^ 

The  federal  government  received  segregation 
complaints  against  about  320  hospitals  after  a spe- 
cial policing  agency  was  set  up  in  the  Department 
of  Health,  Education  and  Welfare. 

Dr.  Philip  R.  Lee,  HEW  Assistant  Secretary  for 
Health  and  Scientific  Affairs,  said  that  about  100 
of  the  complaints  were  settled  by  negotiation  with 
the  hospitals. 

■‘This  leaves  us  with  pending  complaints  against 
220  facilities,  most  of  which  have  been  investigated 
and  found  to  be  out  of  compliance  and  therefore 
ineligible  for  new  federal  funds,”  he  said. 


NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Benewable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Medical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  sec  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 


For  further  information,  send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treat- 
ment of  nervous  and  emotional  disorders  as  well  as 
long  term  geriatric  problems. 

Physical,  neurological  psychiatric  and  psychological 
examinations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  In  a beautiful  and 
conveniently  located  institution. 

L.  A.  Senseman  M.D..  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 
Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 
P.  Wendel  Johnson,  Ph.D.  Therba  Johnston,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays) 
9-12  A.M.,  and  by  appointment. 

R.  I,  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 

• For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


i 


Glucola’ 

PREPSRMION 
FOR  GLUCOSE 
lOLERSNCE  TEST 


FIKIIT  PCHOIIIS 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 


A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose'"  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  tsj.rz.s. 


The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
le«rels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 


Available  through  your  regular  supplier:  | 

cartons  of  12  1-oz  bottles  (6  bottles  Ames  Company,  Inc. 
per  pack.  2 packs  per  carton).  Elkhart,  Indiana 


Ars/iES 


jatomy  of 
Back  Pain  #1 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

Wallace  Laboratories,  Cranbury,  N.J. 
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CONVENIENTLY  SERVING 
GREATER  PROVIDENCE,  PAWTUCKET, 
CRANSTON.  EAST  PROVIDENCE  and 
EAST  BAY  COMMUNITIES 

ETHICAL,  PROFESSIONAL  SERVICE 

Registered  Nurses  Always 
Dietician  Supervised  Food  Services 
Nationally  Accredited 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE,  R.  I. 
438-4275 


HEALTH  HAVENS 

iMJRSING  HOME 


Attractive  & Functional  Offices 


Designers  & Suppliers  of  Offices 

150  Dofratice  Street  • Providence  3,  R.  I.  • GAspee  1-5228 
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Bamadex®  Sequels® 

Coutraiiidicatiom:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 

In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a 
button  popper 


SEQUELS 


Second  aid  for  a 
button  popper 


Bamadex*  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  proN'iding  combined  anore.xigenic-tranquilizing  action,  BAMADEX  SEQUELS- 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


I FDEKLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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FIRST  ANNUAL  ALEX.  M.  BURGESS  LECTURESHIP 

lAGO  GALDSTON,  M.D. 

Autlior,  Lecturer,  3Ie(lieal  Educator,  Formerly  associated  >vith  the 
New  York  Academy  of  .Medicine 

W ILL  SPEAK  0 X 

‘In  Medical  Educatinn  Quis  Eustodiet  Eustodes? 

Past  and  Present  in  Medical  Edncatinn  ’ 

MONDAY  EVENING.  JUNE  13,  1966 

at  8:30  o’clock 

..AUDITORIUM,  MIRIAM  HOSPITAL 
Sponsored  by 

THE  MIKIA.M  HOSPITAL  STAFF  ASSOC  lATIOX 

.All  Physicians  Are  Cordially  In\ited  To  Attend 

Collation  will  be  served 


FOR  \Eir  ENGLAND  PHYSICIANS : 

BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
New  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician  asso- 
ciations, clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  redemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 

Standard  & Poor's  Corporation  is  the  investment  adviser. 
Shares  are  offered  only  through  the  prospectus  which  can 
be  obtained  by  sending  the  coupon  below. 

— — mail  coupon  for  prospectus — — — — — — — — — 

Beacon  Investing  Corp. 

c/o  National  Shawmut  Bank  of  Boston,  Custodian 
40  Water  Street 

Boston,  Mass.  02106  Please  forward  prospectus  and  information  to 

NAME  . 

ADDRESS 

I am  a member  of  the  . . Medical  Society. 

(Name  of  State  Medical  Soci  ety) 


In  rheumatoid  arthritis-effective  therapy 
with  minimal  chance  of  G-l  upset 


tazolidimalka 


butazone  100  mg. 

.luminum 

I ide  gel  100  mg. 

isium  trisilicate  150  mg. 
I -opine 

bromide  1.25  mg. 


iipeutic  Effects 

1,0  75%  of  patients  obtain  major  relief  of 
tic  symptoms,  as  reported  by  numer- 
linicians.  In  addition,  the  problem  of 
icupset  — a major  problem  with  certain 
oral  antiarthritic  agents  — is  minimized 
3 presence  of  antacids  and  an  antispas- 
c in  the  formulation. 

Dvement  is  generally  seen  within  3 to  4 
. and  trial  therapy  need  not  be  con- 
d beyond  a week.  Relief  of  pain  is 
/ved  quickly  by  resolution  of  inflamma- 
ind  improved  joint  function.  Relief  of 
)toms  is  often  accompanied  by  in- 
sed  appetite,  gain  in  weight  and  an 
oved  sense  of  well-being. 

nitial  response  is  usually  maintained 
)ut  dosage  increases;  indeed,  initial 
ge  is  often  reduced  for  maintenance 
OSes. 

ylate  or  steroid  therapy  can  usually  be 
nished  or,  in  some  instances,  eliminated. 

raindications 

na;  danger  of  cardiac  decompensation; 
)ry  or  symptoms  of  peptic  ulcer;  renal, 
itic  or  cardiac  damage;  history  of  drug 
gy;  history  of  blood  dyscrasia.  Because 
e increased  possibility  of  toxic  reac- 
15,  the  drug  should  not  be  given  when  the 
|3nt  is  senile  or  when  other  potent 
bnthVranpntir  aoents  are  qiven  concur- 


rently. Large  doses  of  Butazolidin  alka  are 
contraindicated  in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia) ; sudden  weight 
gain  (water  retention);  skin  reactions;  black 
ortarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 

Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug 
may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  generalized 
allergic  reaction,  stomatitis,  salivary  gland 
enlargement,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 
attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  pos- 
sible side  effects.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have 
been  reported,  as  have  hepatitis,  jaundice, 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 

Average  Dosage  in  Rheumatoid  Arthritis 

Initial:  3 to  6 capsules  daily  in  divided  doses 
It  is  usually  unnecessary  to  exceed  4 cap- 
sules daily.  A trial  period  of  1 week  is  ade- 
quate to  determine  response;  in  the  absence 
of  favorable  response,  discontinue. 

Maintenance:  An  effective  level  is  often 
achieved  with  1 to  2 capsules  daily;  do  not 
exceed  4 daily. 

Also  available: 

Butazolidin®  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

Geigy 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone* 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— ^2'5  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 
upon  request.  EH  Lilly  and  Company, 

Indianapolis,  Indiana.  soizeo  
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A NEW  IMPREGNATION  DEVICE  FOR  LOCATING  THE  SITE  OF 
GASTROINTESTINAL  TRACT  BLEEDING* 

Describes  Neir  Device  Based  on  String  Method  Which  Facilitates 
Localization  of  Gastrointestinal  Bleeding 

RUSSELL  S.  BRAY,  M.D. 


The  Author:  Russell  S.  Bray,  M.D.,  of  Providence,  R.  1. 
Former  Director  of  the  Gastrointestinal  Clime,  Rhode 
Island  Hospital,  Providence,  R.l. 

TO  ACCURATELY  DETERMINE  the  site  of  grOSS 
or  occult  bleeding  from  the  digestive  tract 
often  becomes  a difficult  and  awesome  clinical 
problem. 

The  localization  of  the  bleeding  site  may  still 
elude  the  most  meticulous  and  exhaustive  investi- 
gation. The  clinician  in  recent  years  has  had  at 
his  disposal  one  or  more  diagnostic  procedures 
which  appreciably  increase  the  likelihood  of  resolv- 
ing this  problem  successfully. 

Among  the  most  useful  and  reliable  testing  pro- 
cedures now  available  are: 

1.  The  advanced  techniques  of  fluoroscopy  and 
radiography 

2.  The  newer  methods  of  modern  endoscopy 

3.  Exploratory  intubation 

4.  The  string  impregnation  test  (“G.I.  string”) 
and  its  modifications. 

Each  procedure  has  its  advocates  and  each  its 
advantages  and  limitations. 

The  purpose  of  this  communication  is  to  describe 
a modification  of  the  ‘‘G.I.  string”  device  which 
has  been  found  reliable,  economical  and  easy  of 
accomplishment. 

INTRODUCTION 

The  creation  of  the  original  string  test  for  gross 
and  active  bleeding  from  the  digestive  tract  was 
the  work  of  ^lax  Einhorn  in  1909.'  Einhorn  used 
a string  consisting  of  50  inches  of  a fine  English  silk 
or  cotton  thread  attached  to  a weight  or  duodenal 
bucket.  His  usual  method  was  to  have  the  patient 
swallow  the  bucket  and  string  for  a distance  of  75 
cm.  from  the  lips.  The  string  remained  overnight  in 
the  upper  digestive  tract  and  was  removed  and 
inspected  the  next  morning  for  evidence  of  bile  and 
blood  stains.  The  presence  of  a bile  stain  close  to 
the  bucket  indicated  the  successful  passage  of  the 
bucket  and  string  into  the  duodenum.  \ positive 
blood  stain  on  any  segment  of  the  string  inferred 

*Rcad  at  a meeting  of  the  '34  Club,  October  25,  1965. 


the  existence  of  an  active  bleeding  lesion.  To  de- 
termine the  anatomic  location  of  the  bleeding  site, 
the  string  was  measured  from  the  lips  to  the  blood 
stain.  A stain  appearing  at  a distance  of  40  cm. 
from  the  lips  suggested  an  active  bleeding  point 
within  the  esophagus  or  cardia,  44-54  cm.  the  lesser 
curvature,  and  59  cm.  or  more  the  duodenum.  Be- 
cause the  white  cotton  sheath  was  capable  of  ab- 
sorbing the  stain  of  both  blood  and  bile,  the  test 
became  known  as  the  string  impregnation  procedure 
of  Einhorn.  In  spite  of  its  crudity  and  distinct 
limitations,  it  was  in  common  usage  for  many  years. 

MODIFICATION 

The  Einhorn  string  was  later  modified  and  im- 
proved by  Traphagen  and  Karlen  in  1958.^  Prior 
to  Traphagen's  investigation,  it  was  estimated  that 
the  clinician  was  unable  to  determine  the  anatomic 
site  of  bleeding  in  approximately  15  per  cent  of 
the  cases. ^ In  an  effort  to  reduce  this  rather  high 
incidence  of  failure,  the  string  was  modified  and 
improved.  Traphagen  used  a thin,  quarter-inch  white 
cotton  umbilical  tape  upon  which  a radiopaque 
marker  was  imprinted  longitudinally  for  a distance 
of  7 feet  (2.11  meters).  Cross  markers  of  the 
same  material  were  placed  at  2.5  cm.  intervals.  A 
small  2-grain  (120  mg.)  shot  was  attached  to  the 
tape  to  facilitate  swallowing  and  passage  through 
the  pylorus.  This  offered  the  user  a unique  advan- 
tage over  the  Einhorn  string,  as  the  radiopaque 
markers  were  shown  on  the  radiograph,  and  the 
site  of  bleeding,  if  present,  could  easily  be  deter- 
mined by  counting  the  markers  from  the  bucket. 

In  those  cases  showing  clinical  evidence  of  active 
bleeding,  the  procedure  was  further  improved  by 
the  intravenous  use  of  fluorescein  dye.*  The  dye 
was  injected  into  an  anticubital  vein  four  minutes 
before  the  string  was  removed  from  the  upper  di- 
gestive -tract  and  promptly  taken  to  a darkened 
room  and  e.xamined  by  an  ultraviolet  or  Wood 
lamp**  for  the  presence  of  a brilliant  yellow  flu- 
orescence indicating  the  dye.^ 

*Obtained  through  C.  F.  Kirk  Co.,  Xew  York,  N.Y. 

**Inspectolight®  ultraviolet  lamp  supplied  by  Eastern 

Scientific  Co.,  Providence,  R.l. 

(Continued  on  ne.xt  page) 
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According  to  these  investigators  the  tape  may 
disclose  three  possibilities: 

1.  The  tape  may  show  >10  stain  due  to  adsorption 
of  gross  blood  and  no  evidence  of  the  fluorescein 
dye.  This  would  indicate  that  there  was  no  active 
or  recent  bleeding  from  the  area  passed  by  the  tape 
or  that  the  tape  was  above  the  point  of  bleeding. 

2.  The  tape  may  show  a stain  of  gross  blood 
but  }w  evidence  of  fluorescein  dye.  This  would  in- 
dicate that  active  bleeding  had  not  occurred  dur- 
ing the  time  the  dye  was  injected,  but  bleeding  had 
occurred  at  some  time  in  the  past.  {In  the  opinion 
of  the  writer,  this  statement  is  controversial  and 
not  proven.) 

3.  The  tape  may  contain  both  a gross  blood- 
stain and  evidence  of  the  fluorescein  dye.  This 
would  indicate  that  active  bleeding  is  actually  oc- 
curring during  the  test.  The  location  of  the  bleed- 
ing site  could  be  determined  by  matching  the  area 
of  fluorescence  with  its  comparable  radiopaque 
marker  on  the  film. 

Haynes  and  Pittman  published  their  experience 
with  the  Traphagen  string  and  procedure  in  1959.® 
The  string  was  further  modified  by  replacing  the 
small  lead  shot  as  a bucket,  with  a finger  cot  con- 
taining mercury.  This  was  assumed  to  hasten  the 
passage  of  the  string  through  the  pylorus.  These 
investigators  concluded  that  the  modified  Trap- 
hagen technique  afforded  a high  degree  of  accuracy 
in  localizing  the  anatomic  bleeding  point. 

Pittman  made  an  analysis  of  the  usefulness  of 
the  modified  string  and  its  relationship  to  barium 
studies  of  the  upper  gastrointestinal  tract  in  122 
cases  of  gastrointestinal  tract  hemorrhage.®  He  em- 
ployed fluorescein  dye  in  all  cases  and  further  mo- 
dified the  string  to  afford  a limited  and  rapid 
method  of  determining  active  bleeding  from  the 
lower  esophagus.  He  again  concluded  that  the 
fluorescein  string  test  was  an  accurate  method  of 
localizing  the  site  of  bleeding  and  should  be  used 
as  soon  as  possible  after  active  hemorrhage  has 
been  discovered. 

Vernon  M.  Smith"  contributed  additional  con- 
firmation to  the  original  Einhorn  string  test  by 
employing  a freshly  prepared  guaiac  test  solution 
applied  in  drops  along  its  length,  grading  the  re- 
sults of  the  blue  color  reaction  from  1-4  plus.  He 
also  correlated  the  string  findings  with  radiologic 
interpretations  and  found  the  string  test  to  show  a 
high  degree  of  accuracy.  Conditions  present  during 
the  string  test  of  206  subjects  included  acute  eso- 
phagitis, acute  gastritis,  active  duodenal  ulcer,  eso- 
phageal hiatus  hernia,  gastric  ulcer,  and  prolapse 
of  gastric  mucosa.  He  concluded  his  investigation 
with  the  following.  ‘‘.  . . the  lesions  of  the  upper 
digestive  mucosa  mentioned  above  have  a common 
factor;  namely,  that  variable  amounts  of  blood  are 
released  into  the  digestive  tract,  often  in  the  ab- 


sence of  radiologic  abnormality,  and  sometimes 
even  in  the  absence  of  a positive  test  for  occult 
blood  in  the  feces." 

Xissenbaum,  et  al.,®  have  introduced  a new  de- 
vice for  the  localization  of  upper  gastrointestinal 
bleeding.  The  device  is  called  the  Diagnostotube® 
and  has  the  advantage  of  a re-usable  sheath  and 
an  inner  case  of  a flexible  plastic  tube  of  125  cm. 
in  length.  Within  the  lumen  of  the  tube  there  are 
50  radiopaque  numbers  located  one  inch  apart  and 
are  attached  to  a thin  flexible  radiopaque  steel 
wire,  which  runs  throughout  the  length  of  the  tube. 
The  tube  is  permanently  sealed  at  both  ends.  Prior 
to  use  an  outer  disposable  cotton  sheath  is  applied 
over  the  Diagnostotube  with  the  aid  of  a "Sheath 
Guide,"  and  is  held  in  place  at  both  ends  by  Xo.  6 
rubber  bands.  The  outer  sheath  is  made  of  highly 
absorbent  cotton  and  is  reapplied  before  each  test. 
The  tube  has  a mercury  bag  attached  to  the  distal 
tip. 

DISADVANTAGES 

Although  the  various  modifications  of  the  origi- 
nal Einhorn  procedure  have  proven  to  be  superior 
to  the  original  in  localizing  a bleeding  site,  they 
still  present  certain  disadvantages: 

1.  The  patient  finds  the  soft  texture  of  the  string 
rather  difficult  to  swallow  with  any  degree  of 
rapidity.  Much  of  the  string  or  tape  remains 
‘‘lumped  up"  or  coiled  in  the  mouth. 

2.  The  simple  2-gram  bucket  or  shot  is  slow  to 
pass  through  the  pylorus  and  allows  the  string  to 
remain  coiled  in  the  stomach  for  a matter  of  3 to  4 
hours.  The  mercury-filled  finger  cot,  as  suggested  by 
Pittman,  is  difficult  to  swallow  without  first  anes- 
thetizing the  oral-pharynx.  It  is  advocated  that  the 
mercury-containing  finger  cot  be  saved  and  reused. 
-Attaching  the  finger  cot  to  the  string  is  both 
awkward  and  time  consuming  .We  have  not  found 
that  it  facilitates  the  passage  through  the  pylorus 
to  any  appreciable  degree. 

3.  The  radiopaque  monofilament  and  markers 
embedded  in  the  tape  are  practically  impossible  to 
visualize  during  fluoroscopy,  particularly  when  the 
stomach  contains  much  swallowed  air.  This  is  a 
distinct  disadvantage,  as  it  is  essential  to  be  able 
clearly  to  visualize  the  progress  of  the  tape  and 
cross  markers  during  fluoroscopy,  so  that  any  un- 
usual coiling  of  the  tape  may  be  corrected,  and  in 
certain  cases  it  may  be  possible  to  manipulate  the 
bucket  through  the  pylorus. 

NEW  DEVICE 

The  device  which  we  have  used  during  the  past 
15  months  has  overcome  the  limitations  of  the 

*The  core  may  be  obtained  from  Frederick  L.  Hau- 
ser, 235  Don  .\veniie,  Rumford,  R.I.  (patent  pending). 

The  tubular  e.xtruded  bariumized  rubber  was  sup- 
plied b\-  Davol  I'tubljer  Co.,  Providence.  R.I. 
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tapes  in  common  use.  The  device  ( Fig.  1 ) consists 
of  a 26-inch  (64  cm.)  length  of  an  extruded  solid 
white  rubber  tubular  core  3/32  inch  (3  mm.)  in 
its  outer  diameter  and  impregnated  with  barium 
to  the  point  that  it  is  truly  radiopaque.*  At  longi- 
tudinally spaced  intervals  there  are  radiopaque 
metallic  markers  in  the  form  of  collars  which  en- 
circle and  grip  the  core  at  3-inch  (7.5cm.)  spaces. 
The  metallic  markers  start  3 inches  (7.5  cm.) 
from  the  specially  prepared  metallic  weight,  which 
is  locked  to  the  end  of  the  core. 

The  proximal  8 inches  (20  cm.)  of  the  core  have 
no  markers,  as  any  portion  of  this  may  lie  within 
the  esophagus.  This  soft  core  will  produce  no  dis- 
comfort or  irritation,  or  induce  reflex  cough. 

MOUTHPIECE 

Coupled  to  the  soft  part  of  the  core  is  a 24-inch 
(59  cm.)  braided,  pliable  string,  which  is  called  the 
“mouthpiece.”  This  is  the  only  object  remaining 
in  the  mouth  and  has  caused  no  discomfort,  irri- 
tation, or  gagging  to  the  patient.  The  mouthpiece 
can  be  secured  by  adhesive  tape  to  the  cheek  or 
to  the  garment  of  the  individual  by  a safety  pin. 

THE  SHEATH 

The  entire  body  of  the  26-inch  (64  cm.)  length 
of  core  is  enclosed  in  a sheath  of  soft,  braided  cot- 
ton material.  It  readily  absorbs  the  stains  of  blood, 
bile,  fluorescein  dye,  and  the  reagents  for  detecting 
occult  blood. 

THE  WEIGHT  OR  CAPSULE 

The  weight  is  an  ingenious  device  of  cylindrical 
stainless  steel,  easily  applied  to  the  core  and  as 
easily  removed.  Although  the  core  is  usually  dis- 
carded after  use,  the  weight  may  be  sterilized  and 
re-used.  It  consists  of  two  parts  — a hollow  hous- 
ing and  a threaded  cap.  To  apply  it  to  the  core, 
the  cap  is  removed  and  the  housing  is  simply 
threaded  over  the  mouthpiece  and  core.  At  the  end 
of  the  core  there  is  a short  piece  of  plain  tape,  which 
is  knotted.  The  knotted  end  is  snugly  placed  in 
the  housing,  the  unused  portion  of  the  tape  snipped 
off,  and  the  threaded  cap  replaced.  There  are  no 
sharp  corners  or  edges  that  might  damage  the  mu- 
cosa. The  weight  guides  the  core  through  the  py- 
lorus. In  some  instances  it  may  be  manipulated 
under  fluoroscopic  control  into  the  duodenum.  The 
time  required  to  pass  the  pylorus  is  less  than  one 
hour  in  the  average  patient. 

PROCEDURE 

The  patient  is  instructed  to  take  nothing  by 
mouth  for  at  least  two  hours  prior  to  the  passage 
of  the  core. 

The  weighted  core  is  allowed  to  remain  in  a 
glass  of  cold  water  until  the  outer  sheath  is  tho- 
roughly moistened.  In  the  meantime,  the  patient 
is  carefully  instructed  to  breath  deeply.  Once  he 


Fig.  1.  Diagram  of  the  gastro-intestinal  cord  (“G.I. 

Cord”)- 

has  learned  that  relaxed,  deep  breathing  overcomes 
the  gag  reflex,  the  actual  passage  of  the  core  may 
begin.  \\'ith  the  mouth  wide  open,  the  core  is 
placed  as  far  back  on  the  protruded  tongue  as 
possible  and  the  patient  instructed  to  swallow. 
Sips  of  water  may  be  given  as  needed,  or  the  sheath 
may  be  coated  with  a small  amount  of  water- 
soluble  surgical  jelly.  The  “esophageal  tug”  is  evi- 
dence that  the  core  is  being  propelled  downward. 
With  each  "tug”  enough  core  is  placed  in  the 
mouth  so  as  to  prevent  any  lumping  or  coiling 
within  the  oral-pharynx.  Any  attempt  to  suck  the 
core  down  is  discouraged. 

Once  the  core  has  passed  the  cricopharyngeus 
muscle,  the  patient  assumes  the  erect  position  and 
continues  to  swallow  until  the  last  marker  is  beyond 
this  point,  or  approximately  18  cm.  of  the  core  has 
been  swallowed. 

If  x-ray  equipment  is  available  he  may  lie  on 
the  table  in  the  supine  position,  the  head  comfor- 
tably elevated  with  pillows,  and  the  position  of  the 
core  accurately  determined  by  fluoroscopy.  If  any 
unusual  coiling  has  occurred  in  the  fundus,  it  may 
be  straightened  by  withdrawing  the  device.  Once 
this  is  accomplished  he  continues  to  swallow  until 
the  weight  has  passed  the  pylorus.  If  pylorospasm 
has  occurred,  gentle  palpations  over  the  site  may 
(Continued  on  next  page) 
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guide  the  weight  into  the  duodenum  (Fig.  2).  Once 
this  has  occurred  the  mouthpiece  may  be  secured 
to  the  cheek  or  garment.  He  should  be  warned  only 
to  take  n'hite  liquids  and  food  until  the  test  is 
completed. 

spot  film  showing  the  position  of  the  core  and 
markers  must  be  taken  before  the  core  is  removed 
(Fig.  3).  If  fluoroscopy  is  employed,  the  usual  pre- 
cautions must  be  followed.  The  operator  must  wear 
gloves  and  apron.  A timing  device  attached  to  the 
fluoroscope  is  of  additional  value. 

If  the  procedure  must  be  performed  without  the 
aid  of  x-ray.  the  original  method  of  Einhorn  may 
be  followed.'  The  presence  of  a positive  bile  stain 
on  the  distal  segment  of  the  core  is  fairly  good  evi- 
dence of  successful  duodenal  intubation. 

FLUORESCEIN  DYE 

We  have  not  found  fluorescein  dye  useful  in  the 
average  case  and  have  employed  it  only  in  those 
cases  showing  evidence  of  hemorrhage,  such  as 
strongly  positive  occult  blood  in  the  stools,  melena 
or  hematemesis.  If  fluorescein  is  used,  we  advocate 
the  method  used  by  Traphagen.-  Five  minutes  be- 
for  the  core  is  removed,  20  ml.  of  a 5 percent 
fluorescein  solution  is  slowly  injected  intravenously. 

clean  pair  of  gloves  is  worn  while  the  dye  is 
being  administered  and  while  the  core  is  being  re- 
moved. A surprisingly  small  amount  of  the  dye  will 
contaminate  the  fingers.  Once  the  core  is  removed 
the  sheath  is  inspected  for  gross  blood  and  bile 
stains  under  ordinary  light.  The  room  is  then  dark- 
ened and  the  inspection  is  repeated  under  an  ultra- 
violet light.  The  examination  is  made  somewhat 
easier  if  the  sheath  is  soaked  in  water  or  in  a 5 
percent  solution  of  sodium  bicarbonate.  The  core 
is  withdrawn  e.xactly  four  minutes  from  the  time 
the  dye  is  injected.  The  active  bleeding  site  is 
indicated  by  the  presence  of  both  gross  blood  and 
fiuorescence  on  the  sheath. 

If  the  dye  is  to  be  used.  Tessalon®  perles  or 
other  anesthetic-producing  throat  lozenges  should 
not  be  given  as  they  may  produce  a false-positive 
fluorescence  to  the  core.  On  the  other  hand,  tension 
may  be  prevented  and  pylorospasm  minimized  by 
the  administration  of  an  all-white  sedative  and 
antispasmodic  mixture  prior  to  swallowing  the  core. 

SLOW  BLEEDING 

The  core  is  particularly  useful  in  detecting  those 
lesions  of  the  upper  digestive  tract  which  release 
variable  amounts  of  blood,  but  not  in  sufficient 
quantities  to  produce  positive  stools.  This  type  of 
bleeding  occurs  intermittently  or  at  the  time  the 
test  is  being  performed.  .\  friable,  edematous  mu- 
cosa is  perhaps  traumatized  by  the  core  to  induce 
bleeding.  There  is  an  analogy  to  be  seen  in  those 
cases  of  ulcerative  procto-sigmoiditis  where  the  mu- 


Fig.  2.  Showing  the  “G.l.  Cord”  in  Normal  position 
in  stomach. 


Fig.  3.  Showing  another  normal  position  of  the  “G.l. 
Cord”  extending  beyond  the  ligment  of  Trieitz.  The 
markers,  inner  core,  and  capsule  are  shown. 
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cosa  is  friable,  edematous,  and  granular.  The  slight- 
est and  most  gentle  swabbing  will  produce  bleeding. 

The  lesions  of  the  upper  digestive  tract  which 
may  produce  slow  bleeding  are  sliding  hiatus  hernia 
atrophic  and  hypertrophic  gastritis,  gastritis  with 
hemorrhagic  erosions,  gastric  polyps,  prolapsing 
antral  folds,  and  duodenal  ulcer  niche.  This  has 
been  our  most  frequent  problem  in  the  ambulatory 
patient.  For  this  reason  the  core  is  left  in  the 
upper  digestive  tract  for  an  average  of  6-8  hours 
before  it  is  removed  and  inspected.  The  grossly 
positive  blood  may  occur  as  a stain,  covering  2-3 
inches  (5-7.5  cm.)  of  the  sheath,  or  as  a small  clot 
in  the  midst  of  the  bile  stain. 

GROSS  ACTIVE  BLEEDING 

If  the  patient  is  hospitalized  for  active  hema- 
temesis,  the  clinician  may  wish  initially  to  rid  the 
stomach  of  blood  clots  by  gastric  lavage  with  ice 
water.  For  this  purpose  we  have  prepared  an  ab- 
sorbent cotton  sheath  which  may  be  slipped  over 
an  Ewald  tube  and  secured  at  both  ends  with  a 
thin  strip  of  non-allergic  adhesive.  The  Ewald  tube 
with  sheath  attached  is  thoroughly  moistened  with 
a surgical  jelly  and  rapidly  introduced  into  the 
stomach,  and  the  lavage  with  ice  water  or  saline  is 
continued  until  the  clots  have  been  removed  or  any 
evidence  of  active  bleeding  has  stopped.  The  tech- 
nique is  an  old  and  reliable  method  of  gastric  cool- 
ing. The  bloated  or  distended  stomach  does  not 
permit  the  stomach  wall  to  contract  about  the 
bleeding  point,  therefore  it  is  essential  that  the 
blood  clots  and  hypersecretions  be  removed.  Once 
this  has  been  accomplished,  or  if  the  bleeding  con- 
tinues simply  to  stain  the  gastric  contents,  fluores- 
cein is  administered  in  the  usual  manner  and  the 
tube  removed  for  inspection.  Spot  x-ray  films  will 
not  be  necessary,  as  a mark  placed  at  the  lips  will 
serve  to  measure  the  distance  to  the  bleeding  point. 
The  sheath  will  likely  be  covered  with  blood,  mak- 
ing the  detection  of  the  dye  difficult.  Drying  the 
sheath,  or  soaking  in  water  or  in  5 per  cent  sodium 
bicarbonate  may  cause  the  fluorescence  to  show 
to  better  advantage.  The  dye  will  not  likely  appear 
as  a single  fluorescent  stain,  but  may  involve  a 
considerable  portion  of  the  sheath;  therefore,  it 
is  important  to  consider  the  most  distal  portion  of 
the  dye-stained  sheath  as  denoting  the  point  of 
bleeding.  The  sheath  is  then  removed,  the  tube 
washed  and  sterilized,  and  a new  sheath  attached. 

RESULTS 

We  have  used  the  core  as  an  office  procedure 
in  37  patients  (Table  1).  The  diagnosis  in  each 
case  has  been  confirmed  by  x-ray.  The  number  of 
gastric  ulcer  cases  was  admittedly  small  and  results 
were  the  least  satisfactory.  The  patients  having  a 


TABLE  1 

Result  of  Study  and  Core  Findings 

FiNprNds'UN  CORK 

Number  Gross  Blood  Occult  Fluorescein 


X-ray  diagnosis  of  cases  Pos.  Neg.  Fecal  blood  Dye 


Duodenal  ulcer 

1.  With  niche 

7 

7 

0 

neg. 

neg. 

1.  Deformity 
only 

9 

6 

3 

neg. 

neg. 

Gastric  ulcer 

3 

1 

2 

neg. 

neg. 

Sliding  hiatus 
hernia 

11 

7 

4 

neg. 

neg. 

Esophageal  vari.x 

1 

1 

0 

neg. 

? 

Gastric  ulcer 

3 

3 

0 

neg. 

not  done 

Prolapsing 
.\ntral  folds 

3 

2 

1 

neg. 

not  done 

37 

27 

10 

0 

0 

hiatus  hernia  showed  a stain  of  2-3  inches  (5-7.5 
cm.)  of  deeply  clotted  blood.  The  cases  of  duodenal 
ulcer  were  striking  in  that  the  blood  stain  was  in- 
variably on  the  bile-stained  segment  of  the  core.  It 
is  readily  admitted  that  the  diagnosis  of  gastritis 
is  properly  within  the  realm  of  the  gastroscopist, 
but  when  the  patients  demonstrated  a lack  of  well- 
defined  mucosal  markings  we  felt  reasonably  as- 
sured that  some  degree  of  atrophic  gastritis  was 
present. 

CONCLUSIONS 

1.  The  disadvantages  of  the  strings  in  common 
usage  have  been  discussed. 

2.  The  findings  in  37  patients  are  tabulated. 

3.  The  method  with  the  new  device  may  be  per- 
formed as  an  office  procedure.  All  37  patients  were 
ambulatory. 

4.  The  importance  of  the  slow  bleeder  is 
stressed. 

5.  A new  method  in  the  study  of  hematemesis  is 
outlined. 

6.  The  new  device  called  the  ‘-impregnation 
core”  for  locating  the  site  of  upper  gastrointestinal 
bleeding  is  described  in  detail. 
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Forms  a Part  Are  Dietary  Sodium  Restriction  And  Administration 

of  Diuretics 

RANDALL  H.  TRAVIS,  *ALD. 


The  Author:  Randall  H.  Travis,  M.D.,  of  Cleveland, 
Ohio,  .isststant  Professor  of  Physiology,  Western  Reserve 
University  Sehool  of  Medicine;  .Assistant  Physician, 
Department  of  Medicine,  University  Hospitals  of  Cleve- 
land; Assistant  Physician,  Benjamin  Rose  Hospital; 
Visitant,  Crile  Veterans  .ddministration  Hospital. 


Disturbances  in  the  volume  and  in  the  com- 
position of  body  fluids  occupy  an  unusual 
place  in  the  catalog  of  problems  which  the  physi- 
cian must  attempt  to  solve.  They  are  not  the  pecu 
liar  responsibility  of  any  recognized  specialty  group 
and  are  common  in  every  kind  of  practice.  Their 
successful  management  requires  no  special  skills  of 
hand  or  of  eye  but  does  require  the  master}-  of  a 
number  of  general  principles.  In  the  paragraphs 
below,  these  principles  are  reviewed  in  language 
which  is  intended  to  display  the  power  of  thinking  of 
body  mechanisms  rather  than  of  details  of  disease 
when  considering  the  prevention  and  treatment  of 
clinical  disturbances  of  body  water.  Particular  the- 
rapeutic recommendations  are  derived  from  general 
principles. 

.\  fundamental  fact,  known  intuitively  to  every- 
one, is  that,  in  healthy  adults,  body  weight  and  se- 
rum concentrations  of  commonly  measured  sub- 
stances are  nearly  the  same  from  day  to  day.  Since 
lean  adult  bodies  are  about  70  per  cent  water  by 
weight,  it  is  reasonable  to  conclude  from  the  evi- 
dence of  nearly  constant  body  weight  that  the 
volume  of  body  water  is  nearly  constant  and  con- 
tains nearly  constant  quantities  of  solutes. 

These  conclusions  suggest  a number  of  possibili- 
ties when  it  is  considered  that  the  intake  of  water  by 
healthy  persons  may  range  from  one  to  four  liters 
daily  with  similarly  wide  ranges  of  intake  of  solute. 
In  order  for  the  volume  of  body  water  and  the 
quantity  of  solutes  to  remain  constant,  the  rate  of 
loss  must  equal  the  rate  of  intake.  If  this  is  true, 
either  the  rate  of  intake  must  be  regulated  to  equal 
the  rate  of  loss  or’  the  rate  of  loss  must  be  regu- 

*Based on  a Lecture  given  at  a Medical  Staff  Edu- 
cational Conference,  Kent  County  Memorial  Hospi- 
tal, Warwick,  Rhode  Island,  on  ’September  11,  1964. 


lated  to  equal  the  rate  of  intake  or  both  intake  and 
loss  must  be  subject  to  an  interrelated  regulation. 
Unhappily  for  the  ph\-sician,  whose  desire  it  is  to 
understand  this  system,  but  happily  for  the  pa- 
tient, the  latter  more  complicated  but  more  flexible 
and,  therefore,  more  successful  arrangement  is  the 
case. 

HOMEOSTASIS  OF  WATER  AND  ELECTROLYTES 

How  is  intake  regulated  and  how  is  it  related 
to  output?  What  regulates  intake  of  water?  It  is 
often  said  that  the  sensation  of  thirst  regulates  the 
intake  of  water.  This  appears  to  be  true  for  dogs, 
camels,  rats,  donkeys  and  goats,  the  mammalian 
species,  other  than  man,  most  intensively  studied. 
These  animals  drink  water  in  amounts  which  are 
near  the  minimum  required  for  good  hydration. 
However,  in  man  the  facts  seem  to  be  different. 
Sedentary  people  do  not  frequently  experience  the 
sensation  of  thirst  and  the  sensation  of  thirst  does 
not  contribute  importantly  to  the  regulation  of 
intake  of  water  for  most  men.  Water  intake  in  man 
is  regulated  by  habit,  by  emotional  tension,  and 
by  pleasure  seeking.  People  drink  water  at  meals 
because  it  is  customary  to  do  so  and  because  it 
assists  in  the  swallowing  of  food;  they  drink  water 
to  comfort  themselves  when  they  are  nervous;  and 
they  drink  various  fluids  for  pleasure.  The  amount 
of  water  obtained  for  these  reasons  is  more  than 
sufficient  for  the  needs  of  healthy  persons. 

If  the  circumstances  of  civilized  living  largely 
prevent  the  sensation  of  thirst  and  therefore  the 
regulation  of  water  intake  by  it,  under  other  cir- 
cumstances in  which  the  sensation  of  thirst  may 
be  presumed  to  occur  and  in  which  water  is  avail- 
able, does  thirst  accurately  regulate  water  intake 
by  man  in  accordance  with  his  needs?  .Apparently 
it  does  not.  During  World  War  II,  Adolph  and  his 
colleagues^  studied  healthy  young  men  doing  rou- 
tine work  in  desert  heat.  The  men  were  conscious 
and  alert  and  had  access  to  drinking  water  in  any 
desired  quantity.  Yet,  during  most  of  the  day,  they 
were  dehydrated  to  the  extent  of  2 to  3 per  cent 
of  body  weight  and  were  fully  hydrated  only  in 
the  periods  immediately  following  meals.  .A  few  men 
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became  seriously  ill  with  “dehydration  exhaustion” 
as  a consequence  of  “voluntary  dehydration.”  The 
clinical  lesson  in  these  reports  is  well  known  to  all. 
A patient  with  unusual  fluid  losses  may  not  drink 
enough  water  even  though  he  is  conscious  and  has 
access  to  water.  The  physician  must  measure  his 
water  intake  and  take  action  to  assure  that  it  is 
adequate. 

Turning  from  water  to  solutes,  and  specifically 
sodium  ion,  we  may  ask:  What  regulates  the  intake 
of  sodium  ion?  The  intake  of  this  substance  is  not 
regulated.  There  appear  to  be  no  specific  receptors 
by  which  an  urge  to  increase  the  intake  of  sodium, 
potassium,  or  other  minerals  may  be  mediated. 
The  patient  who  is  sodium  depleted  complains  of 
thirst,  of  weakness,  and  of  dizziness  on  standing. 
His  symptoms  are  those  of  hypovolemia  and  not 
specifically  related  to  sodium.  It  is  true  that  a few 
patients  with  adrenal  insufficiency  or  salt-wasting 
renal  disease  express  a desire  to  eat  large  quantities 
of  salt,  but  this  is  unusual  and  may  be  a learned 
response  to  the  stimulus  of  hypovolemia.  It  is  a 
happy  circumstance  that  a diet  which  is  palatable 
and  sufficient  in  other  respects  will  be  sufficient 
for  adults  in  sodium  and  other  minerals.  The  so- 
dium content  of  American  diets  is  highly  variable, 
depending  largely  on  personal  tastes,  but  is  ap- 
proximately 150  to  200  mEq.  daily.  The  minimum 
requirement  for  healthy  adults  is  less  than  10 
mEq.  daily  in  the  absence  of  sweating.  Stool  and 
urine  losses  can  be  reduced  to  less  than  1 mEq. 
daily. 

It  is  apparent  that  water  and  electrolyte  intakes 
are  not  regulated  to  meet  merely  minimum  require- 
ments. As  a consequence  of  a variety  of  factors 
which  have  little  relation  to  need,  healthy  adults 
have  water  and  electrolyte  intakes  considerably  in 
excess  of  minimum  requirements.  If  body  contents 
of  water  and  electrolytes  are  to  remain  constant  in 
the  presence  of  highly  variable  and  luxus  intake, 
output  must  be  accurately  and  rather  quickly 
regulated.  How  is  the  output  of  water  and  electro- 
lytes regulated?  The  avenues  of  water  and  electro- 
lyte output  in  health  are  bowel,  skin  and  lungs, 
and  kidney.  In  the  absence  of  diarrhea,  vomiting, 
or  fistula,  losses  from  the  bowel  are  small.  Stool 
water  is  less  than  100  ml.  per  day.  Sodium  and 
potassium  content  of  stool  are  normally  less  than 
10  mEq.  of  each  daily.  The  bowel  obviously  cannot 
be  important  for  regulating  output  of  water  and 
electrolytes  in  health  because  its  output  is  small. 

In  the  absence  of  visible  sweating  or  of  fever, 
water  loss  from  skin  and  lungs  is  about  800  ml. 
per  day  in  adults.  This  amount  is  determined  by  the 
rate  of  heat  production.  Exercise  or  fever  with  in- 
creased heat  production  increases  fluid  loss  from 
skin  and  lungs.  Eever  increases  insensible  w'ater 


295 

loss  about  100  ml.  per  day  for  every  centigrade 
degree  of  increase  in  rectal  temperature.  In  the 
absence  of  sweating,  electrolyte  loss  from  skin  is 
negligible.  However,  Conn-  found  that  men  placed 
in  hot  environments  produced  up  to  7 liters  of 
sweat  daily,  initially  containing  about  50  mEq./L. 
of  sodium.  After  about  ten  days  of  acclimatization, 
the  sodium  concentration  was  reduced  to  less  than 
20  mEq./L.  However,  there  was  no  reduction  in 
the  volume  of  sweat,  and  consequently  large 
amounts  of  sodium  continued  to  be  lost  from  the 
skin. 

In  summary,  water  loss  from  skin  and  lungs  is 
obligatory  and  is  one  of  the  mechanisms  regulating 
body  temperature  rather  than  a mechanism  effec- 
tive in  the  maintenance  of  constant  body  fluid 
volumes.  The  skin  is  an  important  source  of  loss 
of  electrolyte  only  when  sweating  is  copious. 

FORMATION  OF  URINE 

Inasmuch  as  the  bowel,  skin,  and  lungs  are  not 
organs  of  importance  in  the  defense  of  body  fluid 
volume  by  regulation  of  output,  it  appears  that  the 
kidney  must  be  the  organ  principally  responsible. 
How’  is  the  output  of  the  kidney  adjusted  to  regu- 
late body  water  and  electrolyte  content? 

Figure  1 is  a diagram  of  a nephron,  the  func- 
tional unit  of  the  kidney.  It  consists  of  glomerulus, 
proximal  convoluted  tubule,  descending  and  ascend- 
ing limbs  of  the  loop  of  Henle,  distal  convoluted 
tubule,  and  collecting  duct.  The  loop  of  Henle  and 
the  collecting  duct  are  located  in  the  medulla  of 
(Continued  on  next  page) 
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the  kidney,  and  the  glomerulus  and  the  convoluted 
tubules  are  located  in  the  cortex. 

At  the  glomerulus,  a protein  free  filtrate  of  plas- 
ma is  formed.  It  is  from  this  fluid  that  the  kidney 
manufactures  the  extracellular  fluid  by  selective 
tubular  absorption  from  the  glomerular  filtrate. 
The  extracellular  fluid  is  the  creature  of  the  kidney. 
The  amount  of  extracellular  fluid  manufactured  in 
a day  by  the  renal  tubular  epithelium  is  equal  to 
more  than  fifteen  times  the  amount  of  extracellular 
fluid  normally  present  in  the  body. 

■As  the  glomerular  filtrate  moves  down  the  proxi- 
mal tubule  about  80  per  cent  of  it  is  isoosmotically 
absorbed.  Plasma  and  proximal  tubular  fluid  have 
a total  solute  concentration  of  about  285  mOsm. 
per  liter,  about  half  of  which  is  sodium  and  most 
of  the  rest  of  which  is  chloride.  Proximal  tubular 
fluid  absorption  is  largely  the  result  of  active  trans- 
port of  sodium,  with  water  and  chloride  following 
passively. 

The  isoosmotic  property  of  proximal  tubular  ab- 
sorption of  water  and  solute  is  important  in  the 
production  of  osmotic  diuresis.  If  the  proximal  tu- 
bular fluid  contains  a solute  which  is  poorly  ab- 
sorbable, the  unabsorbed  solute  will  restrain  ab- 
sorption of  water  and  larger  quantities  of  fluid  will 
be  delivered  to  more  distal  portions  of  the  nephron 
for  e.xcretion.  The  diuretic  properties  of  mannitol, 
a non-metabolizable  sugar,  are  attributable  to  its 
not  being  absorbed  from  the  glomerular  filtrate. 
Urea  is  absorbed  from  the  tubular  fluid  largely  by 
passive  diffusion,  a process  which  requires  time  for 
its  accomplishment.  When  the  urea  concentration 
of  the  glomerular  filtrate  is  high,  as  in  azotemia, 
incompletely  absorbed  urea  acts  as  an  osmotic 
diuretic.  However,  the  reduced  number  of  nephrons 
in  the  diseased  kidney  limits  the  volume  of  urine 
flow  thus  stimulated.  In  diabetic  hyperglycemia, 
glucose  may  be  filtered  more  rapidly  than  it  can 
be  absorbed  from  the  tubular  lumen,  and  solute 
diuresis  ensues. 

Other  factors  influencing  the  amount  of  sodium 
and  of  water  absorbed  by  the  proximal  tubule  and, 
conversely,  not  absorbed  are:  the  glomerular  fil- 
tration rate,  i.e.,  the  rate  of  delivery  of  sodium  to 
the  proximal  tubule,  and  the  state  of  body  hydra- 
tion. 'Phe  fraction  of  filtered  .sodium  absorbed  by 
the  proximal  tubule  appears  to  he  nearly  constant 
at  any  glomerular  filtration  rate  within  physiologi- 
cal limits.  When  the  filtration  rate  is  high,  proxi- 
mal ab.sorption  of  a constant  fraction  of  filtered 
sodium  results  in  the  escape  of  larger  amounts  of 
scxlium  to  the  distal  nejihron  than  when  the  fil- 
tration rate  is  low  and  the  .same  fraction  is  proxi- 
mally  absorbed.  The  magnitude  of  the  fraction  ab- 
sorbed appears  to  be  related  to  the  state  of  bodily 
hydration.  In  states  of  dehydration  the  fraction 
of  filtered  sodium  ab.sorbed  proximally  is  high, 


resulting  in  the  escape  of  smaller  amounts  of  sodium 
to  the  distal  nephron,  at  any  filtration  rate  within 
physiological  limits.  The  mechanism  by  which  de- 
hydration increases  the  fraction  of  filtered  sodium 
absorbed  proximally  is  presently  unknown  but  is 
presumed  to  be  humoral.^ 

Since  the  proximal  tubular  fluid  is  absorbed 
isoosmotically,  the  interstitial  fluid  surrounding  the 
proximal  tubule  must  be  isoosmotic.  The  proximal 
tubule  is  located  in  the  cortex  of  the  kidney,  and,  as 
predicted,  the  renal  cortex  is  isoosmotic.  However, 
the  situation  is  quite  different  in  the  medulla  and 
papilla  of  the  kidney  where  the  loop  of  Henle  is 
located. 

As  tubular  fluid  moves  up  the  ascending  limb  of  the 
loop  of  Henle,  sodium  is  absorbed  hyperosmotically. 
Consequently,  as  the  fluid  traverses  the  ascending 
limb  of  the  loop  of  Henle,  the  intraluminal  fluid 
becomes  hypoosmotic.  As  a consequence  of  the  ab- 
sorption of  a hyperosmotic  fluid  by  the  ascending 
limb  of  the  loop,  the  interstitial  fluid  of  the  medul- 
la and  papilla  is  hyperosmotic.  The  epithelium  of 
the  descending  limb  of  the  loop  of  Henle  seems  to 
allow  the  entrance  of  some  of  this  hyperosmotic 
fluid  into  the  lumen,  and,  consequently,  fluid  tra- 
versing the  descending  limb  becomes  progressively 
hyperosmotic,  attaining  a maximum  osmolarity  of 
about  1400  mOsm./L.  at  the  tip  of  the  loop  in  man. 
before  beginning  its  passage  of  the  ascending  limb, 
during  which  it  becomes  hypoosmotic  before  enter- 
ing the  distal  convoluted  tubule. 

In  the  distal  convoluted  tubule,  more  sodium 
may  be  absorbed,  .-^t  this  site,  sodium  absorption 
appears  to  occur,  at  least  in  part,  by  exchange 
either  for  potassium  ion  or  for  hydrogen  ion.  These 
e.xchange  processes  are  in  competition  and  both  are 
facilitated  by  aldosterone. 

The  distal  convoluted  tubule,  located  in  the  cor- 
tex of  the  kidney,  is  continuous  with  the  collecting 
duct,  located  in  the  hyperosmotic  medulla  and  pa- 
pilla. If  antidiuretic  hormone  is  present  in  suffi- 
cient concentration,  the  collecting  duct  membrane 
is  permeable  to  water,  and  water  is  transported  by 
osmotic  force  from  the  collecting  duct  lumen  into 
the  hyperosmotic  interstitium  of  the  medulla  and 
papilla.  Consequently  a hyperosmotic  urine  will  be 
delivered  to  the  pelvis  of  the  kidney.  Under  maxi- 
mal antidiuretic  hormone  influence,  normal  kid- 
neys may  concentrate  urine  to  the  osmolarity  found 
in  the  papilla  of  the  kidney,  about  1400  mOsm./L. 
This  corresponds  to  a specific  gravity  greater  than 
1.020.  In  the  absence  of  antidiuretic  hormone,  the 
collecting  duct  epithelium  is  relatively  impermeable 
to  water,  and  an  isoosmotic  or  hypoosmotic  urine 
will  be  e.xcreted. 

FACTORS  AFFECTING  VOLUME  AND 
COMPOSITION  OF  URINE 

In  the  cour.'^e  of  this  brief  review  of  the  processes 
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by  which  urine  is  formed,  three  factors  have  been 
mentioned  which  are  determined  by  events  occurring 
outside  the  kidney  but  which  influence  the  volume 
and  composition  of  urine.  These  three  factors  are: 

1 ) the  glomerular  filtration  rate,  2 ) aldosterone 
concentration  in  body  fluids,  and  3 ) antidiuretic 
hormone  concentration  in  body  fluids.  It  is  by 
means  of  changes  in  glomerular  filtration  rate,  in 
rate  of  secretion  of  aldosterone,  and  in  rate  of  se- 
cretion of  antidiuretic  hormone  that  the  output  of 
the  kidney  is  adjusted  to  meet  body  needs  for  ex- 
cretion of  water  and  solutes. 

The  rate  of  glomerular  filtration  is  about  180  L. 
per  day  in  normal  adults.  It  is  determined  by  the 
hemodynamic  mechanisms  which  tend  to  maintain 
blood  pressure.  In  hemorrhage,  dehydration,  so- 
dium depletion,  and  other  states  characterized  by 
hypovolemia  and  compensatory  vasoconstriction, 
blood  is  shunted  away  from  the  kidney  and  per- 
fusion of  other  areas  is  better  maintained  at  the 
expense  of  renal  perfusion.  The  resultant  reduction 
of  glomerular  filtration  rate  promotes  more  nearly 
complete  proximal  tubular  absorption  of  sodium 
and  water.  Consequently,  if  there  is  sodium  and 
water  intake,  extracellular  fluid  volume  is  repleted, 
or,  in  the  absence  of  sodium  and  water  intake,  extra- 
cellular fluid  volume  is  conserved. 

Factors  important  in  the  regulation  of  the  rate 
of  aldosterone  secretion  are  more  easily  appreciated 
after  a brief  recapitulation  of  experiments  done  in 
dogs.  In  that  species,  the  following  stimuli  increase 
the  secretion  of  aldosterone:  1)  hemorrhage,  2) 
sodium-restricted  diet,  3)  supradiaphragmatic  con- 
striction of  the  inferior  vena  cava,  and  4)  bilateral 
constriction  of  the  common  carotid  arteries.  (The 
latter  stimulus  is  ineffective  after  bilateral  carotid 
denervation.)  Hemorrhage  reduces  total  blood  vol- 
ume, venous  pressure,  and  arterial  pressure.  Sodium- 
restricted  diets  reduce  total  blood  volume,  venous 
pressure,  and  arterial  pressure.  Chronic  inferior 
caval  constriction  increases  total  blood  volume,  in- 
creases venous  pressure  in  most  parts  of  the  vas- 
cular tree,  and  reduces  arterial  blood  pressure.  Bi- 
lateral constriction  of  the  common  carotid  arteries 
results  in  a reduction  in  arterial  blood  pressure  in 
the  carotid  arteries  distal  to  the  constriction,  in- 
tense generalized  arteriolar  constriction,  and  a rise 
in  blood  pressure  in  the  arterial  tree,  excepting 
the  carotid  arteries,  as  a consequence  of  reduced 
stimulation  of  carotid  baroreceptors.  From  these 
experiments  it  may  be  seen  that  the  rate  of  aldoste- 
rone secretion  is  independent  of  blood  volume,  of 
venous  pressure,  and  even  of  arterial  blood  pressure. 
It  is  dependent  on  some  property  of  arterial  hemo- 
d\mamics  and  is  increased  when  mechanisms  caus- 
ing vasoconstriction  with  consequent  maintenance 


or  restoration  of  blood  pressure  are  activated.  The 
precise  stimulus  is  unknown. 

The  known  mechanisms  by  which  increased  al- 
dosterone secretion  is  brought  about  are  increased 
pituitary  .\CTH  secretion  and  increased  formation 
of  angiotensin  in  circulating  blood  as  a consequence 
of  increased  release  of  the  enzyme  renin  by  the 
kidney.  Both  .A.CTH  and  angiotensin  act  directly 
on  the  adrenal  cortex  to  increase  the  secretion  of 
aldosterone.  In  addition,  angiotensin  is  a potent 
vasoconstrictor  and,  therefore,  pressor  substance. 

The  rate  of  secretion  of  antidiuretic  hormone 
from  the  posterior  pituitary  is  influenced  by  neural 
mechanisms  which  are  analogous  to  or  identical 
with  those  regulating  aldosterone  secretion.  Hypo- 
volemia and  the  associated  compensatory  vaso- 
constriction are  associated  with  increased  secretion 
of  antidiuretic  hormone.  The  increased  antidiuretic 
hormone  tends  to  conserve  blood  volume  and  pres- 
sure by  reducing  the  volume  of  urine  and  may 
have  some  direct  immediate  action  augmenting 
blood  pressure  by  virtue  of  its  vasoconstricting 
properties. 

However,  the  most  important  stimulus  to  anti- 
diuretic hormone  secretion  occurring  in  daily  life 
is  increased  plasma  osmolarity.  The  most  minute 
measurable  changes  in  plasma  osmolarity  ( less  than 
5 per  cent)  are  followed  by  changes  in  antidiuretic 
hormone  secretion.  Since  nearly  90  per  cent  of  the 
plasma  osmolarity  is  accounted  for  by  sodium  ion 
and  its  accompanying  anion,  chloride,  it  is  appar- 
ent that,  with  few  e.xceptions,  an  increase  in  serum 
(Continued  on  next  page) 
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sodium  concentration  will  be  succeeded  by  an  in- 
crease in  antidiuretic  hormone  secretion,  tending  to 
conserve  water  and  thus  to  reduce  plasma  osmolar- 
ity  and  sodium  chloride  concentration,  if  there  is 
intake  of  water.  A reduction  in  plasma  osmolarity 
brings  about  a reduction  in  antidiuretic  hormone 
secretion.  This  mechanism  is  responsible  for  the  fact 
that  when  140  mEq.  of  sodium  is  retained  in  the 
body,  one  liter  of  water  will  be  retained  as  extra- 
cellular fluid,  assuming  a sufficient  water  intake. 

These  facts  and  concepts  suggest  a model  for 
maintenance  of  blood  pressure,  body  fluid  volume, 
and  salt  concentration  which  is  interlocked  and 
self-correcting.  This  is  shown  in  Fig.  2.  A tendency 
to  vasconstriction  due  to  hj-povolemia,  e.g.  follow- 
ing hemorrhage  or  sodium  deprivation,  is  associated 
with  increased  aldosterone  secretion.  The  resultant 
renal  sodium  retention  would  increase  serum  so- 
dium concentration,  if  it  were  not  for  the  fact  that 
small  rises  in  serum  sodium  concentration  stimu- 
late antidiuretic  hormone  secretion  and  renal  water 
retention. 

The  retained  volume  of  water  tends  to  sustain 
blood  pressure.  If  the  tendency  to  reduced  blood 
pre.ssure  is  diminished,  secretion  of  aldosterone  and 
antidiuretic  hormone  and  the  consequent  renal  so- 
dium and  water  retention  are  diminished.  Thus, 
extracellular  fluid  volume,  plasma  volume,  blood 
pressure,  plasma  osmolarity,  and  serum  sodium 
concentration  tend  to  be  stabilized  and  defended 
against  perturbations  produced  by  hemorrhage,  de- 
hydration, changes  in  posture  from  supine  to  stand- 
ing, and  the  multitude  of  challenges  occurring  in 
health  and  disease. 


QUANTITATIVE  ASPECTS  OF  RENAL 
SODIUM  AND  WATER  EXCRETION 


This  model  represents  in  a qualitative  way  the 
humoral  regulation  of  renal  function  as  it  is  pres- 
ently conceived.  Certain  quantitative  features  of 
this  regulatory  system  are  indicated  in  Fig.  3.  The 
horizontal  coordinate  represents  units  of  length 
along  the  nephron.  The  proximal  tubule,  loop  of 
Henle,  distal  tubule,  and  collecting  duct  are  demar- 
cated by  vertical  lines.  In  the  upper  figure,  the 
vertical  coordinate  is  graduated  in  mFq.  of  sodium 
per  day.  In  the  lower  figure,  the  vertical  coordinate 
is  graduated  in  liters  of  water  per  day.  Thus  the 
graph  shows  mFq.  of  sodium  per  day  reaching 
various  parts  of  the  nephron  (upper  figure)  and 
liters  of  water  per  day  reaching  the  same  portions 
of  the  nephron  (lower  figure).  Approximately 
25,000  mFq.  of  sodium  and  180  L.  of  water  are 
filtered  per  day.  Normally  about  80  per  cent  of 
these  quantities  are  isoosmotically  absorbed  in  the 
proximal  tubule,  leaving  about  20  per  cent  for 
humorally  influenced  distal  tubular  handling.  If 
an  adrenalectomized  patient,  unable  to  secrete 
aldosterone,  is  given  no  hormonal  substitution  the- 
rapy except  a glucocorticoid,  which  lacks  sodium 
retaining  activity  but  helps  to  maintain  glomerular 
filtration  rate,  he  will  excrete  about  100  mFq.  of 
sodium  per  day  despite  a negative  sodium  balance, 
shrinking  plasma  volume,  decreasing  cardiac  output 
and  decreasing  glomerular  filtration  rate.^  In  a pa- 
tient under  maximal  aldosterone  influence,  sodium 
excretion  approaches  zero.  Therefore,  it  may  be  said 
that  aldosterone  mediates  the  distal  tubular  ab- 
sorption of  at  least  100  mFq.  of  sodium  per  day. 
If  a patient  with  inability  to  secrete  antidiuretic 
hormone  is  given  sufficient  fluid  to  prevent  dehy- 
dration and  reduction  of  glomerular  filtration  rate, 
he  may  excrete  more  than  20  liters  of  water  per 
day.  When  substantial  amounts  of  antidiuretic  hor- 
mone are  given,  urine  volume  may  be  less  than  0.8 
liters  per  day.  Thus  antidiuretic  hormone  mediates 
the  tubular  absorption  of  up  to  20  liters  of  water 
per  day. 

APPLICATION  OF  PRINCIPLES  TO  TREATMENT 
OF  EDEMA 

The  general  principles  described  above  find  par- 
ticular and  useful  application  in  the  treatment  of 
edema. 

There  are  three  kinds  of  edema:  1 ) inflammatory 
edema,  the  local  swelling  associated  with  local  in- 
flammation. 2 ) lymphedema  resulting  from  obstruc- 
tion of  lymphatic  channels,  and  3)  the  edema  as- 
sociated with  disturbances  of  the  cardiovascular- 
renal  system,  which  might  be  called  hemodynamic 
edema.  The  most  commonly  encountered  examples 
of  the  third  kind  of  edema  are  in  heart  failure,  in 
the  nephrotic  syndrome,  and  in  hepatic  cirrhosis. 
The  paragraphs  to  follow  are  concerned  with  this 
kind  of  edema. 
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Edema  is  an  increase  in  the  volume  of  the  inter- 
stitial fluid,  that  portion  of  the  extracellular  fluid 
which  is  extravascular.  In  normal  persons,  the  in- 
terstitial fluid  accounts  for  less  than  15  per  cent 
of  body  weight.  When  edema  is  definitely  detecta- 
ble by  clinical  signs,  the  interstitial  fluid  has  in- 
creased to  about  25  per  cent  of  body  weight.  In 
some  massively  edematous  patients,  50  per  cent  of 
the  body  weight  consists  of  interstitial  fluid. 

What  forces  cause  a movement  of  excessive  fluid 
from  the  intravascular  space  into  the  interstitial 
space  and  what  forces  keep  it  there,  i.e.,  what 
physiological  disturbances  are  required  for  the  de- 
velopment and  maintenance  of  edema? 

Two  types  of  disturbances  must  be  present  to 
produce  edema  and  neither  alone  is  sufficient.  They 
are:  1)  an  imbalance  of  the  forces  normally  causing 
exchange  of  fluid  between  the  capillary  lumen  and 
the  interstitial  space  such  that  net  forces  moving 
fluid  from  the  capillary  lumen  to  the  interstitial 
space  are  exaggerated  and  2)  a failure  of  the  kid- 
neys to  excrete  as  much  sodium  ion  as  the  patient 
ingests  or,  more  accurately  expressed,  a positive 
sodium  balance  resulting  from  a failure  of  the 
kidney  normally  to  excrete  sodium.  An  important 
part  of  the  renal  disturbance  is  increased  tubular 
sodium  absorption  attributable  to  increased  aldos- 
terone secretion. 

What  are  the  forces  which  regulate  the  normal 
exchange  of  fluid  between  the  capillary  and  the 
interstitial  space?  In  Fig.  4 at  the  top  is  represented 
a capillary  with  the  arteriolar  end  at  the  left  and 
the  venular  end  at  the  right.  Two  kinds  of  pressures 
influence  the  movement  of  fluid  across  the  capil- 
lary wall  and  they  are  opposed.  The  first  is  the 
hydrostatic  pressure  within  the  capillary,  that  pres- 
sure within  blood  vessels  which  is  created  by  the 
pumping  action  of  the  heart.  It  falls  progressively 
from  the  arteriolar  end  of  the  capillary  to  the  venu- 
lar end  and  is  represented  by  the  line  labelled  P],- 
This  pressure  tends  to  push  fluid  out  of  the  capil- 
lary. The  second  kind  of  pressure  is  the  plasma 
oncotic  pressure,  represented  in  Fig.  4 by  the  line  la- 
belled Po,  which  tends  to  move  fluid  from  the  inter- 
stitial space  into  the  capillary  lumen.  The  plasma 
oncotic  pressure  is  that  osmotic  pressure  of  the 
plasma  attributable  to  its  protein,  which  cannot 
pass  through  the  capillary  wall,  although  all  other 
plasma  solutes  move  freely  through  the  capillary 
wall.  The  difference  between  the  plasma  oncotic 
pressure  and  the  plasma  hydrostatic  pressure  is 
called  the  net  filtration  pressure. 

Fig.  4 graphically  displays  the  concept  that  at 
the  arteriolar  end  of  the  capillary  the  plasma  hy- 
drostatic pressure  tending  to  move  fluid  out  of  the 
capillary  exceeds  the  plasma  oncotic  pressure  tend- 
ing to  move  fluid  into  the  capillary.  At  the  venular 
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end,  the  plasma  oncotic  pressure  exceeds  the  plasma 
hydrostatic  pressure  and  fluid  tends  to  move  into 
the  capillary  lumen.  In  normal  persons,  if  the  ef- 
fects along  the  length  of  the  capillary  are  summed, 
the  amount  of  fluid  leaving  the  capillary  equals  the 
amount  entering  it  plus  lymphatic  drainage. 

In  patients  with  congestive  heart  failure,  the 
plasma  hydrostatic  pressure  at  the  venular  end  of 
the  capillary  is  increased  (net  filtration  pressure 
is  increased)  and  fluid  tends  to  accumulate  in  the 
interstitial  space.  In  the  nephrotic  syndrome,  when 
massive  proteinuria  results  in  a reduction  in  the 
concentration  of  plasma  protein,  the  reduction  in 
plasma  oncotic  pressure  increases  the  net  filtration 
pressure.  In  hepatic  cirrhosis,  increased  hydrostatic 
pressure  in  the  tributaries  to  the  portal  vein  pro- 
motes ascites  formation  while  hypoproteinemia  pro- 
motes generalized  edema  formation. 

The  edema  of  heart  failure,  of  the  nephrotic  syn- 
drome, and  of  hepatic  cirrhosis  require  for  their 
production  an  increase  in  net  filtration  pressure, 
but  an  increase  in  net  filtration  pressure  cannot 
result  in  the  formation  of  large  amounts  of  edema 
without  renal  sodium  retention  and  the  water  re- 
tention associated  with  it.  The  disturbances  in  the 
capillary  tend  to  be  self-limited  in  that,  as  the 
volume  of  fluid  in  the  interstitial  space  is  increased, 
the  hydrostatic  pressure  in  the  interstitial  space  is 
increased,  opposing  the  plasma  hydrostatic  pres- 
sure, and  the  tendency  to  edema  formation  is  re- 
duced. Furthermore,  the  continuing  net  movement 
of  fluid  out  of  the  intravascular  space  is  hemody- 
namica’ly  the  equivalent  of  hemorrhage.  If  the  in- 
travascular fluid  volume  underwent  no  replace- 
ment, arterial  blood  pressure  and  capillary  hydro- 
static pressure  would  fall  and  edema  formation 
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would  cease.  It  is,  therefore,  apparent  that  continu- 
ing edema  formation  is  possible  only  if  the  net 
loss  of  intravascular  fluid  volume  to  the  interstitial 
space  is  continuously  replaced,  a process  requiring 
renal  sodium  and  water  retention. 

In  Fig.  5,  these  concepts  are  diagrammed.  In- 
cluded in  this  figure  is  an  important  therapeutic 
principle:  if  there  is  to  be  an  ever  greater  cumu- 
lative positive  sodium  balance,  there  must  be  a 
continuing  sodium  intake.  Edema  formation  must 
cease  when  the  excretion  of  sodium  equals  or  ex- 
ceeds sodium  intake  (sodium  balance  is  zero  or 
negative).  Fortunately,  most  patients,  even  those 
with  severe  edema-forming  tendencies,  can  be  in- 
duced to  excrete  some  sodium  by  administration 
of  diuretics.  If  the  intake  of  sodium  is  reduced  to 
a quantity  less  than  that  excreted,  the  quantity  of 
edema  will  be  reduced. 

Also  implicit  in  Fig.  5 is  the  concept  that  the 
movement  of  fluid  from  the  intravascular  space  to 
the  interstitial  space,  the  physiological  equivalent 
of  hemorrhage,  constitutes  a stimulus  to  increased 
aldosterone  secretion. 

NEPHROTIC  SYNDROME 

The  mechanisms  presented  above  can  be  assem- 
bled into  a model  for  the  pathogenesis  of  edema  in 
the  nephrotic  syndrome.  The  glomerular  defect 
characteristic  of  this  disease  leads  to  proteinuria, 
hypoproteinemia,  and  transudation  of  fluid  into 
the  interstitial  space.  The  loss  of  fluid  from  the 
intravascular  space  results  in  a tendency  to  hypo- 
volemia, which  has  been  demonstrated  to  be  present 
in  this  condition.  The  hypovolemia  of  the  nephro- 
tic syndrome  is  a stimulus  to  increased  aldosterone 
secretion  and  to  renal  sodium  and  water  retention 
just  as  the  hypovolemia  of  hemorrhage  is  a stimu- 
lus to  increased  aldosterone  secretion  and  to  sodium 
and  water  retention.  The  retained  sodium  and  wa- 
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ter  tends  to  maintain  the  elevated  capillary  net 
filtration  pressure  resulting  in  additional  edema 
formation. 

In  Fig.  6 can  be  discerned  not  only  the  sequence 
of  events  leading  to  the  development  of  the  edema 
of  the  nephrotic  syndrome,  but  also  the  points  at 
which  the  sequence  can  be  therapeutically  inter- 
rupted. The  administration  of  .ACTH,  corticoste- 
roids, or  immunosuppressive  therapy  is  believed  so 
to  alter  the  lesion  of  the  glomerulus  that  proteinu- 
ria is  diminished  or  prevented,  and  hypoproteine- 
mia and  its  sequelae  are  diminished  or  prevented. 
Hypoproteinemia  may  be  attacked  directly  by  the 
administration  of  serum  albumen,  and  diuresis  fol- 
lows the  increase  in  the  concentration  of  serum 
protein.  However,  this  mode  of  therapy  is  expensive 
and  the  benefits  short-lived  since  the  infused  pro- 
tein is  as  rapidly  excreted  as  is  the  patient’s  own 
.serum  protein.  Symtomatic  relief  may  be  obtained 
by  reducing  edema  by  a low  sodium  diet  and  by 
the  administration  of  an  aldosterone  antagonist  or 
a diuretic  preventing  renal  sodium  retention. 

Fig.  7 is  a diagram  of  current  views  concerning 
the  pathogenesis  of  edema  in  hepatic  cirrhosis.  He- 
patic scarring,  causing  increased  hydrostatic  pres- 
sure in  the  splanchnic  capillary  bed,  and  loss  of 
ability  to  synthesize  plasma  protein,  causing  hypo- 
proteinemia and  reduced  plasma  oncotic  pressure, 
result  in  increased  capillary  filtration  pressure,  as- 
cites, and  edema.  The  displacement  of  blood  from 
the  arterial  side  to  the  venous  side  of  the  circula- 
tion, perhaps,  is  associated  with  some  stimulus  to 
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increased  aldosterone  production,  which  occurs  re- 
gularly in  patients  with  cirrhosis  during  periods  of 
ascites  and  edema  formation. 

The  diagram  highlights  the  fact  that  ideal  the- 
rapy would  lead  to  restoration  of  liver  biochemical 
functions  and  reduction  of  scarring,  presently  at- 
tempted by  rest,  by  avoidance  of  hepatotoxins  and 
alcohol,  and  by  diet.  Although  both  the  nephrotic 
patient  and  the  cirrhotic  patient  are  subject  to  hy- 
poproteinemia,  their  dietary  requirements  for  pro- 
tein may  be  quite  different.  The  diet  of  the  nephro- 
tic patient  should  contain  protein  in  excess  of  one 
gm./kg.  of  body  weight  to  promote  plasma  protein 
synthesis.  However,  the  patient  with  severe  he- 
patic cirrhosis  may  develop  hepatic  coma  if  given 
too  much  dietary  protein.  Consequently  it  is  wise, 
initially,  to  compromise  between  the  need  for  die- 
tary protein  for  protein  synthesis  and  the  danger  of 
hepatic  coma.  A reasonable  dietary  protein  on  ad- 
mission is  0.5  gm./kg.  of  body  weight,  increasing 
this  amount  as  the  disease  improves,  monitoring  the 
patient  for  the  flapping  tremor  and  the  irritable 
apathy  of  impending  hepatic  coma. 

Prevention  of  renal  sodium  retention  and  reduc- 
tion of  edema  and  ascites  by  administration  of 
spironolactone  and  diuretics,  together  with  a low 
sodium  diet,  provides  symptomatic  relief.  Abdom- 
inal paracentesis  should  be  performed  infrequently 
since  it  results  in  large  losses  of  protein,  is  often 
followed  by  hypotension  and  provides  only  tem- 
porary benefits.  The  most  frequent  indication  is 
respiratory  embarrassment  resulting  from  elevation 
of  the  diaphragm. 


CONGESTIVE  HEART  FAILURE 

Fig.  8 is  a diagram  of  a postulated  sequence 
leading  to  edema  in  congestive  heart  failure.  The 
process  of  sequestration  of  blood  volume  in  the 
great  veins  acts  not  only  to  increase  venous  pres- 
sure and,  therefore,  to  increase  capillary  filtration 
pressure,  but  also  to  increase  aldosterone  secretion 
which,  together  with  reduced  glomerular  filtration 
rate  in  some  patients,  results  in  edema  formation. 

•Administration  of  digitalis  to  increase  the  pump- 
ing ability  of  the  heart  and  limitation  of  activity  to 
reduce  the  demands  made  upon  the  heart  consti- 
tute therapy  related  to  the  primary  disorder  in 
congestive  heart  failure.  Inability  of  the  heart  to 
meet  the  demand  for  cardiac  output.  Treatment  di- 
rected against  the  edema,  low  salt  diet,  diuretics  and 
.spironolactone,  is  of  critical  importance  in  heart 
failure  predominantly  of  the  left  ventricle  because 
of  the  prominent  tendency  to  formation  of  edema 
in  the  lungs  in  this  condition. 
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PROPERTIES  OF  DIURETICS 

Features  common  to  the  treatment  of  diseases  in 
which  edema  forms  are  dietary  sodium  restriction 
and  the  administration  of  diuretic  agents.  There 
are  numerous  diuretic  drugs  available  and  exami- 
nation of  their  different  modes  of  action  is  helpful 
in  using  them  to  best  advantage. 

Fig.  9 shows  a schematic  nephron  and  the  sites 
of  action  of  a variety  of  popular  diuretic  substan- 
ces in  the  nephron.  From  a therapeutic  point  of 
view  the  modes  of  action  of  all  diuretic  substances 
used  for  the  reduction  of  edema  are  either  to  pro- 
mote the  entrance  of  sodium  into  the  renal  tubule 
system  or  to  prevent  the  tubular  absorption  of 
sodium,  thus  increasing  the  excretion  of  sodium. 

Since  the  amount  of  sodium  excreted  bears  some 
relation  to  the  amount  of  sodium  filtered,  any  agent 
(Continued  on  ne.xt  page) 
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SITES  OF  ACTION  OF  DIURETICS 


which  increases  the  glomerular  filtration  rate  may 
increase  sodium  excretion.  Both  aminophyllin  and 
corticosteroids  tend  to  increase  glomerular  filtra- 
tion rate,  but  the  natriuretic  action  in  both  instan- 
ces is  probably  predominantly  the  result  of  poorly 
defined  tubular  effects.  Neither  aminophyllin  nor 
corticosteroids  are  effective  diuretics  when  used 
alone;  each  is  used  as  an  adjunct  to  other  diuretic 
agents. 

Organic  mercurial  diuretics  and  thiazides  act  by 
inhibiting  proximal  tubular  sodium  absorption. 
Thiazides  have  an  additional  effect  of  inhibiting 
sodium  absorption  in  the  distal  tubule.  The  thia- 
zides, like  acetazolamide.  inhibit  the  enzyme  car- 
bonic anhydrase.  necessary  for  the  production  of 
hydrogen  ions  which  are  exchanged  for  intralu- 
minal sodium  ions  in  the  normal  process  of  acidifi- 
cation of  urine.  However,  authorities  are  agreed 
that  the  action  of  thiazide  diuretics  is  not  entirely 
explained  by  carbonic  anhydrase  inhibition  alone, 
for  the  thiazides  may  be  effective  for  months  or 
years,  in  contrast  to  acetazolamide,  a "pure  " car- 
bonic anhydrase  inhibitor,  which  loses  its  effec- 
tiveness within  a few  days. 

Spironolactones  are  diuretic  agents  by  virtue  of 
their  inhibition  of  the  distal  tubular  aldosterone- 
mediated  sodium-for-potassium-and-hydrogen-ion 
exchanges. 

.\mmonium  chloride,  calcium  chloride,  and  ar- 
ginine hydrochloride  also  act  at  a distal  tubular 
site  and  are  effective  because  they  acidify  the 
urine.  When  the  fluid  reaching  the  distal  tubule  is 
more  acid,  the  exchange  of  sodium  for  hydrogen 
ions,  by  which  urine  is  normally  acidified,  is  re- 
duced because  the  hydrogen  ion  exchanged  must 
be  excreted  against  a greater  chemical  gradient. 
The  natriuretic  effect  of  acidifying  substances  dis- 
appears after  a few  days  because,  in  the  presence 
of  acidosis,  the  kidney  increases  its  rate  of  produc- 


tion of  ammonia  (XH:!)  which  diffuses  into  the 
tubular  fluid,  forming  a complex  with  the  hydro- 
gen ion  to  form  ammonium  ion  (XH4~),  thus  re- 
ducing the  gradient  against  which  hydrogen  ion 
must  be  secreted  in  exchange  for  sodium  ion. 

The  clinical  significance  of  different  sites  and 
modes  of  action  of  diuretics  is  that  they  may  be 
given  in  rational  combinations,  if  a single  agent 
does  not  produce  a satisfactory  diuresis.  If  an 
agent  having  action  on  the  proximal  tubule  is  in- 
effective, it  may  be  the  result  of  nearly  complete 
distal  tubular  absorption  of  the  increased  sodium 
delivered  to  it  as  a consequence  of  the  administra- 
tion of  the  drug.  In  this  case,  the  additional  and 
simultaneous  administration  of  an  agent  which 
blocks  distal  tubular  sodium  absorption  may  result 
in  a satisfactory  diuresis.  Combinations  which 
have  been  recommended  are: 

1.  aminophyllin  and  mercurial  diuretics 

2.  corticosteroids  and  thiazides 

3.  mercurial  diuretics  and  acidifying  salts 

4.  thiazides  and  spironolactone. 

However,  any  combination  of  agents  effective  at 
different  sites  or  having  different  modes  of  action 
may  be  useful. 
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THE  USE  OF  MUSCLE  BIOPSY 

Data  Obtained  From  Muscle  Biopsy  and  Serum  Electrolytes 
Processed  in  Computer  May  Give  Adequate  Information  on 
Distribution  of  Electrolytes  and  Water  in  Major  Body 
Compartments 
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At  the  present  time,  evaluation  of  the  fluid 
and  electrolyte  status  of  a patient  is  chiefly 
devoted  to  their  concentrations  in  the  vascular 
compartment.  Maintenance  of  the  composition  of 
this  compartment  is  dependent  on  feed  back  me- 
chanisms; adjustments  are  carried  out  for  volume 
(renin-aldosterone),  electrolytes  (Na-H,  kidney), 
water  (anti-diuretic  hormone,  ADH),  and  acid- 
base  regulation  (lung  and  kidney).  Because  of  the 
numerous  alterations  continuously  occurring  in  this 
compartment,  it  is  the  least  helpful  in  evaluating 
a comple.x  problem  of  electrolyte  imbalance  in- 
volving massive  changes  of  fluid  and  electrolytes. 
In  the  adult,  total  body  water  is  approximately 
40  liters  and  the  vascular  compartment  consists  of 
only  5 liters.  Thus,  an  analysis  of  the  vascular  space 
may  be  inadequate  in  furnishing  information  about 
the  total  body  fluid. 

It  is  remarkable  that  so  much  has  been  accom- 
plished in  the  treatment  of  electrolyte  and  water 
imbalance  by  the  evaluation  of  the  vascular  com- 
partment. However,  at  times,  it  has  resulted  in  an 
incorrect  diagnosis  with  consequent  deleterious 
treatment,  as  in  the  following  example; 

A 50-year-old  male  was  admitted  with  dyspnea 
and  chills  of  two  days’  duration.  He  was  accus- 
tomed to  a large  wine  intake.  A fall  three  days 
previously  caused  contusion  of  the  nose  and  left 
leg.  He  was  febrile  (106.4°F.  or  41.3°C.),  dyspneic, 
and  appeared  clinically  dehydrated  with  a dry 
tongue,  injected  pharynx,  and  concentrated  urine 
(Sp.  Gr.  1.024).  Blood  pressure  was  variably  ele- 
vated from  280/110  to  145/100  mm.  of  Hg.,  and 
there  was  cardiac  enlargement.  The  left  leg  was 
cold  and  without  peripheral  pulses.  There  was  clin- 
ical and  x-ray  evidence  of  pneumonia  in  the  right 
lung.  Hematology  examination  revealed  Hb.  15.5 
gm.  per  cent,  white  blood  count  23,400,  neutrophils 
83  per  cent,  band  forms  2,  lymphocytes  16,  mono- 
cytes 2.  The  serum  sodium  was  125  mEq./L.  (nor- 
mal 135-145),  potassium  4.1  mEq./L.  (normal 


4-5),  chlorides  88  mEq./L.  (normal  95-105),  CO2 
combining  power  mEq./L.  (normal  19-32),  blood 
urea  nitrogen.  (BUN)  18  mg.  per  cent  (normal 
7-25). 

He  was  treated  with  antibiotics  and  intravenous 
fluids,  receiving  4000  ml.  of  5 per  cent  dextrose  in 
normal  saline  \n  iy'2  hours.  The  fluid  administra- 
tration  was  predicated  on  the  clinical  evidence  of 
dehydration  and  hyponatremia. 

The  patient  died  on  the  day  of  admission,  and 
the  autopsy  revealed  overhydration  of  the  tissues, 
cardiac  hypertrophy,  pulmonary  congestion  and 
edema,  and  fatty  metamorphosis  of  the  liver. 

A muscle  analysis  ( to  be  subsequently  discussed ) 
obtained  from  the  autopsy  revealed  overhydration 
concurring  with  the  autopsy  findings.  The  hypo- 
natremia (125  mEq./L.)  was  a dilution  effect  re- 
sulting from  overhydration  of  the  vascular  com- 
partment. Hence,  the  routine  electrolyte  studies 
and  the  clinical  impression  of  dehydration  provided 
misinformation  and  resulted  in  incorrect  treatment. 

Improved  understanding  and  treatment  of  elec- 
trolyte and  fluid  imbalance  will  result  from  de- 
terminations of  electrolyte  and  water  and  acid-base 
distribution  in  all  compartments  of  the  body. 

Certain  basic  concepts  of  physiology  must  be 
appreciated  in  order  to  accomplish  the  objectives 
stated  above.  The  body  is  considered  to  consist  of 
two  large  compartments,  the  extracellular  and  the 
intracellular.  In  the  adult,  they  are  of  approximately 
equal  volume.  Two  laws  are  pertinent.  The  first 
law,  that  of  osmolality,  states  that  the  product  of 
diffusible  ions  must  be  equal  on  both  sides  of  a 
semi-permeable  membrane.  The  second  law  relates 
to  electrical  neutrality  and  states  that  in  a com- 
partment the  sum  of  positive  ions  must  equal  the 
sum  of  negative  ions. 

A simple  problem  will  illustrate  these  concepts. 

Regarding  the  law  of  osmolality,  consider  two 
compartments  separated  by  a semi-permeable  mem- 
brane impervious  to  protein.  In  compartment  .A 
there  is  a solution  of  10  mEq./L.  of  sodium  pro- 
teinate,  while  in  compartment  B there  are  20 
mEq./L.  of  sodium  chloride. 

(Continued  on  next  page) 
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A I B 

Sodium  I Sodium 
Proteinate  i Chloride 
10  mEq.  L.  ' 20  mEq.  L. 

! 

Semipermeable 

membrane 


Proteinate  I (C2 — X)  — Xa 

(Ci-X)  = Xa-|  (C2^X)  ^ Cl- 
(C1-)  = (X-)  ' 


Let:  Cl  = initial  concentration  of  Xa  and  Pr 
in  compartment  A. 

C2  = initial  concentration  of  Xa~  and  Cl~  in 
compartment  B. 

X = Xa~  and  Cl“  that  diffuse  from  compart- 
ment B to  A. 

Applying  the  law  of  osmolality: 

(C,  + X)  (X)  = (C2  — X)  (C2  — X) 

Cix  ^ X-  = CV  — 2C2X  - x2 
Cix  = C2-  — 2C2X 
Cix  ^ 2C2X  = C2- 

X = C2- 

C,  - 2C2 
X = 400 

10  — 40 

X = 8 mEq.  L.  of  Xa*“  and  Cl~  diffusing 
across  the  membrane. 

At  equilibrium,  the  concentration  of  X'a'", 
Cl~  and  Pr^  in  the  compartments  are: 
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Compartment  A: 

Xa“  = 18  mEq.'L. 

Cl~  = 8 mEq.  L. 

Pr^  = 10  mEq.  L. 

Compartment  B: 

Xa~  = 12  mEq.  L. 

Cl~  = 12  mEq.  L. 

Compartment  .A 

(18)  (8) 

144 

The  distribution  of  ions  conforms  to  the  law 
of  electrical  neutrality;  the  positive  and  negative 
charges  balance  each  other  in  each  compartment: 

Compartment  .\: 

18  (Xa-)  = 10  (Pr-)  — (Cl-) 

Compartment  B: 

12  (Xat-)  = (C1-) 

Let  us  now  examine  the  law  of  osmolality  and 
electric  neutrality  as  it  applies  to  diffusible  ions 
in  the  compartments  of  the  human  body.  Table  1 
demonstrates  that  the  product  of  diffusible  ions  is 
equal  in  the  vascular,  interstitial  and  intracellular 
compartments.  Each  ion  concentration  has  been 
multiplied  by  its  percentage  activity  and  converted 
to  logarithm  to  the  base  10.  The  sum  of  the  loga- 
rithms in  each  compartment  is  equivalent  to  the 
product  of  the  ions  and  their  activity.  It  is  seen 
that  the  sum  in  each  compartment  is  essentially 
equal.  Thus,  it  is  demonstrated  that  osmolality  is 
constant  in  the  compartments  of  the  body  as  well 
as  in  the  theoretical  model. 

Examination  of  the  table  reveals  the  equality  of 
the  sums  of  negative  and  positive  ions  within  each 
compartment. 

By  means  of  muscle  analysis  one  may  determine 
water  content  as  well  as  the  content  of  potassium 


Compartment  B 
(12)  (12) 


TABLE  1 


Ions 

.Activity 

X’ascular 

Logio  Vase. 

Interstitial 

Login  Interstitial 

Intracellular 

Login  bitra. 

Xa-|- 

0.778 

142 

2.045 

147 

2.0f)0 

15 

1.069 

K + 

0.770 

5 

0.361 

4 

0.531 

150 

2.061 

y a-(--i- 

♦ ♦ 

0.0% 

2.5 

0.096 

2 

—0.60 

Mg+T 

2.5 

0.096 

1.0 

— 0..500 

27 

0.715 

HC()-3 

(».7r,o 

27 

1.31 

3!) 

1.3t)0 

10 

1.360 

1 1- 

0.778 

103 

1.90 

114 

1.950 

1.0 

0.11 

p 

* 

2.0 

♦ 

2 

100 

1.43 

so. 

♦ 

1.5 

* 

1.0- 1.5 

* 

20 

0.43 

O'g.  .\cids 

0.790 

5 

0.60 

7.5 

0.770 

Protein 

16 

0 

0 

* 

63 

* 

Total 

6.41 

6.47=6.5 

6.355=6.4 

**  Bound  tightly  in  organic  compounds  only  Yz  ionized 
* Non  contributory  to  osmolality 
***  Concentration  in  mecj/L. 
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and  sodium.  These  may  be  related  to  total  body 
water  and  exchangeable  potassium  and  sodium. 
Muscle  analysis  is  preferable  to  other  tissues  be- 
cause it  is  an  excellent  model  of  the  compartments 
of  the  body  with  their  fluid  and  electrolyte  con- 
tent. Muscle  is  easily  available  by  biopsy  of  the 
vastus  lateralis.  It  is  protected  from  contamination 
of  the  anesthetic  by  its  fascial  covering. 

The  following  set  of  simultaneous  equations  sum- 
marizes the  relationship  between  sodium  and  po- 
tassium and  body  water: 

1.  (Serum  Na)  (ECW)  + (Tissue  Na)  (ICW)=Tex.  Na 

2.  (Serum  K ) (ECW)-f  (Tissue  K ) (ICW)=Tex.  K 

B : 

1.  (Serum  Na)  (ECW)-|-(Tissue  Na)  (IC\\’)=Tex.  Na 

2.  (ECVV)-^  (ICW)^TBW 

C: 

1.  (Serum  K)  ( EC\V)-|-( Tissue  K)  (ICW)=Tex.  K 

2.  (EC\V)-|-  (IC\V)=TB\V 

ECW  = Extracellular  water 

Tex.  Na  =:  Total  exchangeable  sodium 

ICW  =:  Intracellular  water  ? 

Tex.  K = Total  exchangeable  potassium 

TBW  = Total  iBody  Water 

Solution  of  any  of  the  above  simultaneous  equa- 
tions would  determine  the  distribution  of  water 
within  the  body. 

Although  the  serum  sodium  and  serum  potassium 
values  are  easily  obtained,  the  value  for  the  intra- 
cellular sodium  and  potassium  are  not  available  and 
thus  make  it  Impossible  to  solve  any  of  the  three 
equations  on  the  preceding  page.  However,  there 
is  a simple  relationship  that  is  accurate  to  ± 5 per 
cent  that  was  derived  from  Moore  (Table  2). 
That  relation  is: 

ECW  = Tex.  Na  — (Te.x.  Na  X 0.17) 

Serum  N^a 

In  essence  the  term  (Tex.  Xa  x 0.17)  represents 
the  average  amount  of  sodium  in  the  adult  intra- 
cellular space.  Using  this  expression,  we  can  now 
transform  the  above  equation  into  the  following 
solvable  form: 

(Serum  Na)  (ECW)  -|-  (Tex.  Na  x 0.17)  = Tex.  Na 
ECW+ICW=TBW 

ICW=TBW— ECW' 

ICW=TBW' — (Te.x.  Na — (Te.x.  Na  X 0.17) 
Serum  Xa 

The  value  of  Tex.  Xa  and  TBW  are  obtained 
from  the  muscle  analysis.  The  serum  sodium  value 

TABLE  2 

Percent  of  Total 

Number  of  Exchangeable  Sodium 


Type 

Cases 

in  Intracellular  Space 

Mean 

Stand.  Dev. 

Wasting  Diseases 

17 

16.65 

4.9 

.Acute  Injury 

17 

17.25 

6.8 

is  easily  obtained.  Hence,  the  final  equation  can 
be  solved  and  one  can  obtain  values  for  the  intra- 
cellular and  extracellular  sodium  as  well  as  the 
fluid  volumes  of  the  three  compartments  with  an 
error  of  ±5  per  cent.  Similarly,  one  can  de- 
termine the  potassium  values  from  equation  C. 

Once  the  values  of  fluid  volume  and  electrolyte 
composition  have  been  obtained  for  a patient,  any 
imbalance  and  direction  of  therapy  can  be  deter- 
mined if  a set  of  normal  values  are  available  for 
comparison. 

In  our  laboratory,  we  calculate  the  normal 
amount  of  TBW,  ECW,  ICW',  Tex.  X'a  and  Tex. 
K using  equations  derived  from  Moore.  Since  these 
involve  a large  number  of  calculations,  we  have 
prepared  a computer  program  that  will  compute 
both  normal  and  actual  values  for  a given  patient. 
The  output  gives  a summary  of  balances  for  TBW, 
ECW,  ICW',  Tex.  X’a  and  Tex.  K (Table  3). 

If  in  addition  pH,  PCO2,  and  PO2  are  obtained, 
a more  complete  evaluation  is  available  than  for- 
merly was  possible,  using  the  conventional  serum 
electrolytes  determinations. 

DISCUSSION 

The  usual  determination  of  serum  electrolytes 
and  acid-base  balance  may  be  insufficient  in  cases 
(Continued  on  next  page) 

TABLE  3 

Rhode  Island  Hospital 

Pathology  Department/Biochemistry  Laboratory- 
Physicians  Report 

Water,  Electrolyte,  and  .Acid-Base  Balances 
Patient’s  Name  .Admission  X'o.  Location  Doctor 

438552  Room  763 

.Age  34  W'eight  89  Female 

Water  Balance 


Norm. 

Differ. 

Patient 

Ref. 

ence 

Total  Body  Water  (Liters) 

22.29 

19.86 

2.43 

PLxtracellular  Water  (Liters) 

0.88 

9.35 

.53 

Intracellular  W'ater  (Liters) 

12.41 

10.51 

1.89 

Electrolyte 

Balance 

Norm. 

Differ- 

Patient 

Ref. 

erence 

Total  Exchangeable  Sodium 

1814.9 

1558.6 

256.2 

Total  Eixchangeable  Potassium  1612.0 

1614.3 

2.2 

Serum  Electrolytes  (mEq/L.) 

Sodium  133.0  .Arterial  CO2  21.(X) 

Potassium  5.00  Chlorides  100. 


Sodium  133.0  .Arterial  CO2  21.(X) 

Potassium  5.00  Chlorides  100. 

Acid-Base  Balance 

pH  = 7.43  Normal  pH  = 7.40 


PC02=3L27  Normal  Arterial  PCO*  = ,14  to  4()  mm. 
of  Mercury- 

Evaluation  of  Patient 


Biochemist 
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of  severe  imbalance.  Moore.'  recognizing  the  dif- 
ficulty, has  developed  procedures  to  determine  ac- 
curately electrolyte  and  fluid  balance  in  the  com- 
partments of  the  body.  Unfortunately,  this  method 
demands  the  use  of  large  amounts  of  radioactive 
substances  and  is  time-consuming,  limiting  practi- 
cal clinical  application.  The  muscle  biopsy  tech- 
nique introduced  by  Muldowney’  furnishes  infor- 
mation similar  to  that  of  Moore  et  al.,  but  with  less 
use  of  radioactive  material  and  enables  more  fre- 
quent repetitive  determinations.  Unfortunately, 
Muldowney's  procedure  is  also  prolonged.  We  are 
working  on  modifications  to  speed  it  up,  thereby 
making  it  more  clinically  useful. 

We  have  determined  the  electrolyte  and  fluid  con- 
tent in  the  three  compartments  of  the  body,  using 
Muldowney's  method  of  muscle  analysis  and  several 
derived  equations.  This  furnishes  more  information 
than  Muldowney's  procedure  and  is  comparable  to 
Moore's  radioactivity  techniques. 

.•\s  previously  stated,  in  cases  of  severe  imbalance, 
fluid  volume  and  electrolyte  concentrations  in  the 
vascular  compartment  may  not  accurately  indicate 
their  relative  concentrations  in  other  compartments 
of  the  body.  It  is  possible  to  have  an  excessive 
accumulation  of  fluid  in  the  interstitial  or  intra- 
cellular spaces  that  is  not  demonstrated  in  the 
vascular  space.  The  accumulation  of  fluid  in  the 


SUMMER  HOME 

For  Sale 

12  Miles  From  State  House 

Large  authentic  log  cabin  camp  or  summer 
home  in  No.  Scituate,  R.  I.  4V2  rooms,  large, 
screened,  glassed  porch.  Large  field  stone 
fireplace.  Hot  and  cold  water,  modern 
plumbing.  Electricity,  gas.  Also  2V2  room 
guest  house  with  porch.  Also  outdoor  pic- 
nic shelter  with  fireplace.  Furnishings  in- 
cluded in  all  buildings.  4'/2  acres  wooded 
area  bordering  pond.  Privacy,  seclusion. 
Private  entrance  off  hard  surface  road. 

PRICED  TO  SELL 

Laroy  G.  Harris  (Owner) 

HARMONY  ROAD 
NORTH  SCITUATE,  R.  I. 
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tissues  is  not  necessarily  manifested  clinically.  In 
spite  of  a thermodynamic  equilibrium,  there  is  a 
physiologic  imbalance.  Homeostatic  functions  of 
vital  organs  such  as  the  heart,  lungs,  and  kidney, 
may  not  be  sufficient  to  correct  severe  imbalances 
of  fluid  or  electrolytes  in  a sufficiently  prompt 
time  to  be  compatible  with  life  of  seriously  ill  pa- 
tients. It  is  in  such  circumstances  that  knowledge 
of  fluid  and  electrolyte  balance  in  the  three  com- 
partments may  be  lifesaving  relative  to  the  ad- 
ministration of  proper  corrective  treatment.  On  the 
other  hand,  it  should  be  emphasized  that  many 
imbalances  uncovered  by  these  analyses  may  not 
need  active  therapy,  while  the  accurate  knowledge 
so  obtained  may  help  to  avoid  mistreatment,  such 
as  excessive  administration  of  fluid  and  electrolytes, 
which  may  e.xacerbate  the  physiologic  imbalance. 

In  cases  in  which  the  vital  organs  have  not  been 
grossly  involved,  the  homeostatic  properties  of  the 
body  spontaneously  correct  imbalances  of  fluid  and 
electrolytes.  Hence,  muscle  analyses  are  recom- 
mended only  in  cases  of  the  severely  ill  patient. 

.As  yet,  only  a few  cases  have  been  studied,  using 
the  muscle  biopsy  technique.  The  results  have  been 
confirmed  by  autopsy  or  clinical  observations. 

Hopefully,  increased  experience  will  confirm  our 
optimistic  attitude. 

SUMMARY 

The  determination  of  body  electrolytes,  hydra- 
tion. and  acid-base  balance  using  data  obtained 
from  the  vascular  compartment  may  be  insufficient 
in  the  evaluation  of  their  distribution  in  the  major 
body  compartments.  Data  obtained  from  muscle 
biopsy  and  serum  electrolytes  may  furnish  the  ne- 
cessary information.  This  must  be  confirmed  by 
further  investigation.  computer  program  elimi- 
nates tedious  calculation  and  furnishes  information 
of  deviations  from  normal. 
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DERMAQUIZ  ANSWERS 
(See  Page  272) 

1.  Leukoplakia,  the  invasive  type.  The  woman  died 
of  cranial  metastases. 

2.  Leukoplakia — leukokeratosis.  The  thicker  the  les- 
ions, the  less  invasive.  The  man  lived  with  his 
tongue  20  years. 


Editorials 


THE  FUTURE  OF  THE  CHARLES  V.  CHAPIN  HOSPITAL 


As  it  appears  at  this  writing  that  the  Chapin 
Hospital  will  be  kept  open  after  July  1,  1966,  ope- 
rated and  financed  by  the  State  of  Rhode  Island, 
thought  must  be  given  immediately  to  planning  for 
the  future.  Important  decisions  must  be  made  dur- 
ing the  first  six  months  of  the  fiscal  year.  They 
cannot  again  be  allowed  slide  until  this  year  of  de- 
cision is  almost  at  an  end.  In  the  first  place,  the 
physical  plant  must  be  brought  to  prime  condition. 
^Maintenance  and  restoration  which  have  been  de- 
ferred increasingly  during  the  past  nine  years  must 
be  vigorously  pursued.  The  staff  must  be  rebuilt  in 
numbers  and  morale.  The  pay  scales  must  be  re- 
viewed and  brought  into  line  with  current  practice 
in  this  area.  The  Alice-in-Wonderland  fiscal  opera- 
tions must  be  completely  overhauled,  so  that  costs 
and  charges  are  properly  allocated  and  services  are 
properly  and  fully  paid  for  by  the  responsible  agen- 
cies. 

Following  the  correction  of  these  slipshod  admin- 
istrative practices  (no  fault,  we  emphasize  of  the 
excellent  administrator,  but  rather  attributable  to 
the  foolish  policies  under  which  he  has  been  ob- 
liged to  operate)  attention  should  be  given  to  mis- 


sions which  the  hospital  can  properly  and  usefully 
fulfill.  We  feel  that  these  in  a general  way  fall  into 
four  categories.  1.  The  hospital  should  continue  on 
a small  scale  its  role  as  a communicable  disease 
center  for  the  State,  a role  for  which  it  has  a long 
tradition  and  special  skills.  2.  Its  acute  psychiatric 
facility,  which  will  experience  no  lack  of  patronage, 
must  be  kept  active  and  well  staffed.  3.  A mental 
health  center,  which  the  community  badly  needs, 
should  be  organized  as  part  of  the  complex.  4.  The 
remaining  space  and  bed  capacity  should  be  devel- 
oped into  an  extended  care  facility.  Extended  care 
beds,  a growing  need  in  this  community  as  well  as 
elsewhere,  will  be  in  short  supply  for  many  years 
to  come.  Xo  better  use  can  be  found  for  the  sur- 
plus capacity  at  Chapin.  It  is  foolhardy  to  leave 
beds  empty  when  they  are  needed  so  badly.  As  Wil- 
bur J.  Cohen,  under  Secretary  of  Health,  Education 
and  Welfare,  stated  in  Providence  recently;  “Hos- 
pital beds  are  one  of  our  scarce  national  resources.” 

Thoughtful  persons  may  suggest  a plan  differing 
in  some  respects  from  that  which  we  offer.  But  time 
is  of  the  essence,  and  decisions  must  be  made. 


11.  HIGHWAY  SAFETY;  “WHEREAS—” 


Some  years  ago  the  Rhode  Island  IMedical  Soci- 
ety was  pleased  to  contribute  to  traffic  safety  as 
advisor  to  the  Motor  \Thicle  Department.  In  fact 
in  1960  Governor  Christopher  Del  Sesto  gave  the 
Society  a plaque  and  a "Whereas — ” for  its  efforts. 

Here  is  what  happened  — the  then  head  of  the 
Motor  Vehicle  Department,  Romeo  D.  Asselin,  had 
asked  the  Society  to  appoint  a committee  to  meet 
and  advise  on  the  physical  and  mental  fitness  of 
applicants  for  motor  vehicle  licenses.  The  Com- 
mittee met  often  with  Dr.  Arthur  E.  O'Dea,  Chief 
IMedical  Examiner,  but  he  left  in  1959  for  work  in 
another  state  and  the  Committe  was  on  its  own. 

Meetings  were  held  once  monthly  and  lasted 
about  three  hours.  The  problems  concerned  those 
people  with  physical  and  mental  troubles  and 
whether  or  not  their  driving  licenses  should  be  is- 
sued or  refused.  The  judgments  of  the  Committee 
were  then  passed  on  to  the  IMotor  Vehicle  officials 
who  on  the  basis  of  these  judgments  refused  or 
granted  the  applicant  his  license.  After  a while,  the 
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members  of  the  Committee  became  quite  skilled 
and  enjoyed  blazing  this  trail  in  an  area  previously 
medically  unexplored.  Progress  was  being  made. 

However,  some  people,  such  as  a few  of  those  who 
had  untreated  epilepsy  and  a few  old  parties  with 
bad  hearts,  got  mad  and  vowed  that  they  would 
change  their  voting  habits.  Some  lawyers  got  in- 
volved and  some  politicians  also,  because  their  local 
boy  with  a history  of  recent,  acute  ideas  of  perse- 
cution was  refused  his  driving  license.  And  it  is  true 
that  probably  a few  votes  were  lost. 

But  fhe  Committee  did  not  care  and  kept  on 
working,  and  the  workers  in  the  Motor  Vehicle 
Department  were  happy  to  have  professionals  mak- 
ing these  difficult  medical  decisions  whereas  before 
they,  as  untrained  laymen,  had  to  make  them.  And 
the  Governor  gave  us  a plaque  and  a "Whereas — 

And  then  it  all  suddenly  stopped.  Why?  Reasons 
unknown. 

Anyway,  it  was  good  while  it  lasted. 
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GASTRIC  RESECTION  IN  CHILDREN 


There  is  increasing  evidence  that  resection  of  the 
stomach  has  an  appropriate  role  in  the  treatment 
of  peptic  ulceration  in  infancy  and  childhood.  In 
an  effort  to  learn  something  of  the  risk  in  mortality 
and  morbidity  and  of  the  effects  of  gastrectomy  on 
growth  and  development  of  the  infant  and  child, 
T.  C.  Moore*  conducted  an  international  survey. 
His  report  is  based  on  a collected  series  of  113  gas- 
tric resections  performed  during  the  first  12  years 
of  life.  The  series  comprised  95  distal  resections, 
3 total  resections,  and  13  cardioesophageal  resec- 
tions. Peptic  ulcer  was  the  most  frequent  indication 
for  surgery  . 

The  mortality  for  the  distal  resections  was  10 
per  cent,  and  for  the  cardioesophageal,  13  per  cent. 
Follow-up  data  were  available  for  84  of  the  98 
subtotal  and  total  resections.  The  most  significant 
finding  was  that  there  were  consistently  normal 
growth  and  development,  even  after  total  gastrec- 
tomy. In  two  of  the  three  total  resections,  however, 
a troublesome  anemia  developed.  In  the  13  patients 
surviving  cardioesophageal  resection  there  was  a 
high  degree  of  retardation  of  both  growth  and  de- 
velopment. The  type  of  resection  and  anastomosis 
did  not  affect  growth  and  development,  as  long  as 
the  cardia  was  not  molested. 

Wilson  and  Ellison'-  have  reported  8 cases  of 
Zollinger-Ellison  Syndrome  in  chidren  among  more 
than  300  collected  cases.  The  ages  ranged  from  8 
to  15  years.  All  of  the  children  e.xperienced  gastro- 
intestinal bleeding.  Gastrointestinal  x-ray  studies  in 
5 showed  the  characteristic  large,  atonic  stomach 
w’th  prominent  rugae,  distention  of  the  duodenum 
and  small  intestine,  hyperistalsis,  and  edematous 
mucosal  folds.  Ulceration  was  in  an  unsuual  loca- 
tion in  some  of  the  cases.  In  a 12-year  old  boy 
reported  in  detail,  the  12  hour  overnight  gastric 
aspiration  yielded  1200  ml.  of  fluid  containing  117 
mEq.  of  acid.  The  available  data  on  4 patients 


indicated  a range  of  915  to  1800  ml.  of  volume  and 
90  to  117  mEq.  of  acid.  Tissue  diagnosis,  necessary 
before  total  gastrectomy  is  performed,  was  available 
in  all  cases.  The  primary  tumor,  however,  was  not 
found  in  5.  Biopsy  was  from  a metastatic  tumor  in 
6 cases,  the  primary  tumor  in  one,  and  tail  of  the 
pancreas  in  a case  having  islet  cell  hyperplasia. 
Seven  cases  had  metastases  from  islet  cell  carci- 
noma. 

Three  cases  treated  by  partial  gastrectomy  are 
all  dead,  two  from  complications  of  peptic  ulcer 
and  one  from  unknown  causes.  The  five  cases  in 
whom  total  gastrectomy  was  performed  w'ere  alive 
2 to  6 years  after  surgery.  One  patient  requiring 
re-exploration  2)4  years  after  gastrectomy  was 
found  to  have  large  liver  metastases,  but  a year 
later  was  well  and  gaining  weight  and  exhibited  no 
palpable  metastases.  The  authors  urge  total  gas- 
trectomy for  this  disorder  in  children  as  well  as 
adults,  when  the  diagnosis  is  confirmed  by  tissue 
diagnosis. 

D.  J.  .Abramson'*  in  commenting  on  Curling’s 
ulcer  in  children  reports  three  cases  of  surgery  in 
this  condition,  two  for  bleeding  and  one  for  per- 
foration. The  latter  died  of  complications,  while 
the  former  both  survived.  In  the  case  of  bleeding, 
the  indication  for  surgery,  as  in  the  adult,  is  failure 
of  conservative  treatment.  Ligation  of  the  bleeding 
point  or  of  the  gastroduodenal  artery,  combined 
with  vagotomy  and  pyloroplasty  if  feasible,  appears 
to  be  the  recommended  procedure.  When  these 
methods  fail,  gastric  resection  will  be  necessary. 

REFERENCES 

'Moore,  T.  C. ; Gastrectomy  in  Infancy  and  Child- 
hood, Ann.  Surg.  162:91,  1965. 

-Wilson,  .S.  D.,  and  Ellison,  E.  H. : Total  Gastric 
Resection  in  Children  with  the  Zollinger-Ellison  Syn- 
drome. Arch.  Surg.,  91  :165,  1965. 

".Abramson,  I).  J.:  The  Care  and  Treatment  of  Se- 
verely Burned  Children.  Surg.  Gvnec.  & Ohstet. 
122:855,  1966. 


CAROTID  BODY  TUMORS 


•Although  rare  in  any  given  surgeon’s  experience, 
carotid  body  tumors  continue  to  arouse  interest 
because  of  certain  challenging  characteristics.  Sur- 
gical extirpation  has  ove>-  the  years  resulted  in  a 
considerable  incidence  of  cerebral  ischemia  and  neu- 
rological deficits.  Classified  as  chemodectomas,  thev 
belong  to  a non-chromaffin  group  of  tumors  derived 
from  neural,  mesodermal,  and  epithelial  elements 
in  a vascular  stroma.  They  are  endowed  with  che- 
moreceptor  properties  and  res{)ond  to  changes  in 
pH,  I’Oi,  and  FCO:-.  They  secrete  no  endocrine  sub- 
stance, having  rather  an  afferent  sensory-type  in- 
nervation. 


It  has  been  stated  that  well  over  500  cases  have 
been  reported  in  the  world’s  literature.  Over  60 
were  added  in  the  year  1963  alone.  Four  recent 
reports'  ■*  have  contributed  another  45.  Ninety  per 
cent  of  carotid  body  tumors  are  said  to  be  micro- 
scopically benign.  In  fact  only  three  of  the  reported 
45  cases  were  classified  as  malignant.  The  possibil- 
ity of  malignancy,  however,  raises  questions  about 
the  view  sometimes  e.xpressed  that  the  dangers  of 
removal  often  exceed  the  dangers  of  the  tumor  itself. 
The  problem  has  to  do  with  their  intimate  anato- 
mical relationship  to  the  carotid  bifurcation  and 
(Continued  on  Rage  3(i9) 
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maintenance  of  cerebral  circulation  during  removal, 
particularly  of  large  masses. 

The  commonest  presenting  complaint  is  of  a mass 
in  the  neck,  usually  painless.  Secondary  symptoms, 
a result  of  pressure,  include  dysphagia,  cough, 
carotid  sinus  syndrome,  Horner's  Syndrome,  pain  in 
neck  or  ear,  hoarseness,  and  headache.  Carotid 
angiography  is  now  generally  advocated  to  confirm 
the  diagnosis  ( the  tumors  are  characteristically  vas- 
cular) and  to  ascertain  the  degree  of  vascular  com- 
pression. 

The  key  to  successful  surgery  for  these  tumors 
is  maintenance  of  cerebral  circulation  during  re- 
moval. Partial  removal  probably  still  has  a place 
in  poor  risk  patients  or  those  having  very  extensive 
tumors,  despite  the  potentialities  for  malignancy. 
The  older  operation  of  staged  banding  of  the  carotid 
artery  still  has  its  advocates.  Other  developments, 
however,  have  contributed  to  the  increasing  safety 
of  total  removal.  Among  these  are  subadventitlal 


removal,  internal  vascular  shunts,  and  replacement 
grafts  or  bypass  shunts  using  autogenous  vein  or 
a plastic  prosthesis. 

The  45  reported  cases  were  not  without  morbid- 
ity, neurological  sequelae,  and  mortality.  Proper 
study  of  cases,  however,  including  angiography  and 
adequate  provisions  at  surgery  for  maintenance, 
control,  and  replacement  of  carotid  circulation,  will 
contribute  toward  the  improvement  of  results. 
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SOME  REFLECTIONS  ON  THE  BRAIN  DRAIN 


The  New  York  Times  of  March  13,  1966,  re- 
ported that  ‘‘There  are  nearly  3,000  Vietnamese 
students  in  France,  and  efforts  to  induce  most  of 
them  to  go  home  when  their  studies  are  completed 
have  failed.”  The  newspaper  pointed  out  that 
■‘South  Vietnam  needs  them  to  educate  others  and 
to  carry  out  the  proposed  social  revolution  there.” 
The  Vietnamese  Consul  General  in  Paris  said, 
“There  are  more  Vietnamese  doctors  in  France  than 
there  are  in  Vietnam;”  but  he  does  not  know  what 
he  can  do  to  resolve  the  problem. 

The  New  York  Times  of  April  10  noted  that 
according  to  a report  circulating  among  United 
Nations  agencies  “Young  physicians,  nurses,  scien- 
tists, engineers  and  teachers  are  abandoning  poor 
countries  for  richer  ones  in  growing  numbers.”  The 
report  blames  the  authorities  of  rich  and  poor  coun- 
tries as  well  as  the  international  agencies  for  this 
state  of  affairs.  The  African  nation  of  Togo  has 
sent  more  physicians  and  professors  to  France  than 
France  has  sent  to  Togo.  While  Great  Britain  is 
responsible  for  the  colorful  expression  of  “brain 
drain,”  referring  to  the  emigration  of  medical  and 
other  talent  to  the  United  States,  there  are  more 
than  4,000  foreigners  practicing  medicine  in  Britain. 

American  Medical  Schools  produce  about  7,000 
graduates  a year,  but  our  hospitals  need  about 
14,000  new  interns  yearly.  This  deficit  is  being 
partially  met  by  the  20,000  foreign  physicians  now 
in  the  United  States. 

Why  do  foreign  trained  physicians  want  to  stay 
in  the  United  States  instead  of  returning  home? 
Last  year  Dr.  Ehsan  Naraghi,  a 39  year  old  Iranian 
sociologist,  visited  the  L nited  States  to  find  out  why 


so  many  Iranian  students  did  not  return  home.  Low 
pay  for  physicians  in  most  countries  was  one  reason. 
He  also  noted  that  in  most  developing  countries  the 
amenities  of  life  and  the  opportunities  for  research, 
as  well  as  most  other  intellectual  pursuits,  are  con- 
centrated in  one  or  two  cities,  and  the  jobs  in  these 
cities  are  tightly  held. 

Ur.  Richard  B.  Stark  of  New  York  City  in  an 
editorial  in  Surgery,  Gynecology  & Obstetrics  for 
April,  1966,  writes:  “The  intention  for  which  edu- 
cation and  training  are  offered  to  doctors  of  other 
countries,  i.e.  our  responsibility  to  share  techniques 
with  our  colleagues,  is  sometimes  thwarted.  Our  col- 
leagues, newly  refreshed  academically,  may  return 
home  to  an  economic  climate  which  is  incapable  of 
improvement,  and  the  hapless  doctor  may  have  to 
downgrade  his  skill  if  he  is  to  survive.  Or,  he  may 
find  the  practice  of  medicine  and  life  in  the  United 
States  more  attractive  than  in  his  homeland.  Mar- 
riage to  an  American  citizen  provides  an  escape  of 
which  he  may  avail  himself.”  As  the  American  sol- 
dier of  World  War  11  would  have  put  it;  “He  never 
had  it  so  good.” 

There  are  a number  of  attractive  aspects  of  hav- 
ing these  young  doctors  among  us.  It  is  an  enriching 
experience  for  both  them  and  us.  The  service  and 
educational  needs  of  American  hospitals  are  fur- 
thered by  their  presence  here.  It  will  be  a long  time, 
if  ever,  before  American  medical  schools  will  pro- 
duce enough  doctors  to  fulfill  our  needs  — not  only 
for  interns  and  residents,  but  to  meet  the  complex 
medical  needs  of  an  expanding  society.  It  is  also 
flattering  and  very  gratifying  to  America,  and  more 
(Concluded  on  next  pa^e) 
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particularly  to  American  medicine  and  its  eluca- 
tional  affiliates,  to  have  replaced  the  great  Euro- 
pean medical  centers  as  the  magnetic  focus  which 
attracts  the  world's  medical  students  seeking  post- 
graduate training  and  education.  It  can  be  a matter 
of  pride  that  even  the  smaller  hospitals,  detached 
somewhat  from  our  important  centers,  still  have 
much  to  offer  them. 

Ways  must  be  found  to  make  life  at  home  suffi- 
ciently attractive  to  these  young  physicians  to  in- 
duce them  to  return  to  their  native  lands  to  give 


their  own  fellow  countrymen  the  benefits  of  their 
new  learning  and  training.  It  is  encouraging  to 
learn  that  agencies  of  the  United  Nations  are  con- 
cerning themselves  with  this  problem.  It  should  also 
be  a concern  of  American  organized  medicine,  hos- 
pitals, educational  centers,  the  United  States  Gov- 
ernment, and  private  social  and  educational  groups. 
It  is  primarily  a matter  of  making  life  at  home 
worthwhile  both  culturally  and  economically  for 
these  young  people.  Otherwise,  coercion  and  sticky 
immigration  laws  will  always  be  thwarted. 


DR.  RAYMOND  F.  HACKING 

“T/tf*  First  Rhode  Island  Boy  ScoiiF’ 


Xo  one  can  be  quite  sure  who  was  the  “first"  in 
any  movement,  but  as  the  late  Dr.  Raymond  F. 
Hacking  was  the  First  Sergeant  (a  title  later 
changed  to  Senior  Patrol  Leader)  of  the  First  Prov- 
idence Troop,  the  Scout  organization  in  Rhode  Is- 
land always  hailed  him  “as  the  first  Boy  Scout.” 
He  was  so  recognized  with  a medallion  and  a cita- 
tion at  Golden  Jubilee  Court  of  Honor  of  X’’arra- 
ganett  Council.  Boy  Scouts  of  America  in  1960. 

The  Scouting  group  which  Ray  Hacking  joined 
was  one  of  several  groups  which  began  to  meet  in- 
formally in  1910  when  the  Boy  Scout  idea  and  the 
first  Boy  Scout  Handbooks,  written  by  the  founder 
Robert  S.  S.  Baden-Powell,  reached  America  from 
England.  This  unit  of  a dozen  boys  was  gathered 
by  John  Andrew  Murray.  Deputy  Superintendent 
of  Police  (later  Superintendent),  in  the  Washing- 
ton Park  District  in  the  summer  of  1910. 

In  the  Fall.  Col.  Charles  E.  iMulhearn  and  Col. 
G.  Edward  Bu.xton  organized  the  first  State  Scout 
Committee  and  this  group  recognized  the  Washing- 
ton Park  unit  as  the  First  Providence  Troop.  The 
Troop  had  grown  to  a membership  of  64  Scouts, 
with  Herbert  R.  Dean,  a young  cavalryman  as 
Scoutmaster.  (Later  he  became  Brig.  Gen.  Dean, 
with  distinguished  careers  in  two  world  wars  and 
service  as  State  .\djutant  General).  The  Troop  took 
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up  meetings  in  the  Fall  in  the  Broad  Street  School 
and  a bronze  plaque  in  the  school  entrance  hall 
marks  the  event.  The  First  Troop  has  been  in  oper- 
ation continuously  since  1910  (the  only  one  of  the 
original  troops  to  continue  without  a break).  Dr. 
Hacking  was  one  of  the  speakers  at  the  Troop's 
50th  anniversary  observance  in  1960. 

i\Iy  own  friendship  with  Ray  Hacking  began  in 
the  summer  of  1911  when  his  Troop  and  my  Troop 
— the  Third  Providence  — camped  together  on 
Prudence  Island  at  the  first  (and  of  this  I'm  sure) 
long-term  Scout  encampment  in  the  State.  During 
the  years  which  followed,  Ray  and  I continued  our 
friendship  at  other  camps,  at  the  famous  Scout 
Minstrel  Show  staged  by  Scout  Commissioner  John 
R.  Rathom,  Editor  of  the  Providence  Journal,  at 
the  Providence  Opera  House  in  1912,  and  many 
Scout  exhibitions  and  rallies  of  the  early  years. 
Later  we  saw  each  other  at  civic  affairs  and  Scout 
reunions.  His  death  is  mourned  by  all  Scout  people, 
but  Scouting  was  greatly  honored  when  Dr.  Hack- 
ing's family  suggested  that  memorial  gifts  be  made 
to  Xarragansett  Council,  B.S..\. 

Author;  J.  Harold  Williams,  Chief  Scout 
Executive  Emeritus,  X arraganset 
Council,  Boy  Scouts  of  America 
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in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Magyl 

brand  of  . 

metronidazole 


Flagyl  eliminates  the  difficulties  and  frus- 
trations that  have  long  attended  the  treat- 
ment of  trichomonal  infection. 

These  difficulties  arose  mainly  from: 

1)  the  failure  of  any  previously  known 
agent  to  destroy  the  protozoan  in  para- 
vaginal crypts  and  glands; 

2)  the  failure  of  any  previously  knoivn 
agent  to  prevent  reinfection  by  eradicat- 
ing the  disease  in  male  consorts. 

The  introduction  of  Flagyl  removed  both 
of  these  long-standing  deficiencies.  Flun- 
dreds  of  published  investigations  in  thou- 
sands of  patients  have  confirmed  the  ability 
of  Flagyl  to  cure  trichomoniasis. 

Correctly  used,  with  due  attention  to  re- 
peat courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  a cure  rate 
of  up  to  100  per  cent  in  large  series  of 
patients. 

Nothing  cures  trichomoniasis  like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tablet  t.i.d.  for 
ten  days.  A vaginal  insert  of  500  mg.  is  avail- 
able for  local  therapy  when  desired.  When  the 
inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  7nen:  in  whom  trichomonads  have  been 
demonstrated,  one  250-mg.  oral  tablet  b.i.d. 
for  ten  days. 

Contraindications 

Pregnancy;  disease  of  the  central  nervous  sys- 
tem; evidence  or  history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts  should  be  made 
before  and  after  therapy,  especially  if  a sec- 
ond course  is  necessary. 

Infrequent  and  minor  side  effects  include: 
nausea,  unpleasant  taste,  furry  tongue,  head- 
ache, darkened  urine,  diarrhea,  dizziness,  dry- 
ness of  mouth  or  vagina,  skin  rash,  dysuria,- 
depression,  insomnia,  edema.  Elimination  of 
trichomonads  may  aggravate  moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets/ Vaginal— 500-mg. inserts 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PAWTUCKET  MEDICAL  ASSOCIATION 

The  Annual  Meeting  of  the  Pawtucket  IMedical 
Association  was  held  on  Wednesday,  March  23rd, 
1966  in  Richardson  Lecture  Room  of  ^Memorial 
Hospital,  Pawtucket,  Rhode  Island. 

The  meeting  was  called  to  order  by  the  President, 
Dr.  Nathan  Sonkin,  at  11:00  a.m.  Forty-two  mem- 
bers were  present. 

The  minutes  of  the  previous  monthly  meeting 
were  read  and  approved  as  were  the  minutes  of 
the  1965  .Annual  Aleeting.  The  annual  Treasurer’s 
report  was  submitted  by  Dr.  Bias  Aloreno  and  ac- 
cepted. 

ANNUAL  ADDRESS 

Dr.  Nathan  Sonkin  at  this  time  presented  his 
annual  address  to  the  Society,  in  which  he  pointed 
out  the  changes  which  have  been  occurring  in  me- 
dicine at  the  community,  state  and  national  levels. 
He  also  called  atention  to  the  difficulties  which 
have  arisen  due  to  the  implementation  of  govern- 
ment health  care  as  well  as  the  changing  situation 
of  full  time  hospital  employed  physicians  and  chiefs 
of  service. 

SLATE  OF  OFFICERS 

d'he  Nominating  Committee  of  the  Association 
presented  the  following  slate  of  officers  for  the  year 
1966-67: 

President  Dr.  Robert  G.  Fortin 

Vice  President  Dr.  Robert  E.  Newhouse 

Secretary  Dr.  Paul  J.  AT  Healey 

Treasurer  Dr.  Khalil  Shekarchi 

Nominations  for  Delegates  were:  Dr.  Earl  J. 
Mara,  Dr.  Earl  E.  Kelly,  Dr.  Robert  C.  Hayes, 
Dr.  PTlmund  Billings,  and  Dr.  .Alton  AT  Pauli.  Dr. 
John  J.  Cunningham  is  to  continue  his  second  year 
as  Councilor  and  Dr.  Stephen  J.  Hoye  was  nomi- 
nated for  .Alternate  Councilor  for  two  years. 

The  Secretary  was  instructed  to  cast  one  ballot 
for  the  slate  of  officers  as  proposed  by  the  Nomi- 
nating Committee. 

The  outgoing  President  appointed  Dr.  hmgene 
Gaudet  to  escort  the  incoming  President,  Dr.  Rob- 
ert Fortin,  to  the  podium.  Dr.  Fortin  expressed  ap- 
preciation for  the  honor  of  serving  as  President  of 
the  .Association  and  cited  his  intentions  to  keep 
the  Society  in  a direction  of  progres.. 

STANDING  COMMITTEE  REPORT 

Dr.  Eugene  Gaudet  presented  a report  of  the 
Standing  Committee  resultant  from  the  recent  meet- 


ing concerning  the  .Association’s  position  regarding 
hospital  employed  physicians.  It  was  their  recom- 
mendation that  such  physicians  should  be  accepted 
as  Associate  Alembers  of  the  Association.  Dr.  Earl 
Alara  reviewed  the  facts  as  related  to  the  Society 
and  its  purpose  from  its  inception.  He  pointed  out 
the  changes  in  medical  practice  especially  in  hos- 
pitals which  will  necessitate  Constitutional  and  By- 
law changes  in  the  Association. 

MOTIONS 

.A  motion  was  made  by  Dr.  Bencel  L.  Schiff  that 
the  Pawtucket  Aledical  .Association  accept  as  As- 
sociate Alembers  in  the  Society  those  physicians 
who  have  previously  applied  and  been  approved  by 
the  Standing  Committee.  This  motion  was  passed 
unanimously.  These  .Associate  Alembers  are:  Dr. 
John  L.  Lang.  Dr.  James  T.  Kurtis,  Dr.  .Antonio 
Ciucci,  Dr.  Baroukh  Alassouda,  and  Dr.  Edouardo 
Salabert. 

.A  motion  was  made  by  Dr.  Robert  C.  Hayes  that 
the  concept  of  weighted  voted  be  considered  in  the 
impending  Constitution  and  Bylaw  revision.  Dr. 
Robert  Eortin  e.xpressed  his  intention  to  appoint  a 
committee  for  the  review  of  the  Constitution  and 
Bylaws  which  is  due  in  the  year  1966-1967. 

COMMUNICATIONS 

.A  communication  was  received  from  the  Black- 
stone  A’alley  Conference  on  Intergroup  Relations. 
This  letter  was  tabled  until  the  next  meeting. 

.A  letter  was  received  from  the  Pawtucket  .Asso- 
ciatoin  of  Aledical  .Assistants  concerning  their  Ale- 
dical .Advisory  Board,  and  the  same  three  members 
were  reappointed:  Dr.  Billings,  D".  Fcrgiel,  and 
Dr.  Doll,  chairman. 

Letters  were  also  received  from  Dr.  Alassouda 
and  Dr.  Salabert  requesting  their  applications  to 
be  resubmitted  to  the  .Association. 

There  being  no  further  business,  a motion  for 
adjournment  was  made  and  passed  at  12:00  noon. 

Respectfully  submitted, 

Paul  J.  AT  Healey,  m.d. 

Secretary 

PRESIDENTIAL  ADDRESS 
Annual  Meeting  of  the  Pawtucket 
Medical  Association 

N.ATH.AN  SONKIN,  AI.D. 

It  has  been  my  privilege  to  serve  this  society 
during  the  past  year  as  president.  This  has  been 
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during  a time  of  imminent  change  in  the  socio- 
economic structure  of  the  private  practice  of  me- 
dicine in  the  United  States.  The  physicians  in 
Rhode  Island  have  already  had  a preview  in  the 
MAA  program.  Now  we  are  concerned  with  the 
changes  which  will  occur  when  the  Federal  Medi- 
care Program  goes  into  effect  in  July  of  this  year. 

Along  with  the  changes  of  the  present  has  been 
the  growing  role  of  the  community  hospital  in  the 
education  of  its  house  officers  and  staff  during  the 
past  few  years.  In  addition  there  has  been  an  in- 
creasing role  on  the  part  of  the  hospital  in  the 
health  of  the  community.  This  is  reflected  by  the 
tremendous  increase  in  the  emergency  room  census 
and  the  concept  of  full  time  chiefs  of  service  in 
many  hospitals.  In  addition  some  hospitals  have 
happily  accepted  the  role  of  landlord  for  some  of 
its  staff  and  made  office  space  available. 

Side  by  side  with  political,  social  and  economic 
changes  has  been  the  tremendous  e.xplosion  of  medi- 
cal science.  Both  the  federal  and  state  governments 
are  becoming  increasingly  involved  in  both  public 
health  measures  and  the  economic  aspects  of  pri- 
vate practice  through  medical  care  for  welfare 
recipients  and  now  for  our  aging  population.  The 
.\MA  has  accepted  the  inevitable,  as  it  must,  be- 
cause of  the  laws  passed  by  Congress:  The  Rhode 
Island  Medical  Society  is  doing  all  it  can  to  pre- 
pare us  for  Medicare  changes. 

Our  own  local  society  is  our  bulwark.  Here  we 
can  discuss  problems  and  differences  of  opinion  in 
a free  and  democratic  fashion.  Xo  matter  what  our 
differences  may  be  the  will  of  the  majority  prevails 
and  we  all  part  as  friends.  During  the  past  year 
we  have  been  vitally  concerned  with  the  place  of 
the  physician  employee  of  the  hospital  in  our  so- 
ciety. Our  philosophy  as  a group  in  this  respect  has 
not  been  resolved  as  yet.  To  me  this  turmoil  is 
merely  one  symptom  of  the  changes  in  medical 
practice  which  we  will  be  called  upon  to  face  in 
the  ensuing  months.  We  have  to  adapt  to  these 
changes  in  an  intelligent  fashion  without  sacrificing 
good  patient  care  or  doctor-patient  rapport.  It  is 
also  our  obligation  to  obtain  a fair  and  equitable 
fee  for  our  professional  services.  I should  like  to 
make  a plea  for  patience,  compromise  and  adapta- 
tion to  the  changing  scene  of  our  professional  life. 

WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  .Annual  Meeting  of  the  Washington  County 
iMedical  Society  was  held  at  the  Larchwood  Inn  in 
Wakefield,  R.I.  on  12  January,  1966. 

The  meeting  was  called  to  order  by  the  Presi- 
dent at  11:25  a.m. 

Because  the  guest  speakers  had  later  appoint- 
ments on  the  same  day  the  professional  portion  of 
(Continued  on  next  page) 


LEASING 

Professional 

Offices 


BENEFICENT  HOUSE,  a ten-story  apart- 
ment house  with  180  family  units,  is 
now  under  construction  at  1 Chestnut 
Street  at  the  corner  of  Broad  Street  on 
Weybosset  Hill.  Occupancy  is  scheduled 
for  the  Summer  of  1967. 

• An  exceptionally  fine  downtown 
location 

New  apartment  houses  on  Wey- 
bosset Hill  will  soon  house  at  least 
800  families  within  a few  minutes 
walking  distance  of  Beneficent 
House. 

• First  floor  offices  on  Broad  Street  will 
have  individual  outside  entrances. 

• Space  — on  early  lease  — constructed 
to  your  requirements  500  sq.  ft.  and 
up. 

® Heat  and  air-conditioning  supplied. 
® Ample  parking. 


^nlormcition 
Arthur  E.  Wilson 
G6orge  H.  Cook 


331-4755 

331-4337 


BEHSTEFiOEnSTT 

BOTJ-SE 

ONE  CHESTNUT  STREET  AT  BROAD 
PROVIDENCE,  R I,  02903 
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the  meeting  was  allowed  to  be  presented  first.  Wil- 
liam Reid.  M.D..  President  of  the  R.I.  iNIedical 
Society,  and  Stanley  D.  Simon,  iNI.D.,  presented 
the  views  of  the  parent  society  on  the  Medicare 
Bill  and  how  the  society  should  implement  it.  The 
workings  of  the  bill  as  pertains  to  the  profession 
was  explained  and  attempts  to  answer  all  questions 
about  it  were  put  forth  by  the  group  of  guests. 

•Afterward  .Albert  .Anderson,  M.D.  detailed  the 
workings  of  the  .American  .Association  of  Physicians 
and  Surgeons  and  presented  literature  e.xplaining 
these  aims.  .Application  blanks  for  membership  were 
left  for  the  group  to  take  at  will. 

Dr.  .Agnelli  requested  that  we  forego  the  Report 
of  the  House  of  Delegates.  Request  was  granted. 

Dr.  Kraemer  reported  on  the  Aleeting  of  the 
Council  in  great  detail.  .Among  the  points  covered 
in  this  report  were: 

Frederick  Peirce.  AI.D.  will  take  Dr.  .Adelson’s 
place  on  the  Board  of  Directors  of  Physicians 
Service  from  the  R.  I.  Aledical  Society. 

The  problem  of  a Relative  Fee  Schedule  for 
the  Society  in  regards  to  the  Aledicare  Program. 

The  relationship  between  the  society  and  phy- 
sicians working  full  time  in  .Accident  Rooms  (i.e. 
‘•Contract  Physicians’'). 

The  Treasurer's  Report  was  presented  by  Dr. 
Burbelo  and  accepted. 


“BUT 

MAESTRO 

all  those  people  out  there  I 
I’m  scared  I”  The  young 
soprano,  waiting  for  the 
curtain  to  rise  on  her  New 
A’  o r k debut,  trembled. 
“Now,  now,  my  dear,” 
soothed  the  great  impre- 
sario, “never  mind  all  those 
people.  I shall  be  in  the 
back  row.  Just  walk  out 
there  and  sing  to  me! 
Keep  cool  I” 

.Ah,  she  thought,  that  was 
it!  Cool  — like  Warwick 
Club  Pale  Dry  Ginger  Ale, 
available  in  the  full  32- 
ounce  quart  bottle!  It  sings 
111  the  glass  . . . 


The  Nominating  Committee  composed  of  Drs. 
.Agnelli.  Alanganaro.  and  Pinto  presented  the  fol- 
lowing slate  of  officers  for  the  1966-1967  session 
and  since  there  were  no  further  nominations  from 
the  floor  the  Secretary  was  ordered  to  cast  one 
vote  for  the  slate  by  the  assembled  membership. 
Same  was  done. 

President  Dr.  Howard  Laskey 

1st  A’ice  President  Dr.  John  D.  Pinto 

2nd  Vice  President  Dr.  John  J.  Walsh,  Jr. 

Secretary  Dr.  James  .A.  AlcGrath 

Treasurer  Dr.  Gregory  AT  Burbelo 

Delegates  Drs.  James  .A.  AIcGrath, 

Joseph  L.  Ruisi  and  F.  Bruno  .Agnelli 
Councillor  Dr.  Richard  J.  Kraemer 

.Auditor  Dr.  Ziang  Tsien  Tang 

Censors  Drs.  Clifford  S.  Hathaway,  Gordon  E. 

Alenzies  and  Frederick  Eckel 
Executive  Committee  Drs.  .Attilio  L.  Alanganaro. 

John  P.  Jones  and  Pasquale  J.  Celestino 

The  meeting  was  brought  to  a close  at  1:30  p.m. 

Alembers  E.xcused:  Drs.  Hathaway  and  Palaia. 

Alembers  Present:  Drs.  .Agnelli.  Burbelo,  Cer- 
rito, Chimento.  Earrell,  Freye,  Gale,  Goldberg,  Wm. 
Johnson.  Johnston,  Jones,  Kraemer,  LaPere,  Laskey, 
Lombardo.  Alaciver,  Alanganaro,  Alenzies,  Alor- 
rone.  AIcDermott,  AlcGrath,  Nathans,  O'Brien. 
Ortel.  Pinto.  Pysariw,  Robinson,  Ruisi,  Siegmund, 
Tang.  Tatum.  Tully.  Walsh.  O'Neill,  and  Conrad. 

Respectfully  submitted, 

John  J.  Walsh,  Jr.,  m.d. 

Acting  Secretary 

NEWPORT  COUNTY  SOCIETY 

.A  meeting  of  the  Newport  County  Aledical  So- 
ciety was  held  on  January  19,  1966  at  the  Hotel 
A'iking,  Newport.  Rhode  Island.  There  were  twenty- 
eight  members  in  attendance. 

.A  general  discussion  of  Aledicare  was  held  and 
Dr.  Ceppi  e.xplained  some  of  the  mechanisms  to  be 
established  concerning  fee  schedules. 

The  following  new  officers  were  elected: 
President  — Dr.  Richard  R.  Knowles 
\’ice  I’resident  — Dr.  John  E.  Carey 
Secretary  — Dr.  Erederick  Peirce 
Treasurer  — Dr.  .Anthony  Carrell  sa 
House  of  Delegates  — Dr.  Charles  Dotterer 
Dr.  Charles  .A.  Serbst 
Counsellor  — Dr.  John  Alalone 
Censors  — Dr.  Donald  Fletcher 
Dr.  James  Callahan 

The  meeting  adjourned  at  9:00  p.m. 

John  E.  C.arey,  m.d. 

Secretary 


one  mid-morning 


one  mid-evening 


New 300  mg  tabiet 
It’s  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24hours  oftherapy...with  alltheextra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day.. .proven  potency... 
1-2  days’  "extra”  activity  to  protect  against  relapse  or  secondary  infection. 

DECLOMYCIIV 

DEMETHYLCHLOKTETRACYCLINE 
300mg  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill  — 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients 


should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — 0vergrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
cracy  occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated.  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


k. 


674-6  — 3038 
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BOOK  REVIE\^S 


COXTROVERSV  IX  IXTERXAL  MEDICIXE. 
Edited  by  Franz  J.  Ingelfinger,  M.D.;  Arnold  S. 
Reiman.  M.D..  and  Maxwell  Finland,  iNI.D.  W. 
B.  Saunders  Company,  Philadelphia  and  London, 
1966.  S14.50. 

This  unusual  and  interesting  book  consists  of 
discussions  of  23  different  subjects  by  73  outstand- 
ing contributors.  There  is  considerable  diversity  of 
opinion  at  times  based  on  similar  facts. 

The  book  is  worth  having.  It  is  not  only  good 
reading,  but  it  is  in  controversy  that  the  truth 
must  stand  up  .There  are  spme  areas  where  there 
is  agreement. 

Some  of  the  subjects  discussed  are:  the  need  of 
a soft  diet  in  peptic  ulcer,  the  use  of  anticoagu- 
lants used  as  prophylaxis  in  the  treatment  of  car- 
diovascular disease,  the  use  of  diet  in  relation  to 
atherosclerosis,  the  treatment  of  rheumatoid  ar- 
thritis, and  the  use  of  of  antibiotics  in  preparation 
of  the  large  bowel  as  an  aid  to  modern  surgery. 
These  are  examples  of  strong  opinions  held  by  good 
men  who  hold  pro  and  con  positions  on  these  sub- 
jects. 

1 recommend  this  book. 

Henry  Weyler,  m.d. 

CL'RREXT  PEDIATRIC  THERAPY.  1966-1967. 
Sydney  S.  Gellis,  M.D..  and  Benjamin  M.  Kagan, 
M.D.  \V.  B.  Saunders  Company.  Philadelphia 
and  London.  1966.  SI 7.50 
The  publishing  of  a second  edition  in  only  two 
years  reflects  both  the  popularity  of  the  first  one 
and  the  rapid  progress  of  pediatrics.  The  new  book 
is  larger,  955  pages  compared  to  747.  There  are  288 
contributors  as  against  248.  and  there  are  some 


NEW  OFFICE  BUILDING 
FOR  RENT  OR  SALE 

Sinithfield,  Rhode  Island 
Route  No.  44 

A.^IPLF  PAHKIX; 

FLK(THI(  HFAT 

AIH  ( OMHTIONFI) 

PHONE  231-1641 


changes  in  personnel,  but  the  general  form  of  the 
book  is  the  same. 

Of  special  interest  to  Rhode  Island  doctors  is 
a very  fine  article  on  "Cerebral  Palsy  and  Related 
Disorders'"  by  Doctor  Eric  Denhoff,  based  on  his 
long  experience  with  this  aspect  of  practice.  Also 
new  is  a "Roster  of  Drugs”  of  14  pages.  There  is 
an  excellent  section  on  ‘‘Poisons  and  Emergencies.” 
Each  disease  is  handled  by  an  expert  and  not  only 
is  the  treatment  outlined  but  also  included  are  the 
main  diagnostic  points  and  the  prognosis.  We  have, 
therefore,  what  amounts  to  a complete  pediatric 
textbook  without  history,  padding,  illustrations, 
and  descriptions. 

This  is  not  the  sort  of  book  you  would  enjoy 
reading  for  relaxation,  but  rather  one  you  would 
profit  from  consulting  when  in  any  doubt.  It  will 
be  found  uniformly  helpful.  It  is  difficult  to  see 
how  this  book  could  be  im.proved. 

H.arold  G.  Calder,  m.d. 

DYX .AMIC  P.ATHOLOGY.  Structural  and  Func- 
tional ^lechanisms  of  Disease  by  ^laurice  M. 

Black.  M.D.  and  Bernard  M.  Wagner,  M.D.  The 

C.  ^losby  Company,  Saint  Louis.  1964.  S8.00 

The  advent  of  electron  microscopy  and  micro- 
biochemical techniques  has  made  expedient  a re- 
statement of  the  dynamics  of  general  pathology. 
This  trim  volume  not  only  explains  the  semantics 
of  the  new  science  of  ultrastructure  and  function, 
but  also  shows  that  the  new  concepts  serve  to  con- 
firm the  old  while  extending  and  clarifying  our 
insights  into  cellular  and  sub-cellular  function  in 
health  and  disease. 

In  dealing  with  the  pathology  of  organs  and 
systems  the  unifying  concept  of  homeostasis  is  kept 
central. 

Large  areas  of  developing  thought  (and  contro- 
versy) including  genetics,  immunity  and  auto- 
immune mechanisms,  connective  tissue  dysfunctions, 
ionizing  radiation  and  aging,  to  enumerate  a few, 
are  discussed  simply  and  directly  without  pretense 
or  writing  down  to  the  audience. 

Despite  its  brief  format  the  book  is  exceedingly 
well  indexed  and  cross-inde.xed.  Each  chapter  pro- 
vides both  text  bibliography  and  audio-visual  learn- 
ing references.  Here  is  the  basis  for  many  an  in- 
formative and  novel  staff  conference.  Directors  of 
medical  education  take  notice! 

(Continued  on  Pa,£re  .t2()) 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

Y 


Susceptibility  Results 
Staphylococci 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725 

1962 

88.6% 

5,440 

1963 

88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci  * 


The  Product 

In  a world  study  of  antibiotics  in  vitro\  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus. ..Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /I  hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B,  Roeng  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being’ 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D,:  Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J,  Ralph  et  ah  Clinical  Medicine  70  547  (Mar.)  1963.  3.  Isenberg.  Henry  D.:  Health  Laboratory  Science 
1:185-256  Uuly-Aug.)  1964. 
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PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist"  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It's  been  that  way  with  us 
since  1881. 


East  Providence,  Rhode  Island 


Dali  GEneva  8-4450 
The  "Home  Service"  Dairy 


BOOK  REVIEWS 

(Continued  from  Page  318) 

To  the  specialist  in  the  developing  science  of  the 
very  small  in  biology  this  text  will  be  annoyingly 
incomplete,  but  the  busy  practitioner  and  the  stu- 
dent needing  orientation  will  find  it  helpful,  and 
having  been  helped  and  stimulated  will  rise  up  and 
call  the  authors  blessed.  It  should  be  recommended 
reading  alike  for  resident  staff  and  attending  physi- 
cians, as  well  as  pathologists. 

Edmond  B.  Sinclair,  m.d.,  m.p.h. 

THE  MASK  OF  SAXITY  by  Hervey  Cleckley, 
M.D.  Fourth  Edition.  The  C.  V.  Mosby  Compa- 
ny. Saint  Louis.  1964.  $9.75. 

Hervey  Cleckley 's  “Mask  of  Sanity”  is  an  excel- 
lent study  of  the  psychopathic  personality,  proba- 
bly the  best  that  has  been  written  so  far.  In  its 
fourth  edition  it’s  well  known  and  widely  read.  A 
must  for  everyone  interested  in  psychiatry,  it  can 
be  profitably  read  by  jurists,  educators,  penalogists, 
sociologists  and.  yes.  even  the  layman. 

Dr.  Cleckley  defines  and  gives  e.xcellent  exam- 
ples of  an  entity  that  has  caused  untold  sufferings 
to  thousands  and  has  cost  taxpayers  many  more 
thousands  of  dollars.  But  because  of  archaic  laws 
and  lack  of  recognition  that  this  in  fact  is  an  illness, 
little  is  done  to  prevent,  treat,  or  restrain  those  so 
afflicted. 

The  book  is  divided  into  two  parts.  The  first 
contains  excellent  descriptions  of  the  syndrome, 
considered  by  many  to  be  classic.  In  the  second  part 
the  author  describes  what  can  be  done  about  it. 
Perhaps  if  more  of  our  law-makers  and  jurists  were 
to  read  this  book  a solution  could  be  found  to  an 
extremely  costly  and  vexing  problem. 

D.avid  J.  Fish,  m.d. 

PRIXCIPLES  OF  CHEST  ROEXTGEXOLOGY. 
A Programed  Text  by  Benjamin  Felson,  M.D.; 
Aaron  S.  Weinstein.  M.D.,  and  Harold  B.  Spitz, 
iM.D.  W.  B.  Saunders  Company,  Philadelphia 
and  London,  1965.  $6.00 

Felson,  Weinstein,  and  Spitz  have  written  a 
■‘programed  text"  of  the  principles  of  chest  roent- 
genolog}’.  The  book  is  written  for  the  non-radiolo- 
,gist  and  for  residents  in  radiology. 

The  authors'  purpose  is  to  teach  these  essentials 
by  question  and  answer,  believing,  as  many  do,  that 
answering  questions  regarding  text  material  will 
lead  to  better  understanding.  Step  by  step,  they 
describe  shadows  in  the  chest  films  and  how  to 
appreciate  their  location  and  significance. 

The  book  has  excellent  chapters  on  lobar  and 
segmental  anatomy  and  collapse  on  pleura  and 
extra-pleural  space,  and  on  certain  specialized  ra- 
(Conclucled  on  Page  322) 


In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  mea&ure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B (asThiamineMononitrate)  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxins  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults.  1 capsule 

daily,  for  the  treatment  of 

vitamin  defi* 

ciencies.  Supplied  in  decorative  “re- 

minder"  jars  of  30  and  100; 

bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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BOOK  REVIEWS 

(Concluded  from  Page  320) 

diographic  signs,  viz.  the  “air  bronchogram"  and 
the  “silhouette  sign.'’  As  a bonus,  to  use  the  au- 
thors' e.xpression.  there  is  an  excellent  chapter  on 
the  many  causes  of  rib  notching. 

As  a text  for  chest  roentgenology  essentials,  util- 
izing a new  teaching  technique,  the  book  is  recom- 
mended. One  should  not  be  disturbed  b\-  “zany  at- 
tempts at  humor"  by  the  authors  interspersed  in 
the  text. 

iNl.ANUEL  HoRWITZ,  M.D. 

CLOSING  PHYSICIAN’S 
ESTATE! 

Medical  Equipment,  Supplies  and 
Books  priced  for  immediate  sale. 

Write  or  Telephone: 

ROBERTS  JIEDICAL  SUPPLY  CO. 

79  Burlington  Street,  Providence,  R.  I. 

Tel.  421-0959 

E.  P.  Anthony,  Inc. 

J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

WILBUR  E.  JOHNSTON,  Phar.  D. 

-^potliecariei 

RAYMOND  E.  JOHNSTON,  B.S. 

Two  Convenient  Locations 

178  ANGELL  STREET 

5 North  Union  Street  Pawtucket,  R.  I. 

PROVIDENCE,  R.  I. 

140  Central  Avenue  Seekonk,  Mass. 

GAspee  1-2512 

7 Registered  Pharmacists 

Pharmacy  License  No.  225 

Pharmacy  License  No.  226 

HEMOPHILIA 

SYMPOSIUM 

Sponsored 

hy  the 

Rhode  Island  Hemophilia  Guild 

185  Smithfield  Road, 

North  Frovidenee,  R.I. 

SATURDAY  . . . JUNE  18,  1966  ...  8:45  a.m.  — 4:00  p.m. 

(Jeorge  Huilding'  Auditorium,  Rhode  Island  Hospital 

WELCOME:  — 

G.  F.  [Meissner,  m.d. 

Providence,  R.I. 

HE.MOPHILIA:  DEVELOPMENT  OF 

R.  [M.  Brinkhouse,  m.d. 

CURRENT  CONCEPTS 

Chapel  Hill.  N.C. 

-MEDIC.AL  MANAGEMENT  OE 

H.  S.  Strauss,  m.d. 

HEMOPHILIA  IN  CHILDREN 

Boston,  [Mass. 

SOCIAL  AND  MEDICAL  ASPECTS  OF  ADULT  B.  Alexander,  m.d. 

HEMOPHILIA  AND  RELATED  DISORDERS  Boston,  Mass. 

THE  PATHOLOGY  OF  THE  EXTREiMITIES  H.  H.  Jordan,  m.d. 

IN  HEMOPHILIA 

New  York,  N.Y. 

ORAL  SURGERY  IN  BLEEDING 

W.  P.  Webster,  d.d.s. 

DISORDERS 

Chapel  Hill,  N.C. 

PSYCHOLOGIC  PROBLEFS  IN 

D.  P.  Agle,  m.d. 

HEMOPHILIA 

Cleveland,  Ohio 

I'HE  HVPERCOAGULABLE  STATE 

0.  D.  Ratnoff,  m.d. 

AND  THROMBOSIS 

Cleveland.  Ohio 

PANEL  DISCUSSION  ON  THERAPY 

B.  Alexander,  m.d. 

(Including  use  of  plasma  concentrates) 

Moderator 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offersadditional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 


Indications:  Symptoms  of  excessive  anxiety. 
Contraindicated  in  comatose  or  greatly  de- 
pressed states  due  to  CNS  depressants  and 
in  cases  of  existing  blood  dyscrasias,  bone 
marrow  depression  and  pre-existing  liver 
damage.  Principal  side  effects,  usually  dose 
related,  may  include  mild  skin  reaction,  dry 
mouth,  insomnia,  fatigue,  drowsiness,  dizzi- 


ness and  neuromuscular  (extrapyramidal) 
reactions.  Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may  also  be  ob- 
served. Blood  dyscrasias  and  jaundice  have 
been  extremely  rare.  Use  with  caution  in 
patients  with  impaired  cardiovascular  sys- 
tems. Before  prescribing,  see  SK&F  product 
Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Miik 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island's  only  Producer  of  Certified  Milk 
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MEDICARE  (See  Page  356) 
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Dilantin 


(diphenylhydantoin) 

PARKE-DAVIS 


I 


27 years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request.  sisss 


PARKE-DAVIS 

PARKE.  DAVIS  i COMPANY.  DelrO’f.  Mich.gtr,  48232 
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TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  hulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults.'’’-^-'* 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.^-®-^’® 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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The  genuinely 
simple  way 
to  make  a will 

See  your  lawyer. 

Talk  over  your  property  plans  frankly. 

Have  him  draft  your  Will. 

Seeming  short-cuts  — like  those  impressive- 
looking  Will  forms  where  you  fill  in  the  blanks 
yourself  and  “save”  a lawyer's  fee  — could 
prove  the  world’s  worst  bargain  for  your  heirs. 
(We've  seen  it  happen!) 

Hospital  Trust  does  not  draw  Wills,  nor  can  our 
trust  officers  give  legal  advice.  We  can  offer  our 
help  with  certain  practical  aspects  of  Will  plan- 
ning, and  we'd  be  pleased  to  have  you  and  your 
lawyer  call  on  us. 


HOW  TO  SAVE  TIME  ON  YOUR  WILL 
Will  planning  needn’t  be  a lengthy  process 
— and  you  can  speed  things  along  if  you 
come  prepared: 

1 . Bring  your  lawyer  a list  of  your  assets. 
Include  life  insurance,  jointly-held  prop- 
erty . . . everything!  Make  a note,  too, 
of  unpaid  mortgage  balances  or  other 
significant  liabilities. 

2.  For  your  lawyer’s  information,  jot  down 
the  names,  addresses  and  family  rela- 
tionships of  those  you  wish  your  Will 
to  benefit. 

These  simple  preliminaries  save  you  time 
and  help  your  lawyer. 


RHODE  ISLAND 

Hospital  Trust 


COMPANY 


NEW  ENGLAND'S  FIRST  TRUST  COMPANY 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’J.. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 


broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


FOR  iN£ir  E^GLA^D  PHYSICIANS: 

BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
New  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician  asso* 
ciations,  clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  redemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 

Standard  & Poor's  Corporation  is  the  investment  adviser. 
Shares  are  offered  only  through  the  prospectus  which  can 
be  obtained  by  sending  the  coupon  below. 

— — mail  coupon  for  prospectus — — — — — — — — — 

Beacon  Investing  Corp. 

c o National  Shawmut  Bank  of  Boston,  Custodian 
40  Water  Street 

Boston,  Mass.  02106  Please  forward  prospectus  and  information  to 

name 

ADDRESS 

I am  a member  of  the Medical  Society. 

( Name  of  State  Med  ical  Society) 


■4 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 


> Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 

WALLACE  LABORATORIES 
\Af,Cranbury,  N.J. 
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HOUSE  OF  DELEGATE 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 


Report  of  the  Meeting  Held  on  April  27^  1966 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Rhode  Island  ^Medical  Library  on  Wednesday, 
April  27,  1966.  The  meeting  was  called  to  order  by 
the  President,  Dr.  William  A.  Reid,  at  8:15  p.m. 

The  following  delegates  were  in  attendance: 
Drs:  Paul  A.  Botelho,  Joseph  Barrett,  John  M. 
\'esey,  Joseph  E.  Wittig,  Charles  Dotterer,  Edmund 
Billings,  Earl  J.  Mara,  .Alton  Pauli.  Freeman  .Ag- 
nelli, Joseph  Ruisi,  Roger  Berard,  Roger  Fontaine, 
Leonard  Staudinger,  William  .A.  Reid.  Walter  J. 
Dufresne,  Harry  E.  Darrah,  Alichael  DiAIaio,  John 

C.  Ham,  John  T.  Barrett,  J.  Robert  Bowen,  Joseph 
Caruolo,  Henry  B.  Fletcher,  Warren  W.  Francis, 
Frank  Frantuono,  .Alvin  G.  Gendreau,  John  F.  W. 
Gilman.  Seebert  J.  Goldowsky,  John  P.  Grady,  Her- 
bert F.  Hager,  Alilton  W.  Hamolsky,  James  Hardi- 
man,  Walter  E.  Hayes,  Joseph  Lambiase,  Robert 

Lewis,  Thomas  Littleton,  William  J.  AlacDonald, 
Peter  Mathieu,  William  AIcDonnell.  James  B.  Mo- 
ran, Gustavo  .A.  Motta.  Raul  Xodarse.  Ralph  Rich- 
ardson, Carl  S.  Sawyer,  Richard  P.  Se.xton,  Stanley 

D.  Simon,  John  Turner  II,  Elihu  S.  Wing,  Jr.,  .Ar- 
thur E.  Hardy,  Edmund  T.  Hackman,  and  James 
.A.  AIcGrath. 

The  following  delegates  were  absent: 

Drs.  John  E.  Alurphy,  Charles  Serbst,  Robert  C. 
Hayes.  Earl  E.  Kelly,  John  .A.  Dillon.  Joseph  E. 
Cannon,  Xathan  Chaset,  Edwin  B.  O'Reilly,  .Arnold 
Porter,  Edwin  \’ieira,  and  Banice  Webber. 

.Also  present  at  the  meeting  were:  Dr.  Francis 
B.  Sargent,  chairman  of  the  Alediation  Committee, 
Dr.  Richard  P.  Sexton,  chairman  of  the  Medical 
Care  Programs  Committee,  Dr.  .Albert  .Anderson, 
chairman,  and  Dr.  .Albert  Tetreault,  member.  Com- 
mittee on  the  Future  of  the  I'rivate  Practice  of 
Medicine,  and  John  Pb  P'arrell,  Executive  Secretary. 
MINUTES  OF  THE  JANUARY  MEETING 
The  President  noted  that  the  minutes  of  the 
January  meeting  of  the  House  had  been  sent  to 
each  member. 

Action:  .A  motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  January  meeting  of  the 
House  of  Delegates,  as  submitted,  be  approved  and 
placed  on  file. 

REPORT  OF  THE  SECRETARY 
Dr.  Alichael  Di.Maio,  secretary,  noted  that  his 
report  had  been  included  in  the  handbook  for  the 
House  meeting. 


Action:  .A  motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  submitted,  be 
approved  and  placed  on  file. 

REPORT  OF  THE  TREASURER 
In  the  absence  of  the  Treasurer  the  executive 
secretary  reviewed  the  report  of  the  Treasurer. 
Action:  .A  motion  was  made,  seconded  and  voted 
that  the  report  of  the  Treasurer,  as  submitted,  be 
approved. 

RECOMMENDATIONS  FROM  THE  COUNCIL 

1 . Physician-Pharmacist  Code 

Doctor  Reid  noted  that  a code  of  understanding 
drafted  jointly  with  the  R.I.  Pharmaceutical  .Asso- 
ciation, had  been  reviewed  and  approved  by  the 
Council. 

Action:  .A  motion  was  made,  seconded  and  voted 
that  the  Physician-Pharmacist  Code  of  t'nderstand- 
ing,  as  submitted  be  adopted. 

2.  AM  A Dues 

Doctor  Reid  noted  that  the  .American  Aledical 
.Association  had  notified  the  Society  that  delegates 
would  vote  in  June  on  an  increase  in  .AM.A  dues. 
The  proposal  was  discussed  by  members  of  the 
House. 

Action:  .A  motion  was  made,  seconded  and  voted 
on  a division  vote,  19  to  17,  that  the  Society’s  dele- 
gate be  instructed  to  vote  approval  of  the  proposed 
.AAI.A  dues  increase  in  1967. 

3.  Slate  of  N ominations 

The  President  noted  that  a ballot  of  nominees 
had  been  submitted  by  the  Council,  in  accordance 
with  the  bylaws,  and  the  slate,  in  ballot  form,  was 
included  in  the  Delegate's  handbook.  He  also  noted 
that  Dr.  John  Alurphy  had  been  nominated  by  the 
Council  to  be  chairman  of  the  Industrial  Health 
Committee,  but  he  had  subsequently  requested  that 
he  not  be  placed  in  such  nomination. 

NOMINATIONS  FROM  THE  HOUSE 
The  following  physicians  were  placed  in  nomina- 
tion as  chairman  of  the  Industrial  Health  Commit- 
tee: 

Raymond  E.  Stevens,  M.D. 

Walter  E.  Hayes,  M.D. 

Thomas  J.  Dolan.  AI.D. 

.A  motion  was  made,  seconded  and  voted  that  the 
nominations  be  closed. 

.A  counter  nomination  to  Dr.  Peter  L.  Mathieu 
(Continued  on  Page  332) 


Blueprint  for  dealing  with  tension  due  to  stress— Proiixin-once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 
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HOUSE  OF  DELEGATES 

(Continued  from  Page  330) 

as  Secretary  of  the  Society  was  made  of  Dr.  Ste- 
phen J.  Hoye.  The  nomination  was  seconded. 

motion  was  made,  seconded  and  voted  that 
nominations  be  closed. 

On  written  ballots  the  House  voted  as  follows: 

Walter  E.  Hayes.  H.D..  as  Chairman  of  the  In- 
dustrial Health  Committee. 

Stephen  J.  Hoye,  M.D.,  as  Secretary  of  the  So- 
ciety. and  automatically  thereby  also  a member  of 
the  Public  Relations  committee. 

ELECTION  OF  SLATE 

.A  motion  was  made,  seconded  and  voted  that 
the  slate  of  nominees  submitted  by  the  Council, 
with  the  changes  of  Ur.  Stephen  Hoye  as  Secretary 
and  as  a member  of  the  Public  Relations  Commit- 
tee. and  Dr.  Walter  E.  Hayes  as  chairman  of  the 
Industrial  Health  Committe,  be  elected. 

REPORT  OF  THE  BOARD  OF  TRUSTEES  OF 
THE  MEDICAL  LIBRARY 

Dr.  Walter  J.  Dufresne,  chairman  of  the  board 
of  trustees  of  the  medical  library  building,  noted 
that  his  report  was  included  in  delegates’  handbook. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Trustees  of  the  ^ledical  Li- 
brary be  approved  and  placed  on  file. 

BENEVOLENCE  FUND 

The  President  reported  that  the  report  of  the 
trustees  of  the  Benevolence  Eund  was  included  in 
the  delegates'  handbook. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  trustees  of  the  Benevolence 
Eund  be  received  and  placed  on  file. 

MEMBERSHIP  STATUS  OF  PAWTUCKET 
PHYSICIAN 

The  President  stated  that  Dr.  Gary  Paparo,  a 
member  of  the  Pawtucket  Medical  Association,  had 
requested  the  privilege  of  addressing  the  House.  A 
motion  was  made,  seconded  and  voted  that  Doctor 
Paparo  be  permited  to  address  the  House. 

Doctor  Paparo  reported  on  the  action  of  the 
Pawtucket  Medical  Association  in  electing  a hospi- 
tal based  physician,  an  assistant  to  him  in  the  de- 
partment of  pathology  at  the  Memorial  Hospital, 
as  an  Associate  Member.  He  noted  that  such  mem- 
bership denied  to  the  physician  membership  in  the 
Rhode  Island  Medical  Society  and  the  .\merican 
Medical  Association,  and  he  asked  for  consideration 
of  the  problem  by  the  House  of  Delegates. 

The  problem  y\'as  discussed  by  members  of  the 
House.  The  President  noted  that  the  Society’s  by- 
laws restrict  membership  to  physicians  who  hold 
active  membershi])  in  a component  association. 
Action:  A motion  was  made,  seconded  and  voted 
that  discussion  of  the  issue  be  clo.sed. 


RESOLUTION  ON  AMA  DUES  INCREASE 
Dr.  Leonard  Staudinger  offered  a resolution  that 
action  instructing  the  Rhode  Island  Society’s  dele- 
gate to  approve  the  1967  increase  had  been  a close 
division  vote  of  the  House.  He  withdrew  the  mo- 
tion, and  then  moved  that 

The  delegate  to  the  AMA  make  known  the 
feeling  of  the  members  of  the  House  of  Dele- 
gates on  A^L\  dues  increases  at  meetings  of  the 
AM.\  reference  committees  that  will  review  the 
subject  at  the  annual  meeting  in  Chicago  in  June. 
The  motion  was  seconded  and  voted. 

REPORT  OF  MEDIATION  COMMITTEE 
Dr.  Erancis  B.  Sargent,  chairman  of  the  Media- 
tion Committee,  noted  that  his  report  of  the  Eirst 
National  Congress  on  ^ledical  Ethics  was  included 
in  the  delegates  handbook.  He  gave  an  oral  report 
on  a recent  court  case  in  which  alleged  malpractice 
in  the  use  of  a jet  gun  for  polio  vaccine  resulted 
in  a jury  verdict  and  award  of  $10,000  for  the 
plaintiff.  He  expressed  the  opinion  that  the  verdict 
should  be  appealed. 

Action:  \ motion  was  made,  seconded  and  voted 
that  the  report  of  the  Chairman  of  the  [Mediation 
Committee  be  approved. 

COMMITTEE  ON  THE  FUTURE  OF  THE 
PRIVATE  PRACTICE  OF  MEDICINE 
Dr.  Albert  Anderson,  chairman  of  the  commit- 
tee on  the  future  of  the  private  practice  of  medicine 
called  attention  to  the  rejxtrt  of  his  committee  that 
was  included  in  the  handbook,  and  he  read  a sup- 
plemental report,  copy  of  which  was  distributed  to 
the  delegates.  He  asked  the  permission  of  the  House 
for  a member  of  the  committee.  Dr.  Albert  Tet- 
reault,  to  address  the  House.  Permission  was 
granted. 

Doctor  Tetreault  discussed  the  implications  of 
the  Medicare  program  on  the  private  practice  of 
medicine,  and  he  reviewed  the  problems  of  billing 
for  services  under  the  new  federal  program. 
Actions:  motion  was  made  that  the  report  of 

the  Committee  on  the  Euture  of  the  Private  Prac- 
tice of  Medicine  be  received  and  placed  on  file,  and 
that  the  House  approve  the  recommendation  for 
a Society  sponsored  conference  on  Medicare.  The 
motion  was  seconded. 

.\n  amendment  to  the  motion  was  made  and 
seconded  that  the  first  recommendation  of  the 
committee  in  its  supplemental  report  also  be  ap- 
proved. 

.\n  amendment  to  this  motion  was  made  suggest- 
ing changes  in  the  wording  of  the  first  recommenda- 
tion of  the  committee  as  made  in  its  supplemental 
report. 

.\  motion  to  table  the  amendment  to  the  amend- 
ment prevailed  on  a 17  to  16  vote. 

(CoiUinued  on  Page  3.14) 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE.  CRANSTON.  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island's  only  Producer  of  Certified  Milk 
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A motion  to  table  the  amendment  was  adopted. 

A motion  to  table  the  entire  report  was  defeated. 
Final  action:  The  original  motion  to  receive  the 
report  and  place  it  on  file,  and  to  approve  the  pro- 
posal for  a ^Medicare  Conference  as  suggested  in 
would  instruct  the  Society's  delegate  to  the  A!MA 
to  ask  that  a commission  be  named  to  study  pos- 
sible economies  in  the  operation  of  the  AMA  to 
avoid  additional  dues  increases,  noting  that  the 
the  supplemental  report,  was  passed. 

"social  welfare  committee 

Dr.  Peter  L.  ^lathieu,  chairman  of  the  Commit- 
tee on  Social  Welfare,  discussed  the  report  of  his 
committee,  copy  of  which  was  included  in  the  dele- 
gates' handbook.  The  report  was  discussed. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Social  Welfare  Committee  be 
received,  and  the  fee  schedule  set  forth  in  the  re- 
port be  approved  for  current  welfare  programs. 

MEDICAL  ECONOMICS  COMMITTEE 

Dr.  Stanley  D.  Simon,,  chairman  of  the  Medical 
Economics  Committee,  gave  an  oral  report  on  the 
progress  in  securing  reports  from  members  of  the 
Society  on  their  usual  and  customary  fees.  He  e.x- 
plained  the  confidential  nature  of  the  survey,  and 
that  his  committee  anticipated  having  the  results 
machine  tabulated  by  Physicians  Service.  The  ques- 
tion of  whether  ultimately  a profile  fee  schedule  for 
each  physician  might  be  necessary  was  discussed. 

The  House  instructed  the  Committee  to  continue 
its  work,  and  to  report  its  findings  promptly,  at  a 
special  meeting  of  the  House  if  such  a meeting  is 
advisable. 

MISCELLANEOUS  COMMITTEE  REPORTS 

The  President  noted  that  the  reports  of  board 
meetings  of  Physicians  Service  had  been  included  in 
the  handbook. 

He  also  noted  that  the  reports  of  the  Commit- 
tee on  the  ^Medical  Aspects  of  Sports,  the  Com- 
mittee on  Physician  & Carriers  Workmen's  Com- 
pensation Problems,  and  the  Committee  on  Disaster 
were  included  in  the  handbook  for  consideration 
by  the  House. 

Action:  \ motion  was  made,  .seconded  and  voted 
that  the  reports  of  the  committee  on  the  medical 
aspects  of  sports,  the  committee  on  physicians  and 
carriers  workmen’s  compensation  problems,  and  the 
committee  on  disaster,  be  received  and  placed  on 
file. 

ADJOURNMENT 

T'he  meeting  was  adjourned  at  11:14  p.m. 

Respectifully  submitted. 

Michael  DiMaio,  m.d.,  Secretary 
I Continued  on  Page  336) 


Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate;  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate;  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions;  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a 
button  popper 
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Second  aid  for  a 
button  popper 


Bamadex*  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anore.xigenic-tranquilizing  action.  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


6655 


LEDERLE  L.ABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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REPORT  OF  THE  SECRETARY 
Since  the  January  meeting  of  the  House  of  Dele- 
gates the  Council  reports  actions  taken  by  it  as  fol- 
lows : 

1.  The  plans  for  the  reorganization  of  the  depart- 
ment of  health,  as  authorized  by  the  General 
Asembly,  were  reported  by  Dr.  Joseph  E.  Can- 
non, and  the  Council  assured  Doctor  Cannon 
of  its  support  in  every  way  possible  in  the  cen- 
tralization of  public  health  facilities  in  this 
State. 

2.  The  Council  authorized  the  President  to  name 
a committee  of  specialists  to  consult  with  the 
state  director  of  health  regarding  consultants 
to  assist  in  the  certification  to  the  Social  Se- 
curity Administration  regarding  hospitals  and 
extended  care  facilities  under  the  new  federal 
law's. 

3.  The  Council  voted  that  the  Society  take  action 
to  urge  an  appeal  of  the  verdict  in  the  case 
against  Dr.  James  E.  Bowes  for  malpractice  in 
connection  wdth  the  use  of  a jet-spray  gun  in 
the  administration  of  polio  vaccine. 

4.  The  Council  reviewed  and  approved  a deed  of 
gift  for  the  disposition  of  the  End  Polio  Foun- 
dation of  its  funds  to  the  Rhode  Island  Foun- 
dation. 

5.  Actions  taken  by  the  President  in  the  following 
matters  were  approved: 

A)  The  naming  of  an  advisory  committee  to 

the  local  Social  Security  .Administration 
to  consist  of  Drs.  Frank  Merlino,  G.  A. 
Alotta,  John  Vesey,  S.  D.  Simon,  and  R. 
P.  Sexton. 

B ) The  appointment  as  a third  representative 
to  the  Interagency  Council  on  Smoking  of 
Dr.  Richard  D.  Frary  (Drs.  G.  V.  Cole- 
man and  R.  W.  Drew’  are  the  other  mem- 
bers. ) 

C)  The  appointment  of  a Committee  on  the 
Future  of  the  Private  Practice  of  Medi- 
cine consisting  of  Drs.  .Albert  .Anderson 
(Chrm.),  .Albert  Tetreault,  Edward  L. 
Gould,  Paulo  Botelho,  .Albert  Gaudet, 
Roger  Berard,  Frederick  Peirce,  Jr.  and 
Louis  C.  Morrone. 

D)  The  appointment  of  a Committee  on  Ale- 
dicine  and  Religion  consisting  of  Drs. 
Paul  J.  Conley  (Chrm.),  .Albert  S.  .An- 
derson, Xathan  S.  Rakatansky,  L.  .A. 
Senseman,  and  John  Turner  II. 

F)  Participation  with  the  State  Pharmaceu- 
tical .A.ssociation,  the  state  chapter  of  the 
.American  .Academy  of  Pediatrics,  the  Di- 
vision of  Child  Health  Services  of  the 


State  Health  Department,  in  a statewide 
program  aimed  at  preventive  measures  to 
reduce  accidental  poisoning  involving 
children  6 years  of  age  and  under. 

F)  .A  news  release  relative  to  "crank”  calls 
on  surveys  purportedly  being  carried  on 
by  the  Society  and  one  announcing  the 
poll  of  the  members  of  the  Society  re- 
garding usual  and  customary  fees. 

G)  Participation  by  the  President  in  a special 
television  program  with  Congressman  John 
E.  Fogarty  regarding  survival  of  a heart 
attack. 

6.  The  Council  reviewed  and  approved  reports 
prepared  by  the  Treasurer  regarding  the  fi- 
nancial operations  of  the  Society. 

7.  .Approval  was  authorized  for  the  Treasurer  to 
use  the  Grace  E.  Dickerman  Fund  towards 
the  cost  of  printing  and  binding  of  the 
History  of  the  Society  and  of  the  District  As- 
sociations, with  recognition  in  the  book  that 
publication  w^as  made  possible  through  the 
generosity  of  Aliss  Dickerman  and  Dr.  R.  P. 
Wilcox. 

8.  The  Council  ruled  that  members  suspended  as 
of  Alay  i,  1966,  not  be  denied  admission  to 
the  scientific  meeting  of  the  Society,  and  also 
that  such  members  be  continued  under  their 
group  insurance  coverage  only  until  the  an- 
nual renewal  date. 

9.  .A  report  by  the  President-Elect,  Dr.  Harry  E. 
Darrah,  on  a regional  conference  on  implemen- 
tation in  Xew  England  of  Public  Law  89-239, 
the  Heart  Disease,  Cancer  and  Stroke  statute, 
was  received  and  placed  on  file. 

10.  In  answer  to  an  inquiry  regarding  the  use  of 
an  original  medical  report  by  a consultant  to 
a governmental  or  private  agency  by  several 
agencies  on  a blanket  authorization  from  phy- 
sician the  Council  voiced  the  opinion  that  only 
with  the  consent  of  the  patient  should  such  a 
blanket  authorization  be  permitted. 

11.  .Approval  w’as  given  of  the  Society's  contribu- 
tion towards  the  cost  of  a conference-dinner 
under  the  sponsorship  of  the  Aledical  Econom- 
ics Council  for  physicians  serving  on  hospital 
utilization  committees. 

12.  The  Council  voted  that  the  Society  should  sup- 
port the  efforts  to  establish  an  educational  tele- 
vision station  in  Rhode  Island. 

13.  .Approval  was  given  for  the  President  to  invite 
the  President  of  the  Rhode  Island  Osteopathic 
Society  to  be  a guest  at  the  annual  dinner  of 
the  Rhode  Island  Aledical  Society,  and  for 
members  of  the  osteopathic  society  to  attend 
the  scientific  sessions  of  the  Society. 

(Continued  on  I’age  338) 
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at  Merck  Sharp  & Dohme... 


precedes  development 


understanding... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research; 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

’ From  knowledge  thus  acquired  might  come  clues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these- years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

^MERCK  SHARP  & DOHME  Division  ot  Merck  i Co  , Inc  . West  Point,  Pi. 

Where  today’s  theory  is  tomorrow’s  therapy 
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14.  Approval  was  given  the  action  of  the  board  of 
trustees  of  the  :Medical  Library  in  engaging 
janitorial  service  in  view  of  the  resignation  of 
the  Bay  State  Window  Wash  Company  from 
the  assignment. 

Michael  DiM.aio,  m.d.,  Secretary 

REPORT  OF  THE  TREASURER 
M this  time  I report  on  the  following  matters: 

1.  Agency  Account 

The  Agencv  Account  representing  the  invested 
holdings  of  the  Society  is  handled  by  the  Trust  De- 
partment of  the  Industrial  National  Bank.  An  ap- 
praisal of  the  ‘‘{Xioled''  fund  of  the  investments  is 
attached  as  part  of  this  report.  (The  appraisal  is 
available  at  the  Executive  Office  of  the  Society  for 
any  member  wishing  to  view  it.) 

2.  Bequest  jrom  the  Estate  of  Dr.  Samuel  .Adelson 
The  late  Dr.  Samuel  Adelson  of  Newport,  a for- 
mer President  of  the  Society,  bequeathed  the  So- 
ciety one  thousand  dollars  (Si, 000)  for  the  Library 
Fund.  The  Council  has  approved  of  the  use  of  part 
of  this  bequest  to  provide  for  new  bindings  of 
valuable  historical  books  and  for  new  bookcases  for 
the  storage  of  them.  Both  the  books  and  the  cases 
will  be  marked  to  indicate  that  the  restoration  and 
equipment  was  made  possible  through  the  gene- 
rosity of  Doctor  Adelson. 


HEALTH  HAVENS 

NURSING  H03IE 


CONVENIENTLY  SERVING 
GREATER  PROVIDENCE,  PAWTUCKET, 
CRANSTON,  EAST  PROVIDENCE  and 
EAST  BAY  COMMUNITIES 

ETHICAL,  PROFESSIONAL  SERVICE 

Registered  Nurses  Always 
Dietician  Supervised  Food  Services 
Nationally  Accredited 

100  WAMPANOAG  TRAIL 
EAST  PRO\^DENCE,  R.  I. 
438-4275 


3.  Veterinary  Medical  .Association  Contributions 

The  Society  has  received  a second  contribution, 

making  a total  of  SI 00,  from  the  Rliode  Island. 
\'eterinary  2iledical  Association  for  the  procure- 
ment of  veterinary  medical  literature  for  the  medi- 
cal Library. 

4.  Society  Dues  for  1966  Due  by  May  1 

^Membership  dues  for  1966,  in  accordance  with 

the  bylaw  amendment  adopted  a year  ago,  are  to 
be  paid  by  May  1 to  avoid  suspension  from  mem- 
bership. I urge  the  members  of  the  House  to  remind 
members  in  their  districts  of  this  ruling  which  has 
been  publicized  in  all  our  dues  billings. 

Respectfully  submitted, 

John  A.  Dillon,  m.d..  Treasurer 
BOARD  OF  TRUSTEES 

Due  to  the  generosity  of  the  late  Grace  E.  Dick- 
erman.  librarian  and  librarian  emerita  of  the  Soci- 
ety, who  bequeathed  more  than  S9,000  to  the  So- 
cietv.  many  fine  improvements  have  been  made  in 
the  building.  The  Reading  Room  has  been  named 
the  Grace  E.  Dickerman  Room  and  an  appropriate 
plaque  has  been  installed  in  the  Room  in  her  mem- 
ory. 

New  lights  have  been  installed  in  the  Reading 
Room  and  the  Executive  Office.  New  window 
shades  have  been  installed  in  the  Auditorium  and 
the  Reading  Room,  and  also  combination  aluminum 
windows.  The  Hayes  Street  apartment  has  been  re- 
novated and  improved,  work  that  was  long  overdue. 

New  bookcases,  shelving,  tables  and  chairs,  and 
miscellaneous  library  equipment  have  been  added. 

The  exterior  of  the  Library  was  painted,  and 
several  sections  of  the  interior  walls  washed  and 
seme  painted. 

The  Bay  State  Window  Wash  Company  which 
has  provided  janitorial  service  for  nearly  a decade 
terminated  its  services,  and  the  Trustees  after  so- 
liciting bids  for  the  maintenance  work,  have  given 
the  contract  to  Hardiman  & Company. 

The  Society  has  many  visitors  during  the  year, 
and  the  members  have  reason  to  be  proud  of  the 
excellent  library  they  possess,  and  the  well-main- 
tained building  they  own.  Few  medical  organiza- 
tions in  the  country  can  claim  the  distinction  of 
having  such  an  excellent  building  to  house  their 
books,  their  executive  offices,  and  providing  an  au- 
ditorium for  scientific  and  committee  meetings. 

The  generosity  of  the  late  Doctor  Adelson  who 
bequested  one  thousand  dollars  for  the  Library 
PTind,  and  of  Miss  Dickerman  who  made  the  Soci- 
ety her  major  benificiary,  set  examples  that  your 
Trustees  hope  will  encourage  many  members  to 
include  the  Society  and  the  Library  in  their  per- 
sonal wills. 

Respectfully  submitte, 

W.ALTER  J.  Dufresne,  M.D.,  Chairman 
Board  of  Trustees  of  the  Medical  Library 


natomy  of 
Dw  Back  Pain  #1 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor. activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

4^>  Wallace  Laboratories,  Cranbury,  N.J. 

AAA®  26S01J 
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NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Benewable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Wedical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  sec  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 


For  further  information , send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmpIe  1-4833 


DesiQners  ^ Suppliers  of  Offices 

150  Oorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


I 

jfZ  Nasal  Spray  relieves 
lay  fever  symptoms  on  contact 

‘ast  symptomatic  relief  from  seasonal  hay  fever 
;omes  in  the  convenient  nTz  Nasal  Spray  bottle, 
'wo  sprays  quickly  relieve  itching  and  decongest 
he  nasal  membranes  on  contact.  The  first  spray  of 
iTz  shrinks  the  turbinates,  helps  restore  normal 
lasal  ventilation  and  breathing.  After  a few  minutes 
1 second  spray  enhances  sinus  ventilation  and 
jrainage. 

^Tz  Nasal  Spray  reduces  excessive  rhinorrhea 
vithout  unpleasant  dryness.  It  is  well  tolerated  by 
Jelicate  respiratory  tissues.  nTz  also  provides 
elief  in  head  colds,  perennial  rhinitis  and  sinusitis. 

Hay  fever. . . 
a summer  hazard 

prescribe 

® 

Nasal  Spray 


/ 

f 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo  -Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of20ml.and  in  bottles  ofSOml.with  dropper. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTz  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyfdiamine),  and 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 
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brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine*  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects;  Use  with  caution  in  patients 
hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 


eczema:  scourge  of  childhood 


atopic  eczema  of  long  standing  Topical  Ointment  0.1%  for  two  weeks 


ARISTOCORT"  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1%  concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  72  lb.  jar. 


PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O. 


Aristocort’  Topical  Ointment  0.1%  and  Cream  0.1%,  0.5% 

-T-  • • I A . * I Also  available  in  foam  form  and  with  neomycin. 

rriamcinolone  Acetonide 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


must  penicillin 
be  a bitter  pill 
to  swallow? 


Not  if  it  is  V-Cillin  K. 

V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consist- 
ent dependability  . . . even  in  the  presence  of 
food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci. and  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity 
reactions  are  much  less  common  after  oral  than  after 
parenteral  administration.  V-Cillin  K should  not  be  ad- 


ministered to  patients  with  a history  of  allergy  to  penicil- 
lin. As  with  any  antibiotic,  observation  for  overgrowth  of 
nonsusceptible  organisms  during  treatment  is  important. 
Usual  Dosage  Range:  125  mg.  (200.000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K.  125  or  250  mg.;  also. 
V-Cillin  K.  Pediatric.  125  mg.  per  5-cc.  teaspoonful.  in 
40.  80.  and  150-cc.-size  packages. 


VCillin  K 


Six-Second  Barrier 
to  Bitterness 


Potassium  Phenoxymethyl 
Penicillin  


Additional  information  available  upon  re- 
quest. Eli  Lilly  and  Company.  Indianapolis. 
Indiana. 


<S^ 
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TAPIOCA  AGAR-GEL  ELECTROPHORESIS  OF  HEMOGLOBIN* 

Modified  Preparation  of  Hemoglobin  Solution  and  a ISeiv  Agar-Gel 
Medium  Permit  Ready  Recognition  of  Abnormal  Hemoglobins 
and  of  Thalassemia,  Common  in  Rhode  Island  Area 

CONSTANCE  M.  MOEHRING,  B.S. 
and  GEORGE  E.  MEISSNER,  M.D. 


The  Authors.  Constance  M.  Moehring,  B.S.,  Technolo- 
gist, Department  of  Pathology , Rhode  Island  Hospital. 
George  F.  Meissner,  M.D.,  Associate  Pathologist,  Rhode 
Island  Hospital. 


INTRODUCTION 

Potato  starch-gel  for  electrophoresis  has  been  in 
use  since  its  introduction  by  O.  Smities  in  1955.^ 
We  should  like  to  present  a microscope  slide  method 
using  Minute®  tapioca  as  the  starch  constituent 
with  the  hemoglobin  solution  prepared  by  a slight 
modification  of  the  Houchin  and  Robinette  method.^ 

The  simplicity  of  the  method  and  the  long  keep- 
ing qualities  of  the  starch  (tapioca)  portion  make 
it  especially  useful  for  the  clinical  laboratory.  The 
apparatus  for  the  electrophoresis  can  be  readily 
constructed  and  is  used  in  conjunction  with  any 
suitable  power  supply  and  a densitometer.  The 
hemoglobin  solutions  can  be  stored  for  many  months 
without  denaturation,  making  it  possible  to  accu- 
mulate samples  for  determination  at  convenient 
intervals  and  to  maintain  normal  and  abnormal 
controls. 

For  the  past  two  and  one-half  years  we  have 
used  this  method  in  over  200  determinations.  It 
allows  adequate  detection  of  common  hemoglobin- 
opathies and  also  of  Hemoglobin  A2  which  is  of 
great  importance  for  the  diagnosis  of  “Beta”  Tha- 
lassemia trait.'^ 

MATERIALS  AND  METHODS 

Hemoglobin  Solution-.  Centrifuge  whole  blood  and 
remove  the  plasma.  Triply  wash  the  red  cells  with 
normal  saline  and  centrifuge  at  3000  RPM,  5 min., 
the  final  wash  for  10  minutes.  With  one  drop  of 
“Triton®  X-100,”  lyse  the  red  cells,  stopper  and 
shake.  After  5 minutes,  add  the  chloroform,  equal 
to  one-half  the  volume  of  hemolyzed  red  cells;  shake 
the  tube  vigorously  for  one  minute  and  centrifuge 
at  3000  RPM/S  min.  Decant  the  hemoglobin  solu- 


*Froni the  Department  of  Pathology,  Rhode  Lsland 
Hospital,  I’rovidence,  Rhode  Island. 


tion  into  a tube,  add  an  equal  volume  of  glycerol 
and  thoroughly  mix.  Store  the  sample  in  the  deep 
freeze;  the  hemoglobin  remains  stable  for  many 
months.  The  alkali  denaturation  test  can  be  per- 
formed on  this  solution. 

Electrophoresis'. 

Stock  Barbital  Buffer-.  0.2T  ionic  strength,  pH  8.8. 
197.8  gm.  sodium  barbital  + 22.2  gm.  barbital  are 
dissolved  in  distilled  water  and  made  up  to  4 liters. 
Working  Buffer-.  0.06  ionic  strength.  Dilute  250  ml. 
stock  buffer  to  1 liter  with  distilled  water. 
Saturated  Salt  Solution 
.Agar-Gel  Solution:  ionic  strength  0.03 
1 gm.  lonagar  No.  2*  + 50  ml.  distilled  water,  heat 
to  boiling  with  stirring  until  the  agar  melts.  Add 
50  ml.  of  working  buffer. 

Bring  to  a boil  and  filter  through  a thin  layer  of 
gauze  and  cotton.  Stopper  and  store  in  a 70°C. 
waterbath.  Make  up  fresh  daily. 

Agar  Bridges:  Two  Pl-shaped  drying  tubes  are 
filled  with  a 1 per  cent  agar,  saturated  salt  solution. 
Allow  them  to  solidify  and  store  in  a saturated  salt 
solution. 

Tapioca  Solution:  Buffered,  0.03  ionic  strength. 
Wash  quickly  20  gm.  of  Minute®  tapioca  with  three 
changes  of  distilled  water.  Allow  it  to  settle  for  15 
seconds  and  decant  (some  of  the  fine  particles  will 
be  decanted).  Add  50  ml.  of  distilled  water  and 
bring  to  a boil  with  continuous  stirring.  Add  50 
ml.  of  the  working  buffer  and  again  bring  to  a boil 
with  stirring.  Cover  the  beaker  with  a watch  glass 
and  place  in  a 70°C  waterbath  for  30  minutes. 
Transfer  to  a Waring  Blender®  for  3 minutes.  Fill 
into  small  glass  containers  and  return  to  the  water- 
bath until  most  of  the  bubbles  come  to  the  top. 
Stopper  and  store  in  the  refrigerator.  This  tapioca 
solution  is  stable  for  approximately  six  weeks. 
Rinsing  Solution:  Methanol:  Distilled  Water:  Gla- 
cial .Acetic  -Acid  in  a ratio  of  5:5:1  volume  volume. 
Staining  Solution:  10  gm.  of  .Amido-Schwarz  10-B 
dissolved  in  1 liter  of  the  rinsing  solution. 


*0X0®  Limited,  London,  England 

fContinued  on  next  page) 
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Sponge  Wicks:  Dupont  photographic  sponges  cut 
to  fit  the  cell. 

Infra  Red  Lamp 

D.  C.  Regulated  Power  Supply. 

Densitometer:  Spinco  Analytrol.® 

Electrophoresis  Cell:  See  Figure  1. 

PROCEDURE 

Fill  the  outer  vessels  with  a saturated  salt  solu- 
tion, the  inner  with  the  working  buffer  (475  ml.) 
and  the  center  one  with  ice  and  water  (See  Fig- 
ure 1). 

Immediately  before  use.  make  up  the  tapioca 
agar-gel  (TAG)  solution  by  placing  2 ml.  of  the 
tapioca  solution  in  a 50  ml.  flask  and  warming 
1 min.  70  C.  Add  20  ml.  of  the  agar-gel  solution. 
Mix  by  swirling,  filter  through  a thin  layer  of 
gauze  and  cotton;  store  in  the  70°  waterbath.  iMake 
up  fresh  for  each  set  of  6 slides. 

Place  6(10  x 75  mm.)  test  tubes  into  the  water- 
bath  and  add  0.1  ml.  of  the  T.\G  solution  to  each 
tube. 

Clean  6 thin  (0.8- 1.0  mm.)  standard  microscope 
slides  with  70  per  cent  alcohol  and  wipe  dry.  Place 
them  on  a level,  flat  surface.  Pipet  2 ml.  of  the  TAG 
solution  onto  each  slide.  Flarden  for  4 min.  With  a 
slit  cutter  (made  from  2,  20  mm.  razor  blade  frag- 
ments held  1 mm.  apart  by  stiff  cardboard  and 
taped)  cut  a 20  mm.  slit  in  the  agar  gel  20  mm. 
from  one  end.  With  a probe  wire,  cut  the  ends  of 
the  slit  and  lift  out  or  blow  out  with  a gentle  stream 
of  air. 

Add  0.025  ml.’  of  the  hemoglobin  solution  to  the 
0.1  ml.  TAG  in  the  small  test  tubes;  mix  by  tap- 
ping. Rinse  out  the  pipet  in  hot  water.  Pipet  ap- 
proximately 0.025  ml.’  of  this  into  the  slit.  Do  not 
blow  out  completely  or  bubbles  will  result.  Quickly 
rinse  out  the  pipet  in  hot  water.  Treat  each  sample 
in  the  same  manner.  Place  the  loaded  slides  face 


POWER  SUPPLY 


Figure  1.  Diagram  of  Electrophoresis  cell.  It  is  made 
of  plexiglass  inch)  and  glued  with  polystyrene. 

The  slides  are  placed  face  down  on  the  sponge  wicks. 
The  outer  and  inner  vessels  are  connected  by  agar 
bridges  (See  Text). 


down  on  the  sponge  wicks.  Connect  the  outer  and 
inner  vessels  with  the  agar  bridges.  Run  at  90  volts 
and  50  milliamperes  for  60  minutes. 

After  the  completed  run.  place  the  slides  under 
the  infra  red  lamp  to  dry. 

Stain  the  slides  in  a coplin  jar  for  20  minutes 
with  the  Amido-Schwarz  solution.  Rinse  with  three 
changes  (10  minutes  each)  of  the  rinsing  solution. 
Remove  the  slides  and  air-dry  by  standing  them  on 
end. 

Back  the  slides  with  2023  mgl.  filter  paper  (Beck- 
man Instruments.  Inc.)  and  scan  in  the  Spinco  Anal- 
ytrol.® The  squares  under  the  Hemoglobin  A2  must 
be  counted  as  the  integrator  is  not  accurate  in  this 
range.  Use  the  Calibration  Set  Point  when  scanning 
the  hemoglobins. 

Always  run  a normal  control  and  an  elevated 
Hemoglobin  Aa  near  the  normal  range;  e.g..  3.8  — 
4.0  per  cent. 

RESULTS 

There  were  208  determinations.  These  showed 
normal  values  for  Hemoglobin  A2  in  124  individu- 
als ranging  from  1.03-3.5  per  cent  (average  2.1 
per  cent).  These  individuals  were  clinically  and 
hematologically  normal  as  far  as  could  be  deter- 
mined and  varied  in  age  from  6 months  to  72  years 
(average;  25  years). 

Ten  samples  showed  a value  below  1.0  per  cent. 
These  included  a 7-weeks-old  premature  infant,  a 
13-month-old  male  with  pneumonia,  and  8 adult 
patients  with  diagnoses  of  jaundice,  hemolytic  ane- 
mia, aplastic  anemia,  chronic  lymphocytic  leukemia 
and  diabetes,  and  gastrointestinal  hemorrhage  of 
unknown  cause.  Their  Hemoglobin  A2  values  might 
also  have  been  normal  and,  if  these  were  included, 
the  range  of  normal  values  as  determined  by  extra- 
polation on  a graph  would  be  from  0.3  to  3.5  per 
cent  with  a mean  of  1.6  per  cent  for  the  entire 
normal  group. 

Ten  replicate  determinations  of  a single  normal 
sample  revealed  a range  of  values  from  0.8  to  1.3 
per  cent  for  Hemoglobin  A2  with  an  average  of  1.05 
per  cent,  a standard  deviation  of  ± 0.15  per  cent, 
and  a standard  error  of  the  mean  of  ± 0.05. 

In  fifty-two  cases  in  whom  a diagnosis  of  Thal- 
assemia Trait  was  made  by  history  and  hematologic 
studies,  the  values  of  Hemoglobin  .M  ranged  from 
3.8  to  10.4  per  cent  (see  Figure  2).  The  average 
value  was  5.2  per  cent. 

There  were  14  patients  ( 1 1 adults  and  3 children) 
with  a borderline  hemoglobin  value  of  3. 6-3. 8 per 
cent  who  had  the  following  clinical  diagnoses;  .A 
44-year-old  female,  one  month  after  hysterectomy, 
with  evidence  of  pulmonary  emboli  and  a history 
of  rheumatic  fever;  a 43-year-old  male  with  malig- 
nant nephrosclerosis,  uremia,  and  anemia;  a 77- 
year-old  male  with  bronchogenic  carcinoma  and 
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cirrhosis;  a 23-year-old  female  with  migraine;  a 
46-year-old  male,  father  of  a thalassemic  child;  and 
a female  adult  (age  not  stated)  whose  mother  has 
a Hemoglobin  A2  value  of  6 per  cent.  In  the  re- 
maining 7 cases,  under  investigation  for  borderline 
anemias,  no  definite  diagnoses  had  been  established 
to  date. 

In  3 adult  females  there  was  definite  elevation 
of  the  A2  fraction  without  hematologic  evidence  for 
a diagnosis  of  Thalassemia  Trait:  one  was  a patient 
with  the  diagnosis  of  latent  syphilis,  essential  hy- 
pertension and  anemia,  another  with  normochromic 
enemia  of  uncertain  etiology  and  the  third  with 
chronic  idiopathic  thrombocytopenic  purpura  and 
gout. 

No  correlation  between  individual  levels  of  hemo- 
globin (range  8.0-13.2;  average  10.8)  and  the 
amount  of  the  A2  fraction  was  evident. 

There  were  14  cases  of  Hemoglobin  S (hetero-or 
homozvgous).  5 cases  of  Hemoglobin  C and  2 cases 
of  Hemoglobin  S/C  disease.  Hemoglobin  S and  I) 
cannot  be  distinguished  by  this  method  except  by 
the  presence  of  sickling  and  by  a change  in  pH 
and  electric  current.  The  abnormal  hemoglobins  S 
and  C are  easily  separated.  Hemoglobin  C,  which 
occupies  the  same  position  as  A2  is  for  practical 
purposes  readily  distinguishable  because  Hemoglo- 
bin C,  when  present,  occurred  in  much  larger 
amounts  (See  Figure  2).  Whenever  Hemoglobin  S 
was  present  in  a sample,  the  electrophoresis  time 
was  increased  by  about  10  minutes  for  clearer  defi- 
nition of  Hemoglobins  .A2  and  S. 

The  Analytrol®  is  not  accurate  in  low  ranges 
where  the  area  under  the  curve  has  to  be  counted 
manually;  however,  with  the  visual  comparison  of 
normal  and  known  low-elevated  v^alues  of  Hemo- 
globin Ao,  the  instrument  is  an  adequate  guide.  The 
reproducibility  of  the  densitometer  tracing  was 
checked  by  running  the  same  slide  through  the  .Anal- 
ytrol® ten  times:  the  standard  deviation  for  the 
slide  in  the  normal  range  was  ± 0.2  per  cent  and 
for  the  elevated  value,  ± 0.3  per  cent. 

DISCUSSION 

The  preceding  method  is  a modification  of  the 
basic  procedure  for  agar  gel  electrophoresis  of 
A'akulis  et  al.^  Hsing  only  the  agar  gel,  the  values 
for  Hemoglobin  .A2  are  much  higher  than  those 
obtained  with  starch  block  electrophoresis.  When 
tapioca,  a starch,  is  added,  a better  hemoglobin 
separation  is  obtained  and  the  values  fall  into  the 
range  of  those  found  with  starch  block  electro- 
phoresis.^ ® The  portion  which  gives  the  high  value 
for  Hemoglobin  .A2  in  agar  gel  alone,  appears  to 
remain  at  the  point  of  origin  when  tapioca  is  added 
to  the  medium.  The  band  preceding  the  A2  is  the 
same  as  found  by  A’akulis  et  al.  in  the  agar  gel 
media  and  is  not  included  in  the  calculations. 

The  Houchin  and  Robinette  method  for  hemo- 
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ORIGIN  ORIGIN  ^ ANODE 


Figure  2.  The  column  on  the  left  shows  a normal 
pattern  (second  from  bottom),  elevation  of  the  A2 
fraction  and  several  abnormal  hemoglobins.  C and  S 
(D)  bands  are  readily  separable.  The  column  on  the 
right  shows  Hemoglobin  A3  bands  from  normal  indi- 
viduals and  patients  with  Thalassemia  Trait,  arranged 
in  order  of  increasing  concentration  of  A2  (See  Text). 

globin  preparation  is  very  desirable  for  long-term 
storage  of  samples  since  denaturation  is  minimal. 
Solutions  stored  for  as  long  as  fifteen  months  have 
shown  little  denaturation  which  can  be  recognized 
by  the  blurring  of  the  front  portion  of  the  Hemo- 
globin .A  band. 

Even  though  Hemoglobin  .A2  may  be  readily  visu- 
alized by  this  method  and  reasonably  quantitated, 
the  electrophoretic  pattern  is  only  one  criterion  for 
the  diagnosis  of  Thalassemia  trait  to  be  used  in 
conjunction  with  history  and  other  hematologic 
findings. 

.As  observed  previously,®  Hemoglobin  .A2  may  be 
elevated  in  the  apparent  absence  of  Thalassemia 
trait,  such  as  in  aplastic  anemia  and  leukemia,  and 
conversely,  there  are  forms  of  Thalassemia  (“alpha” 
thalassemia)  in  which  the  level  of  Hemoglobin  .A2  is 
not  elevated.^ 

The  presence  of  abnormal  hemoglobin  is  readily 
detected  by  this  method,  which  is,  therefore,  very 
useful  for  the  clinical  laboratory,  while  exact  iden- 
tification may  require  additional  and  at  present 
more  complex  techniques. 

SUMMARY 

.A  method  for  the  rapid  demonstration  of  the 
common  abnormal  hemoglobins  and  the  Hemo- 
globin .A2  fraction,  by  Tapioca  agar-gel  (T.AG) 
(Concluded  on  Page  ,38,t) 
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H()\^  CA\  THE  INDIVIDUAL  HOSPITAL  ASSESS  ITS  USE  AND  COSTS? 

Computer  Services  Provide  Means  of  Evaluating  Hospital 
I tilization.  Advent  of  Kerr-Mills  Program  (MAA)  in  Rhode  Island 
Appears  to  Have  Increased  Stay  of  Government-Sponsored  Patients 

WILLIAM  K.  TURNER 


The  Author.  William  K.  T tinier,  of  Portsmouth , Rhode 
Island.  Director.  Newport  Hospital,  Newport,  R.l. 


With  the  shift  in  financing  of  short-term  hospital 
care  from  private  to  public  funds  — under  Medi- 
care this  will  account  for  25  to  30  per  cent  of  the 
workload  of  most  hospitals,  with  an  upward  esca- 
lation from  that  level  as  Title  XIX  of  the  Federal 
Medicare  Act  is  implemented  — hospitals  will 
exchange  a diminished  money  problem  for  a dif- 
ferent kind  of  fiscal  or  management  problem.  It 
has  been  predicted  that  in  this  part  of  the  country 
Title  XVni  will  largely  constitute  a dollar  ex- 
change. iNloney  coming  in  the  main  from  private 
sources  such  as  Blue  Cross,  commercial  insurance, 
and  the  patient  will  now  come  from  government 
without  much  change  in  total  inflow,  whereas  Title 
XIX  will  be  productive  of  new  hospital  income 
through  uniform  reimbursement  practices  which 
will  diminish  allowances  and  uncollectibles.  The 
reduction  of  reimbursement  and  collection  losses 
should  in  time  have  a salutary  effect  upon  hospital 
pricing  practices,  more  closely  equating  charges 
with  total  costs  of  providing  various  kinds  of  serv- 
ices. There  will  be  progressively  less  need  for  some 
services  to  subsidize  other  services  that  are  not 
now  self-supporting.  .A  move  toward  greater  uni- 
formity in  hospital  pricing  practices  thus  will  be 
encouraged,  and  desirably  so,  b\’  Medicare  imple- 
mentation. 

However,  with  Medicare,  by  force  of  law  or  re- 
gulation, will  come  the  first  level  of  controls,  that 
are  explicit  instead  of  implicit.  .\s  a direct  out- 
growth the  same  types  of  controls  will  be  demanded 
by  other  major  payment  sources.  Medicare  from  a 
control  standpoint  initially  will  be  less  concerned 
with  how  and  where  hospitals  buy  soaji.  insurance, 
or  pharmaceuticals,  as  being  less  important  areas 
of  concern  at  this  time  than  those  major  areas  of 
emphasis  outlined  in  “Conditions  for  Participation.” 

First,  there  is  insistence  that  quality  standards 
be  met  by  both  short-term  and  long-term  providers 

'Read  at  Session  on  "Xew  Patterns  in  Financing 
X'ohintary  Hospitals,”  at  tlie  meeting  of  the  Xew 
I'ingland  Hospital  .Assemljlt',  at  Boston,  Massachu- 
setts, March  29,  1961).  Raymond  F.  Brown  and  Wal- 
ter 1.  MeXerney  other  program  participants. 


of  care  through  continued  maintenance  of  accredi- 
tation, and  the  assurance  that  both  groups  of  pro- 
viders do  not  engage  in  discriminatory  practices 
(Title  \T,  Civil  Rights  .\ct).  In  this  part  of  the 
country  neither  of  these  concerns  constitute  a major 
problem  of  short-term  providers  of  care,  but  the 
quality  question  is  a major  concern  for  most  of  the 
current  providers  of  long-term  care. 

The  second  condition,  however,  will  constitute  a 
real  problem  for  all  providers  over  a time  span  that 
will  eclipse  memories  of  current  questions  regarding 
method  and  amount  of  reimbursement,  changed  fi- 
nancial relationships  with  hospital-based  specialists, 
and  the  multitude  of  other  currently  unanswered 
questions.  Control  of  hospital  use  base  been  struc- 
tured into  the  act  and  its  regulations,  not  only  as 
a precondition  for  participation,  but  to  bring  about 
major  changes  in  quality  standards  and  costs  of 
providing  care.  Beyond  imposing  a requirement  for 
an  acceptable  utilization  review  Plan,  ^ledicare 
through  the  financing  of  alternatives  to  short-term 
care  will,  in  effect,  through  these  new  benefits 
institute  further  control  of  hospital  use.  Unan- 
swered questions  at  this  point  are  the  degree  of 
success  that  these  new  approaches  will  achieve  in 
regard  to  problems  of  cost  and  use,  and  whether 
or  not  the  voluntary  hospitals  of  this  country  will 
assert  the  leadership  to  provide  a complete  health 
care  system  instead  of  the  current  segmented  system 
which  is  a target  for  change  under  this  legislation. 

The  hospital  system  in  Xew  England  represents 
in  the  neghborhood  of  l/20th  of  the  L .S.  total, 
whereas  we  constitute  with  six  states  about  l/8th 
of  our  political  union;  but  collectively  we  have  a 
higher  impact  on  innovation  and  leadership  in  health 
care  than  mere  numbers  might  indicate.  As  an  ex- 
ample, we  have  attained  a degree  of  sophistication 
in  cost  analysis  and  methodology  of  reimbursement 
along  the  lines  preferred  by  the  Social  Security 
.Administration,  than  is  currently  the  case  in  other 
areas.  \\t  collectively  in  Xew  England  are  advo- 
cating the  ratio  of  Charges  .Applied  to  Costs 
(RC.AC),  instead  of  overall  cost  per  patient  day, 
as  our  choice  of  reimbursement  method  for  Medi- 
care beneficiaries.  I have  referred  to  our  relative 
lack  of  concern  in  meeting  quality  and  nondiscrim- 
ination requirements.  Other  control  requirements, 
however,  are  currently  being  accomplished  more 
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effectively  in  certain  other  sections  than  is  gene- 
rally the  case  in  New  England.  However,  the  com- 
pactness of  our  area  and  the  high  degree  of  stimu- 
lation and  communication  afforded  by  our  New 
England  Hospital  Assembly  will,  I am  certain,  en- 
able us  to  catch  up  and  meet  these  requirements 
directed  toward  more  effective  hospital  care  for 
all  the  people. 

How  can  the  individual  hospital  assess  its  use 
and  costs?  What  new  mechanisms  are  there  which 
will  help  us  more  effectively  to  direct  and  control 
our  hospitals? 

In  the  area  of  direct  cost  control,  it  is  probably 
because  of  our  relative  sophistication  in  cost  anal- 
ysis, and  the  interhospital  comparisons  of  these 
results  that  we  have  been  making  for  many  years, 
that  we  have  been  slow  to  participate  in  the  Ameri- 
can Hospital  Association  computer-conducted  Hos- 
pital Administrative  Services  (HAS).  While  there 
are  over  1,300  participating  hospitals  as  of  Decem- 
ber 31,  1965,  the  N.E.  component  is  only  46,  half 
of  which  are  in  the  state  of  Maine.  While  the  HAS 
Basic  Cost  Allocation  Program  has  little  appeal  for 
N.E.  hospitals,  the  HAS  Basic  Program  is  well 
worth  the  $20  to  $40  per  month  cost  and  the  small 
amount  of  monthly  work  in  recasting  figures  in  a 
standard  format,  to  provide  in-depth  comparisons 
on  dollar  and  statistical  bases  for  positive  control 
of  hospital  expenditures.  Beyond  monthly  compari- 
sons of  functional  department  Income  and  expenses 
with  prior  periods,  there  is  a distinct  advantage  in 
being  able  to  make  frequent  comparisons  of  prior 
3 months  averages  with  high,  median,  and  low 
national  averages  in  each  size  group.  As  more  N.E. 
hospitals  join,  regional  comparisons  on  a monthly 
basis  will  become  more  meaningful  and  of  greater 
impact  than  annual  statewide  comparisons  now  be- 
ing made,  the  earliest  monthly  component  of  which 
is  about  15  months  old  when  these  comparisons  are 
available.  Routine  statistical  comparisons  include 
such  items  as:  housekeeping  costs  per  bed,  laundry 
pounds  per  man  hour,  laboratory  and  radiology 
direct  costs  per  procedure,  and  the  ratio  of  man- 
hours of  various  departments  per  patient  day.  Spe- 
cial studies  of  departments  such  as  medical  records 
and  operating  rooms  also  are  issued  from  time  to 
time. 

It  is  in  the  area  just  mentioned,  effective  utiliza- 
tion and  control  of  hospital  manpower,  that  im- 
provement must  be  made  to  insure  our  ability  to 
serve  as  well  as  to  control  the  two-thirds  element 
of  our  operating  expenditures.  Medium-size  hos- 
pitals are  turning  in  increasing  numbers  to  com- 
puter service  bureaus  for  complete  payroll  services, 
primarily  for  more  and  better  payroll  statistical 
data  than  for  potential  administrative  cost  savings. 
In  company  with  Hx\S  analyses,  if  such  payroll 


data  retrieval  can  be  standardized,  an  important 
new  tool  will  have  been  forged  for  interhospital 
comparison  to  achieve  more  uniform  staffing  pat. 
terns.  Through  group  buying,  important  steps  have 
been  made  toward  standardization  and  control  of 
material  costs,  but  the  surface  for  improvement  of 
this  larger  cost  component  has  been  barely 
scratched.  With  these  new  tools  and  the  advent  of 
Medicare,  there  is  both  opportunity  and  challenge 
for  hospital  management  to  contrive  new  methods 
to  utilize  personnel  fully  to  the  highest  level  of  their 
effective  capacities.  Legislated  increased  minimum 
wage  levels  and  our  inability  to  compete  for  skilled 
and  semi-skilled  people  in  an  era  of  full  employ- 
ment, coupled  with  probable  increasing  demand  as 
a result  of  Medicare,  clearly  establish  manpower 
utilization  as  the  highest  priority  problem  needing 
solution,  certainly  before  any  more  bricks  are 
stacked  up.  The  alternative  to  real  and  speedy  so- 
lution inevitably  will  be  deterioration  of  care. 

The  opportunity  is  at  hand  for  Blue  Cross  to 
use  its  growing  computer  capabilities  to  help  me- 
dium-size and  smaller  hospitals  through  computer- 
sharing programs,  such  as  the  pioneering  effort  just 
inaugurated  by  eight  hospitals  and  Minnesota  Blue 
Cross,  as  reported  in  the  most  recent  issue  of  the 
Blue  Cross  Association  News.  In  this  first  coop- 
erative computer  program,  these  hospitals  will  be 
provided  with  common  business  systems  to  the  mu- 
tual benefit  of  the  hospitals  and  Blue  Cross.  Initi- 
ally, patient  accounting  has  been  programmed  so 
that  a final  bill  can  be  printed  within  90  seconds 
at  discharge.  Later  this  central  computer  service 
will  begin  to  take  over  functions  such  as  payroll 
accounting  and  personnel  records,  property  account- 
ing for  hospital  equipment  and  facilities,  preventive 
maintenance  scheduling,  accounts  payable  and  gen- 
eral ledger  accounting  and  inventory  control. 
Through  their  private  wire  network,  which  it  is  ex- 
pected will  be  expanded  statewide,  hospitals  will 
obtain  better  and  faster  information  for  administra- 
tion, with  shared  costs  for  development  and  opera- 
tion of  the  electronic  data-processing  system  being 
much  lower  than  computer  leasing  by  individual 
hospitals. 

Computer  applications  for  hospital  information 
systems,  patient  care  and  record  keeping,  and  mon- 
itoring and  operating  building  service  systems,  etc., 
constitute  a tremendous  resource  for  assessing  hos- 
pital use  and  identifying  problems,  to  guide  in- 
formed decision-making  for  control  of  costs. 

The  subject  of  manpower  utilization,  numbers 
needed  for  in-patient  care  demands,  is  closely  allied 
to  the  big  and  growing  problem  of  bed  utilization. 
Bed  utilization  offers  the  most  important  means  of 
control  of  the  short-term  hospital  bill  of  the  future, 
(Continued  on  next  page) 
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whether  you  mean  by  this  the  size  of  the  communi- 
ty's bill  in  percent  of  income  allocated  to  hospital 
capital  and  operational  needs,  or  the  individual's 
hospital  bill  whether  or  not  it  is  divided  between 
his  third-party  payor  and  his  own  pocketbook.  Blue 
Cross  has  been  the  principal  exponent  to  date  for 
improvement  regarding  this  aspect  of  hospital  care, 
in  many  instances  because  of  pressure  from  insur- 
ance commissioners  incident  to  filing  for  approval 
of  rate  increases.  However,  Blue  Cross  efforts  in 
this  regard  have  suffered,  often  because  of  a re- 
luctance or  inability  to  offer  benefit  alternatives 
to  the  use  of  acute  care  facilities.  Medicare  will 
assist  Blue  Cross  and  other  insurance  substantially 
through  removal  from  its  underwriting  of  the  high 
admission,  long-stay  and  therefore  costliest  age 
group,  those  over  65. 

Medicare  is  using  the  alternative  benefit  ap- 
proach of  home  and  office  physician  visits,  home 
care,  out-patient  care  and  long-term  care,  a total 
care  approach,  but  one  which  necessitates  under- 
writing contributions  from  the  total  employee- 
employer  group  for  the  benefit  of  this  quarter  of 
our  population.  Before  we  discuss  the  stipulated 
control  requirement  of  hospital  utilization  review 
we  should  examine  the  role  or  responsibility  of  the 
hospital  in  regard  to  establishing  different  levels  of 
care,  more  nearly  to  assure  that  the  right  patient 
is  in  the  right  bed  at  the  right  time  and  at  the  right 
level  of  cost.  Hospitals  generally  have  been  estab- 
lishing intensive  care  units  to  improve  care  for  se- 
riously or  critically  ill  or  injured  patients,  of  ne- 
cessity at  a higher  level  of  cost.  Often  this  has  been 
done  out  of  a desire  to  equate  the  amount  of  care 
for  other  patients  on  nursing  units,  whose  needs  at 
times  were  bypassed  because  of  more  urgent  needs 
of  the  seriously  ill  group.  Out  of  intensive  care  unit 
experience  has  come  the  realization  that  the  staffing 
quantity  and  quality  mix  for  less  seriously  ill  pa- 
tients can  be  reduced  safely,  and  to  their  economic 
advantage  also,  when  intensive  care  units  provide 
the  high  volume  and  quality  of  care  required  for 
patients  who  are  served  best  by  these  special  units. 
However,  hospitals  have  been  slow  to  assume  as 
as  their  responsibility  the  establishment  of  this  third 
level  of  in-patient  care,  at  a lower  level  of  cost,  now 
identified  as  “extended  care.”  Yet  every  hospital 
has  patients  who  require  daily  physician  visits  and 
proximity  to  laboratory,  x-ray  and  physical  therapy, 
who  are  not  ready  for  nursing  home  care,  however 
skilled,  but  who  do  not  require  the  level  of  care  of 
the  regular  care  units  of  the  hospital.  It  is  by  es- 
tablishment of  extended  care  units  as  a separate  part 
of  the  hospital,  that  a hospital  can  simultaneously 
reduce  its  total  bill  to  the  community  for  quality 
care  through  more  effective  utilization  of  its  higher 


cost  acute  care  beds  and  the  mix  of  available  nurs- 
ing skills.  It  should  be  made  clear  that  appropriate 
hospital  provision  of  extended  care  should  embrace 
primarily  rehabilitative  convalescent  care,  which 
needs  definition  as  an  identifiable  level  of  care,  as 
an  essential  element  of  the  philosophy  of  continuity 
of  care. 

Turning  now  to  the  ^ledicare  requirement  that 
each  provider  of  service  establish  an  acceptable 
utilization  review  plan  that  provides  for:  1.  The 
review  on  a sample  or  other  basis  of  admissions,  du- 
ration of  stays,  and  professional  services  furnished; 
and  2.  Review  of  each  case  of  continuous  extended 
duration. 

Utilization  review  is  a job  of  considerable  mag- 
nitude, and,  as  I predicted  earlier,  will  be  a major 
source  of  concern  for  doctors,  hospitals,  and  fiscal 
intermediaries  long  after  we  have  resolved  other 
questions  which  are  of  major  magnitude  at  the 
moment.  Considerable  assistance  must  be  provided 
by  hospital  management  if  physicians  are  to  fulfill 
adequately  this  responsibility  which  has  been  as- 
signed directly  by  Medicare  to  the  medical  pro- 
fession. There  is  little  hope  that  physicians,  who 
will  be  working  under  pressures  of  increasingly 
greater  demand,  can  cope  satisfactorily  with  the  dis- 
charge of  this  responsibility  except  as  modern  man- 
agement tools  can  be  used  to  zero  in  on  those  as- 
pects of  hospital  utilization  which  offer  greatest 
potential  return  for  expenditure  of  valuable  time. 
Before  we  get  into  methodology  we  shall  examine 
briefly  a philosophy  of  “utilization  review^”  or  “Me- 
dical review  and  evaluation"  which  we  prefer  to 
call  it. 

The  concept  of  utilization  review  generally  re- 
ceives negative  emphasis;  it  automatically  implies 
for  most  people,  until  they  think  about  it  objec- 
tively, less  of  everything.  However,  proper  utiliza- 
tion review  is  concerned  also  with  the  other  end  of 
the  care  spectrum,  an  interest  in:  understay,  too 
few  indicated  diagnostic  procedures,  the  missed  con- 
sultation, and  lack  of  appropriate  therapy.  There- 
fore. when  viewed  in  broad  perspective,  utilization 
review  can  be  reconciled  with  the  objective  stated 
in  Conditions  for  Participation,  “the  maintenance 
of  high  quality  patient  care.” 

This  then  is  a brief  description  of  our  philosophy 
of  utilization  review.  Even  though  the  approach 
that  we  are  proposing  represents  a distillate  of  con- 
siderable trial  and  much  error  over  the  past  two 
years,  we  know  that  we  have  a long  path  to  travel 
to  achieve  complete  comprehension  and  acceptance 
of  the  intent  and  purposes  of  this  program.  Our 
choice  of  language  in  naming  the  program  is  de- 
liberate and  is  intended  to  emphasize  at  first  glance 
the  positive  values  we  seek.  We  are  trying  to  say 
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that  through  this  process  and  effort  of  Medical 
review  and  evaluation  that  we  can  assure  that  fu- 
ture patients  will  receive  ever-improving  care  at 
optimum  cost.* 

Responsibility  for  this  function  has  been  as- 
signed to  a “Utilization-z\ccreditation  Commit- 
tee,” again  an  attempt  to  emphasize  the  main- 
tenance of  quality  standards,  even  though  some 
of  the  language  used  is  on  the  negative  side. 
The  committee's  purposes  and  the  scope  of  its 
activities,  again  with  deliberate  intent,  are  e.xcerpt- 
ed  from  the  AIMA  Manual  on  Utilization  Review 
and  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals (JCAH),  Bulletin  No.  40  amending  the  Me- 
dical Staff  Function  Standard.  The  committee  is 
charged  with  the  responsibility  of  acting  as  the 
fact-finding,  educational  instrument  of  the  medical 
staff,  to  analyze  and  identify  factors  which  might 
adversely  affect  continued  accreditation  or  effective 
utilization.  It  is  intended  to  be  the  surveying  in- 
strument of  medical  practice  — not  practitioners 
— to  refer  matters  in  both  of  these  major  areas  of 
concern  to  chiefs  of  service,  other  committees,  and 
hospital  management.  We  feel  that  a small  com- 
mittee, motivated  to  achieve  its  stated  objectives, 
and  well-versed  in  requirements  and  methodology, 
best  assures  an  overview  of  the  entire  function,  and 
ultimate  effective  involvement  of  other  staff  com- 
mittees and  services. 

Finally,  as  to  methodology,  there  is  a way  that 
utilization  can  be  surveyed  that  is  within  the  capa- 
bilities of  most  hospitals,  both  as  to  cost  and  phy- 
sician time  involved.  The  Commission  on  Hospital 
and  Professional  .Activities  (CPH.A)  of  Ann  Arbor, 
Michigan  is  a non-profit  organization  sponsored  by 
the  .American  College  of  Physicians,  .American  Col- 
lege of  Surgeons,  .American  Hospital  Association, 
and  the  Southwestern  [Michigan  Hospital  Associa- 
tion. Currently  it  offers  two  services  which  were 
developed  to  assist  in  the  improvement  of  patient 
care  but  which  can  be  used  admirably  for  utiliza- 
tion review:  Professional  Activity  Study  (P.AS)  and 
Medical  Audit  Plan  (MAP).  .A  third  service,  which 
is  a byproduct  of  the  other  two,  is  known  simply 
as  a “length  of  stay  package”  and  will  be  available 
July  1,  1966. 

PAS  is  an  automated  medical  record  system 
which  provides  participating  hospitals  with  immedi- 
ate access  to  summaries  of  individual  patient  rec- 
ords, medical  record  inde.xes,  and  statistics  in 
an  integrated  set  of  monthly  and  semi-annual 
reports.  This  set  of  computed-produced  reports 
amounts  to  an  encyclopedic  reference  of  infor- 
mation about  patient  characteristics  and  care, 

*C'opy  of  “Medical  Review  and  Evaluation  Program” 
available  from  author  of  article. 


in  a form  that  simplifies  the  mechanics  of 
the  Medical  Records  Department  and  facili- 
tates the  work  of  medical  staff  committees.  By 
processing  this  medical  records  data  at  its  central 
computer  facility  CPHA  is  able  to  perform  multi- 
hospital statistical  comparisons  and  research  from 
a data  file  of  many  millions  now  being  fed  by  the 
annual  discharges  from  over  600  hospitals.  AI.AP 
is  an  extension  or  elaboration  of  basic  P.AS  data, 
without  additional  work  on  the  part  of  the  record 
librarian,  which  provides  quarterly  summaries  em- 
phasizing diagnostic  procedures  and  therapy,  as  its 
name  implies  primarily  for  use  of  Medical  .Audit 
Committees.  Together  they  form  the  base  for  the 
the  new  length  of  stay  service  which  will  be  the 
invaluable,  indispensable  tool  of  a properly  func- 
tioning utilization  committee. 

The  computer  has  been  fed  statistics  from  244 
short-term  U.S.  general  hospitals  and  instructed  to 
screen  all  of  a hospital’s  cases  for  unusually  long 
stays  and  to  refer  those  it  selects  for  utilization 
review,  starting  at  the  90th  percentile.  In  making 
these  selections  for  a particular  hospital  the  com- 
puter considers  the  cause  of  hospitalization,  whether 
there  were  secondary  diagnoses,  whether  or  not  the 
patient  was  operated  upon,  and  the  patient’s  age 
from  its  “matched  patient”  memory  file.  It  is  this 
CPH.A  computer  capability  for  screening  out  irrele- 
vant cases  and  hard-copy  of  its  memory  file  of  1964 
stay  statistics  (some  3,700  choices  based  upon  185 
diagnosis  groups,  subdivided  for  secondar\'  diag- 
nosis and  operation,  each  subgrouped  by  5 age 
categories,  with  average,  median,  90th  and  95th 
percentiles  of  stay  for  each  subgroup)  that  will 
make  feasible  effective  medical  review  and  evalua- 
tion programs. 

What  can  be  achieved  through  retrospective  me- 
dical review  and  evaluation?  Table  1 presents  the 
results  of  CPH.A 's  experimental  study  of  average 
stay  for  6 Rhode  Island  hospitals  for  the  years 
1964  and  1965  compared  with  1963  P.AS  matched- 
patient  national  data,  according  to  payment  source. 
While  back-up  data  is  available  for  each  of  these 
hospitals  by  diagnosis  groups,  broken  down  by  all 
of  the  sub-groups  enumerated  parenthetically  above, 
plus  another  print-out  comparison  by  physician 
identification  numbers,  I have  selected  principal 
payment  source  comparisons  for  presentation,  since 
Medicare  is  the  topic  of  the  day. 

Unadjusted  comparisons  of  average  hospital  stay 
can  be  dangerous  and  completely  misleading.  Com- 
parison with  P.AS  matched  patient  data  indicates 
that  Hospital  E with  a raw'  average  stay  of  10.8 
days  for  all  patients  for  the  Jan. -June  1964  period 
actually  out-performed  Hospital  D w'hich  had  a 9.2 
days  average  stay.  The  interpretation,  not  appar- 
(Continued  on  next  page) 
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Table  1. 

CP  HA — Comparative  Study  of  Average  Stay — 
6 R.I.  Hospitals 
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“1963  Data  (U.S.  Gen.  Hosps.)  Adjusted  for  Age, 
Diagnosis,  I’roportion  Operated,  and  Proportion 
with  2 or  Diagnoses 

r Govt.  Up  — B.C.  Down  — 6 Hosps. 
TRENDS  |a11  Pts.  - Down  — 5 Hosps. 

ent,  from  data  shown,  is  a composite  of  diagnoses, 
operations,  ages  of  patients  and  similar  data,  all 
of  the  factors  which  together  make  up  overall  av- 
erage stay. 

Having  established  a valid  basis  for  comparison 
let  us  look  at  what  has  happened  in  those  6 Rhode 
Island  hospitals  during  the  past  two  years  during 
which  a first  dollar,  all  services,  open  end  Medical 
.Assistance  to  th^  .Aged  Program  (M.A.A)  ( Kerr- 
.Mills)  was  instituted.  .Additionally  you  should  know 
that  Rhode  Island  AI.A.A  instituted  physician  pay- 
ment in  the  hospital  only,  whereas  prior  govern- 
ment programs  paid  for  physician  office  visits  but 


not  for  in-hospital  services.  The  M.A.A  program 
started  slowly  on  November  1.  1964.  Many  people 
were  reluctant  to  give  up  Blue  Cross  and  Physicians 
Service  enrollment  which  provided  varying  degrees 
of  coverage  to  over  80  per  cent  of  the  65  and  over 
group.  Currently  30  per  cent  of  those  over  age  65 
have  met  the  combined  income  and  resources  test 
and  are  depending  now  and  henceforth  on  AI.A.A 
or  Federal  Aledicare  for  their  health  care  needs. 
Further,  do  not  be  concerned  that  only  the  first 
and  last  semi-annual  periods  are  shown  of  this 
study  which  encompasses  four  such  semi-annual 
periods.  Those  omitted  do  not  contribute  signifi- 
cantly to  the  trends  identified.  Trends  are  indicated 
at  the  bottom  of  the  table,  average  stay  for  all 
patients  is  down  significantly  in  5 of  the  6 hospitals, 
because  of  gains  in  Blue  Cross  experience  despite 
the  reverse  showing  for  government  sponsored  pa- 
tients. The  expectation  of  this  increase  in  govern- 
ment e.xperience,  with  a concurrent  Blue  Cross  drop, 
should  be  e.xpected  as  a direct  consequence  of  the 
transfer  of  responsiblity  for  so  many  in  the  65  and 
over  group  from  private  to  public  financing.  Curi- 
ously though,  this  financing  shift  did  not  account 
for  the  major  portion  of  the  Blue  Cross  improved 
experience,  as  indicated  by  the  change  in  the  per- 
centage of  cases  covered  by  each  payment  source 
involved.  Blue  Cross  stay  dropped  in  most  of  these 
hospitals  beyond  the  effect  produced  by  AI.A.A.  In 
one  hospital  Blue  Cross  stay  for  the  over  65  age 
group  dropped  by  a full  day  from  the  preceeding 
year. 

What  reasons  can  be  attributed  to  account  for 
this  trend  divergence?  Blue  Cross  instituted  a 15 
day  certification  program  on  July  1,  1965,  but 
this  same  requirement  has  existed  throughout  the 
life  of  the  RIAI.A.A  program.  Is  the  government  in- 
crease attributable  to  a change  in  the  attitude  of 
patients  that  government  sponsorship  conveys  a 
"right"  not  possible  previously  without  personal 
fiscal  consequences?  Has  removal  of  patient  co- 
payment adversely  affected  government  experience? 
Has  the  structuring  of  a program  which  tends  to 
emphasize  in-hospital  care  been  responsible  for  this 
showing?  None  of  these  observations  or  questions 
by  them.selves  constitute  the  total  answer. 

Blue  Cross  undoubtedly  has  produced  improve- 
ment from  its  recertification  program.  However, 
it  is  felt  that  the  increased  awareness  on  the  part 
of  doctors,  hospital  management,  and  patients  alike 
to  Ray  Brown's  truism  that  “every  medical  deci- 
sion is  also  an  economic  decision”  is  the  major 
factor  in  this  showing.  This  awareness  is  also 
heightened  by  continued  production  and  compari- 
son of  P.AS  data.  In  my  hospital,  monthly  internal 
comparisons  of  P.AS  data  are  supplied  to  every 
(Continued  on  Page  374 
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This  final  message  by  the  President  is  one 
of  the  most  important  functions  of  his  office. 
It  gives  him  the  chance  to  thank  publicly  all  the 
hard  working  members  of  the  Society  who  have 
made  his  year  a success,  and  to  thank  our  diligent 
and  devoted  Executive  Secretary  without  whose 
help  no  one  could  succeed.  It  also  gives  him  the 
chance  to  share  his  thoughts,  feelings  and  experi- 
ences of  the  year  with  the  members.  It  is  a time 
to  look  back  and  it  is  a time  to  look  forward. 

Looking  back  it  has  been  a good  year,  not  the 
bad  one  it  might  have  been.  It  is  a year  in  which 
I have  become  increasingly  proud  of  the  Rhode 
Island  Medical  Society  and  the  American  Medical 
Association. 

I am  proud  of  the  AMA  for  the  manner  in  which 
it  reacted  to  the  passage  of  Public  Law  89-97, 
popularly  known  as  Medicare.  Even  though  we 
fought  certain  parts  of  it  with  all  our  strength, 
when  it  finally  became  law,  and  even  before,  when 
its  passage  became  imminent,  the  AMA  under  the 
inspired  leadership  of  Dr.  James  Z.  Appel  offered 
its  total  resources  to  the  government  through  the 
Department  of  Health,  Education  and  Welfare  so 
that  this  tremendous  undertaking  could  be  prop- 
erly implemented.  It  should  be  mentioned,  however, 
that  this  met  some  resistance  in  the  AMA  House 
of  Delegates,  but  the  minority,  although  vocal,  was 
not  large.  The  physicians  of  the  Lmited  States 
speaking  through  the  AMA  have  demonstrated  a 
high  degree  of  social  responsibility  bringing  great 
credit  to  the  AMA  in  the  eyes  of  governmental 
officials  and  of  the  public.  The  physicians  of  Rhode 
Island  are  firm  in  their  support  of  this  stand. 

Just  as  there  is  a national  minority  of  physicians 
opposed  to  cooperation  and  participation  in  the 
Medicare  program,  there  is  a local  one,  again  small 
but  vocal.  Spokesmen  for  the  minority  both  na- 
tionally and  locally  usually  are  members  of  the 
American  Association  of  Physicians  and  Surgeons, 
referred  to  as  the  AAPS  — a highly  conservative 


^Presidential  Address  delivered  at  the  155th  Annual 
Scientific  Assembly  of  the  Rhode  Island  Medical 
Society,  at  the  Sheraton-Biltmore  hotel.  Providence, 
R.I.,  May  10,  1966. 


group,  to  assign  it  its  kindest  characterization,  and 
one  completely  outside  the  ranks  of  conventional 
medical  societies.  It  is  of  course  the  right  and  per- 
haps the  duty  of  such  a group  to  dissent.  It  is 
equally  my  right  and  I am  sure  my  duty  to  point 
out  the  error  of  non-participation  and  the  damage 
it  would  have  done  to  public  welfare  and  to  our 
public  immage  if  it  had  become  the  policy  of  or- 
ganized medicine. 

This  has  been  a year  of  progress  for  the  Rhode 
Island  Medical  Society.  The  End  Measles  Cam- 
paign sponsored  by  the  Society  with  the  coopera- 
tion of  the  Rhode  Island  Department  of  Health, 
and  aided  by  the  hard  work  of  the  Woman’s  Auxil- 
iary, was  a great  success.  It  not  only  was  of  great 
benefit  to  the  heath  needs  of  our  children  but  also 
attracted  the  notice  of  the  national  press  thereby 
bringing  credit  to  the  State  of  Rhode  Island  and 
to  the  Rhode  Island  Medical  Society. 

A Committee  on  Medicine  and  Religion  was  es- 
tablished to  provide  liaison  between  the  Society  and 
religious  groups  concerned  with  the  care  and  coun- 
seling of  patients.  Since  it  is  a new  committee  its 
impact  has  not  been  felt  in  the  community,  but 
with  full  implementation  it  will  be  of  great  value 
in  the  treatment  and  care  of  the  whole  person  when 
he  is  ill. 

With  ever-increasing  concern  of  the  state  and 
federal  governments  for  the  health  needs  of  our 
people  the  inevitability  of  change  in  patterns  of 
medical  practice  became  evident.  Therefore  a Com- 
mittee on  the  Euture  Practice  of  Medicine  was 
established.  This  is  an  educational  committee  de- 
signed to  keep  the  members  of  the  Society  informed 
on  current  state  and  federal  legislation  affecting 
medicine  and  to  anticipate  possible  future  develop- 
ments. The  Committee  is  a hard-working  one  and 
already  a panel  of  speakers  on  Medicare  has  been 
engaged  for  a meeting  to  be  held  later  this  month. 

It  is  impossible  at  this  time  completely  to  evalu- 
ate the  effect  of  PL  89-97  on  patient  care  and 
medical  practice.  Some  aspects  however  do  seem 
clear.  In  order  to  identify  them  it  is  necessary  to 
be  more  specific  about  its  provisions. 

The  first  major  portion  of  the  act.  Title  XVIII, 
dealing  chiefly  with  hospital  benefits  under  Social 
Security  and  a voluntary  medical  payments  plan 
for  those  65  and  over,  will  in  my  opinion  produce 
(Continued  on  Page  355) 
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THE  ROLE  OE  THE  WOMAN’S  AUXILIARY* 


Physicians’  W ives  Again  Demonstrate  Their  Effective  W ork  in  the 
Furtherance  of  Sound  Health  and  Community  Programs 

MRS.  IRA  H.  AXJOORIAX 


The  Author.  Mrs.  Ira  H.  Anjoorian,  President,  1965-66, 
The  Woman's  Auxiliary  to  the  Rhode  Island  Medical 
Society. 


The  Woman  s Auxilian*  to  the  Rhode  Island 
Medical  Society  stated  its  purpose  at  its  organiza- 
tion in  Providence  in  1947  to  be  : ‘‘To  extend  the 
aims  of  the  medical  profession  for  the  advancement 
of  health  education  and  social  welfare;  to  promote 
friendly  relations  and  mutual  understanding  among 
physicians’  families,  and  to  participate  in  any  en- 
deavor on  the  request  of  the  Rhode  Island  Medical 
Society.”  The  purpose  was  stated  — and  it  has 
become  a sound  and  effective  reality  throughout 
the  years. 

It  is  only  through  the  auxiliary  that  physicians’ 
wives  can  meet  with  common  interests  and  concerns 
to  contribute  to  the  betterment  of  our  communities’ 
health.  Since  we  realize  that  it  is  impossible  for 
busy  physicians  to  take  time  from  the  practice  of 
medicine  to  sit  in  on  conferences  and  prolonged 
meetings,  we  can  provide  an  extension  of  organized 
medicine  into  the  community  through  our  service 
on  boards  and  councils,  and  we  can  act  as  liaison 
between  the  public  and  the  physician  by  presenting 
medicine's  point  of  view  which  might  not  otherwise 
be  heard. 

The  most  significant  fact  to  emerge  from  nine- 
teen years  of  serious  activity'  is  that  we  have  en- 
joyed — by  our  past  and  present  cooperation  — 
an  understanding  and  rapport  with  our  medical 
society.  ^ly  presence  before  you  this  evening  cer- 
tainly illustrates  that  physicians,  in  Rhode  Island, 
at  least,  accept  our  organization  as  a willing  and 
effective  auxiliary. 

Our  “kick-off’  project  for  the  year  was  the  very 
successful  hobby  show,  “After  Office  Hours.”  Be- 
cause of  unbelievable  preparation  and  imagination 
by  the  Program  and  Special  Events  committee,  an 
exhibit  of  superior  caliber  of  arts  and  hobbies  by 
the  Medical  families  netted  us  SI. 538. 00  for  our 
Scholarship  Fund.  The  result  is  that  we  are  able  to 
award  five  generous  scholarships  to  deserving  Rhode 
Island  students  in-  Xursing  and  Health  careers. 

*.4ii  Address  Delivered  at  the  Convocation  Meeting 
of  the  155th  Annual  Scientific  .\ssenihly  of  the 
Rhode  Island  Medical  Society,  at  the  Sheraton- 
Biltinore  hotel.  Providence.  K.T..  May  10.  1966. 


Close  on  the  heels  of  this  event  came  our  partici- 
pation in  the  Diabetes  Fair  of  the  Rhode  Island 
Medical  Society.  In  this  streamlined  and  smooth- 
running program,  which  attracted  4,000  Rhode  Is- 
land citizens  for  testing  and  education  of  diabetes, 
our  ladies  worked  hard  and  diligently. 

Then  — “End-iMeasles"  — a statewide  program 
of  mass  immunization  against  measles  sponsored  by 
the  Rhode  Island  iMedical  Society,  which  received 
national  and  international  recognition.  X*inety- 
seven  auxiliary  members  were  actively  involved,  and 
were  generous  and  enthusiastic  in  aiding  the  medical 
society  realize  the  end  of  measles  as  an  epidemic 
disease  in  Rhode  Island. 

iMeanwhile  the  e.xperiment  of  having  the  State 
Board  of  the  Auxiliary  meet  once  a month  with  our 
four  organized  county  auxiliaries  was  proving  to 
be  a happy  and  enlightening  success  for  all  con- 
cerned. 

The  Spoken  English  course  was  again  in  progress, 
resulting  in  the  teaching  of  foreign  speaking  house 
officers  by  auxiliary  members  at  Roger  Williams, 
St.  Joseph’s  and  the  Rhode  Island  hospitals. 

Members  of  the  auxiliary  attended  the  eight  week 
course  in  Practical  Politics  sjwnsored  by  the  Rhode 
Island  iMedical  Society.  The  pointed  and  always 
spirited  discussions  at  each  meeting  of  this  course 
helped  to  make  us  aware  of  how  important  it  is 
to  have  medical  families  actively  involved  in  poli- 
tics and  legislation,  especially  at  this  time. 

The  entire  membership,  again  with  cooperation  of 
the  physicians  of  Rhode  Island,  collected  drug 
samples  totalling  6,000  pounds  which  were  shipped 
and  distributed  to  Vietnam,  Hong  Kong,  India, 
Pakistan.  Indonesia  and  the  Philippines,  to  mention 
a few. 

The  auxiliar\’  president  and  committee  chairmen 
attended  conferences  by  the  Rhode  Island  Society 
for  the  Prevention  of  Blindness.  Civil  Defense,  and 
Governor's  Conference  on  ^lental  Retardation.  The 
president  and  three  committee  chairmen  also  par- 
ticipated in  the  AMA-ERF  Regional  Workshop 
held  in  X’ew  York  by  the  Woman's  Auxiliary  to 
the  American  iMedical  Association. 

In  March  we  were  asked  by  the  officers  of  the 
X’ew  England  Diabetic  Association  to  act  as  re- 
gistrars at  the  regional  symposium  held  in  Provi- 
dence. and  eight  women  eagerly  accepted  the  honor, 
working  in  close  harmony  with  this  association. 
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A review  of  the  past  year  shows  that  we  have 
come  to  a turning  point  in  the  affairs  of  the  auxil- 
iary, with  things  yet  to  be  done  that  are  as  im- 
portant as  any  undertaking  in  the  history  of  our 
organization.  We  need  the  personal  involvement  of 
many  more  members  in  the  interests  of  medicine 
in  Rhode  Island,  for  it  is  this  involvement  that 
assures  the  success  of  community  health  programs 
responsible  for  a physically  stable,  and  mentally 
healthy  State. 

To  the  Rhode  Island  Medical  Society  we  extend 
the  assurance  that  doctors’  wives  in  this  State  are 
eager  to  assist  in  realizing  its  goals.  Our  successes 
in  the  past  years  are  merely  a reflection  of  its 
successes.  The  projected  realization  of  our  ventures 
depends  on  the  Society’s  acceptance,  and  on  the 
inclusion  of  our  organization  in  the  Society's  future 
plans. 

We  are  grateful  to  you  for  increasing  confi- 
dence in  us,  and  for  the  recognition  of  our 
potential.  Again,  we  sincerely  pledge  the  continued 
support  and  encouragement  of  the  Woman's  Auxil- 
iary to  the  Rhode  Island  Medical  Society. 


THE  GOOD  YEAR 

(Concluded  from  Page  353) 

little  change  in  patient  care  in  Rhode  Island.  It 
will  transfer  some  patients  from  clinic  to  private 
status,  and  some  think  this  will  produce  improved 
care.  Medical  care  will  be  more  readily  available 
to  more  people;  at  least  it  will  make  them  more 
aware  of  its  availability.  It  will  of  course  relieve 
to  a considerable  degree  the  financial  burden  of 
illness  on  our  older  citizens. 

Its  effect  on  medical  practice  revolves  around 
the  interpretation  of  the  word  reasonable,  for  the 
law  states  that  physicians  will  be  paid  a reasonable 
fee  for  their  services.  In  any  event  it  seems  certain 
that  physicians  will  be  paid  for  many  services  they 
now  render  without  charge. 

The  second  major  portion  of  the  Medicare  act. 
Title  XIX,  will  have  considerable  impact  on  both 
medical  practice  and  patient  care. 

Here  I must  state  parenthetically  that  organized 
medicine  has  never  had  a quarrel  with  this  type  of 
medical  care  plan.  In  fact  it  has  actively  supported 
a similar  program,  the  Kerr-Mills  act,  for  it  meets 
the  two  criteria  of  acceptability  being  locally  ad- 
ministered and  provided  only  to  those  who  need  it. 

Title  XIX  stated  simply,  and  it  is  far  from  simple, 
provides  a broad  expansion  of  benefits  to  all  cate- 
gories of  public  welfare  patients  in  gradual  steps 
aiming  to  encompass  all  medically  needy  persons 
by  1975.  This  you  can  see  is  a very  large  package, 
and  becomes  still  larger  when  the  eligibility  test 
is  considered.  Xo  longer  may  income  level  be  used 


as  the  means  test  as  in  our  Rhode  Island  Medical 
Assistance  to  the  Aged  (MAA)  program.  Rather, 
available  net  income  for  family  support  is  the  only 
acceptable  criterion.  It  has  been  estimated  that  as 
many  as  50  per  cent  of  our  people  may  become  eli- 
gible under  this  formula. 

There  can  be  no  doubt  that  there  are  many  seg- 
ments of  our  population  being  deprived  medical 
care  because  of  inability  to  pay.  As  an  example, 
one  census  tract  in  Providence  contributes  10  per 
cent  of  the  infant  mortality  of  the  State.  Lack  of 
available  medical  care  must  be  one  factor  in  this. 
Title  XIX  will  at  least  make  this  care  possible. 
Whether  those  in  medical  need  take  advantage  of 
it  is  another  matter. 

Since  all  categories  of  public  welfare  recipients 
will  be  private  patients  by  1975  our  clinic  teaching 
services  as  we  know  them  will  no  longer  exist.  This 
presents  a serious  threat  to  medical  education  both 
at  medical  school  and  postgraduate  levels.  This 
represents  the  greatest  threat  of  all  to  the  future, 
not  only  of  medical  practice,  but  to  medical  care 
as  well.  On  its  solution  rests  the  fate  of  the  future 
quality  of  medical  care. 

As  with  Title  XVIII,  physicians  under  Title  XIX 
will  be  paid  for  many  services  they  now  render  with- 
out charge.  The  Department  of  Social  Welfare  esti- 
mates that  physicians  of  Rhode  Island  contribute 
at  least  $750,000  yearly  in  caring  for  Public  Wel- 
fare recipients.  This  will  no  longer  be  the  situation 
under  Title  XIX. 

There  is  one  additional  observation  I must  make. 
For  the  first  time  the  President  of  the  Rhode  Island 
Osteopathic  Society  has  been  invited  to  our  annual 
dinner,  and  I am  happy  to  report  that  he  and  his 
wife  will  attend.  The  members  have  been  invited 
to  our  Scientific  Session,  and  many  e.\pect  to  be 
with  us.  Osteopathy  has  come  a long  way  since  its 
founding  and  has  lost  its  aura  of  cultism.  I wish  I 
could  say  the  same  for  Chiropractic.  Most  members 
of  the  osteopathic  profession  are  now  taught  and 
practice  modern  scientific  medicine.  This  fact 
should  be  recognized. 
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QUESTIONS  OFTEN  ASKED  ON  MEDICARE 

.4  Report  from  the  AM  A Advisory  Committee 


Since  the  enactment  of  P.L.  89-97  (^Medicare), 
many  physicians,  and  others  have  w’ritten  to  the 
Advisory  Committee  seeking  clarification  of  bene- 
fits and  provisions  under  the  law.  As  the  implemen- 
tation of  the  program  has  progressed,  many  of  these 
questions  have  been  asked  of  Social  Security  so 
that  the  Advisory  Committee  may  better  assist  the 
profession  to  isolate  areas  in  which  difficulties  or 
misunderstandings  could  result.  On  June  25,  1966, 
at  the  Palmer  House  in  Chicago,  the  American 
iMedical  Association  will  conduct  a Seminar  on 
^Medicare  to  acquaint  leaders  in  iMedicine  with  the 
latest  rules,  regulations  and  interpretations  that 
have  developed. 

The  questions  asked  below  are  ones  which  have 
been  repeatedly  asked  by  physicians.  iMost  of  the 
answers  are  the  result  of  opinion  solicited  from 
the  Social  Security  Administration,  or  are  AiMA 
staff  interpretations  of  the  law  and  regulations. 
Obviously,  there  are  still  many  unknowns  and  im- 
ponderables in  the  program.  As  experience  is  gained 
it  may  be  expected  that  changes  will  be  made  by 
SSA  in  both  the  regulations  and  the  interpretation 
of  those  regulations.  However,  for  the  present  time, 
the  answers  given  below  are  the  most  accurate  in 
view  of  present  information. 

ADMINISTRATION 

Q.  What  is  the  role  of  the  state  agencies  under 
the  medicare  program? 

The  role  of  the  state  agencies  is  to  act  on  behalf 
of  the  Secretary  of  HEW  in  determining  whether 
hospitals,  extended  care  facilities,  home  health  agen- 
cies, and  independent  laboratories  within  a state 
are  in  substantial  compliance  with  the  conditions 
for  participation  in  the  program.  The  state  agency 
makes  its  recommendations  to  the  Secretary  of 
HEW  who  is  charged  with  making  the  final  deter- 
mination of  compliance. 

(P  Can  a physician  who  serves  on  a hospital  or 
nursing  home  utilization  review  committee  be 
compensated  for  his  time? 

'There  is  no  provision  in  the  law  for  the  payment 
of  physicians  who  serve  on  utilization  committees. 
However,  since  hospitals  and  nursing  homes  will 
be  reimbursed  for  their  reasonable  costs  in  carrying 
out  their  functions  under  the  program,  the  cost  of 
operating  a utilization  review  committee  could  be 
a reimbursable  expense.  If  the  facilities  compensate 


a physician  for  the  time  which  he  spends  on  the 
utilization  review  committee,  the  reasonable  com- 
pensation could  be  included  as  part  of  the  facility’s 
reimbursable  costs.  It  is  unlikely,  however,  that 
physicians’  services  will  be  reimbursable  under  me- 
dicare if  similar  compensation  is  not  made  to  phy- 
sicians who  serve  on  utilization  review  committees 
for  the  under  65  patients. 

Q.  What  are  the  legal  hazards  for  a physician 
serving  on  a utilization  review  committee?  If 
the  patient’s  hospitalization  is  terminated  by 
the  committee,  can  the  physician  be  sued 
should  the  patient  die  or  have  a relapse? 

The  function  of  the  utilization  commitee  is  to 
determine  whether  the  patient's  medical  condition 
requires  the  continuation  of  benefits  on  an  impa- 
tient basis.  Should  the  committee  conclude  that 
further  institutional  care  is  not  required,  it  would 
notify  the  attending  physician  at  which  time  he 
would  be  given  an  opportunity  to  consult  with  them. 
If  the  committee  continues  to  maintain  that  fur- 
ther inpatient  care  is  not  required,  payments  under 
the  program  could  not  continue  beyond  the  third 
day  following  such  a decision.  Since  it  is  intended 
that  the  committee  merely  determines  when  pay- 
ments under  the  program  will  cease  and  cannot  dis- 
charge the  patient  from  the  facility,  there  would 
seem  to  be  no  legal  liability  for  the  physician  who 
serves  on  this  commitee. 

BENEFITS 

Q.  Is  a person  65  years  of  age  or  older  entitled 
to  medicare  benefits  if  he  is  not  receiving  So- 
cial Security  or  Railroad  Retirement  benefits? 

Almost  all  individuals  65  and  older  who  receive 
Social  Security  or  Railroad  Retirement  benefits  are 
eligible.  Also,  persons  in  that  age  category  who  are 
entitled  to  Social  Security  or  Railroad  Retirem.ent 
benefits  but  are  not  receiving  them  because  of  earn- 
ings or  for  other  reasons,  are  also  eligible  for  medi- 
care benefits.  In  addition,  most  individuals  who  will 
reach  age  65  before  1968  would  also  be  eligible  re- 
gardless of  whether  they  are  eligible  for  Social  Se- 
cuity  or  Railroad  Retirement  benefits.  .After  1968, 
some  Social  Security  coverage  will  be  required. 
When  can  a person  enroll  for  Part  B,  the  Sup- 
plementary Medical  Insurance  Benefits? 

Individuals  65  or  older  by  January  1,  1966,  can 
enroll  during  the  current  enrollment  period  which 
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ends  May  31,  1966.  If  he  becomes  65  after  Janu- 
ary 1,  1966,  he  will  be  covered  when  he  reaches 
65  if  he  has  enrolled  wdthin  the  preceding  three 
month  period.  Enrollment  may  also  take  place  dur- 
ing the  period  of  3 months  following  in  which  the 
individual  reached  age  65. 

Q.  Under  part  A of  the  medicare  program  an  in- 
dividual is  entitled  to  up  to  90  days  oj  inpa- 
tient hospitalization  during  a “spell  of  illness.” 
How  long  is  a “spell  oj  illness”  under  the 
medicare  program^ 

A “spell  of  illness"  begins  on  the  first  day  an 
individual  receives  covered  inpatient  hospital  serv- 
ices or  nursing  home  services  and  ends  after  an  in- 
dividual has  been  out  of  the  hospital  or  nursing 
home  for  60  consecutive  days.  .A  patient  may  be 
discharged  and  readmitted  several  times  during  a 
spell  of  illness  until  such  a time  as  benefits  have 
been  exhausted.  After  60  consecutive  days  without 
in  patient  services,  a new  spell  of  Illness  may  begin 
with  an  entitlement  of  90  days  of  hospitalization, 
and  nursing  home  care. 

().  Can  a patient  be  sent  to  the  nursing  home  for 
any  physical  condition^ 

In  order  for  the  nursing  home  to  be  paid,  the 
physician  must  certify  that  the  services  are  required 
on  an  inpatient  basis  because  the  patient  needed 
skilled  nursing  care  on  a continuous  basis  for  any 
of  the  conditions  with  respect  to  which  he  was  re- 
ceiving inpatient  hospital  services  prior  to  transfer 
to  the  nursing  home  facility.  The  nursing  home  may 
also  be  paid  upon  certification  by  the  physician  that 
the  condition  requiring  such  nursing  home  services 
arose  after  the  transfer,  but  while  the  patient  was 
in  the  nursing  home  for  treatment  of  a condition 
for  which  he  had  received  inpatient  hospital  serv- 
ices prior  to  the  transfer. 

PHYSICIAN  COMPENSATION 

Q.  How  will  the  physician  know  whether  his  pa- 
tient has  coverage  under  the  Medicare  pro- 
gram I 

Each  individual  who  presently  qualifies  and  en- 
rolls in  the  program  will  receive  an  identification 
card  prior  to  July  1,  1966  when  the  program  begins. 
This  card  will  show  whether  the  individual  has  sup- 
plementary coverage  in  addition  to  the  basic  hos- 
pitalization program. 

Q.  Who  determines  the  amount  payable  under 
Part  B for  a physician’s  services^ 

It  is  the  function  of  the  carrier  to  determine  the 
“reasonable  charge”  for  a particular  service  per- 
formed by  a physician.  The  law  requires  the 
charges  for  services  be  reasonble  and  not  higher 
than  the  charge  for  comparable  services  under  com- 
parable circumstances  to  the  policyholders  and  sub- 
scribers of  the  carrier.  The  law  further  requires 


that  in  determining  the  reasonable  charges  there 
shall  be  taken  into  consideration  the  customary 
charges  for  similar  services  generally  made  by  the 
physician  or  other  person  furnishing  such  services, 
as  well  as  the  prevailing  charges  in  the  locality  for 
similar  services. 

Q.  For  purposes  oj  determining  “reasonable  charg- 
es” has  the  United  States  been  divided  into 
geographic  zones? 

Xo  such  division  has  been  made  nor  is  it  con- 
templated. The  carriers  are  not  expected  to  deter- 
mine a “reasonable  charge"  on  a regional  or  state 
level  but  rather  to  determine  fee  levels  on  a com- 
munity by  community  (or  ara  by  area)  basis.  The 
Social  Security  Administration  has  further  com- 
mented that  it  would  not  be  unlikely  that  even 
within  certain  communities  the  “reasonable  charge" 
for  a certain  procedure  might  be  different  between 
specialists  and  non-specialists. 

Q.  What  is  meant  by  “assignment”  and  “direct 
billing”? 

There  are  two  billing  methods  available  to  the 
physician  who  cares  for  patients  under  Part  B of 
Medicare.  He  may  choose  to  deal  only  with  his 
patient.  Under  this  arrangement,  he  would  bill  the 
patient  in  his  usual  manner  and  look  solely  to  the 
patient  for  payment  of  his  fee.  The  patient,  upon 
presentation  of  a receipted  bill,  would  seek  reim- 
bursement from  the  carrier  for  SOU,  of  the  “reason- 
able charge"  as  determined  by  the  carrier.  If,  on 
the  other  hand,  the  physician  accepts  from  the  pa- 
tient an  assignment  of  his  fee,  the  physician  would 
seek  80^(  of  the  “reasonable  charge”  from  the  car- 
rier and  the  remaining  20%  from  the  patient.  Un- 
der this  latter  method,  and  assuming  that  the  pa- 
tient has  satisfied  his  annual  deductible,  the  physi- 
cian may  not  bill  his  patient  for  more  than  20% 
of  the  “reasonable  charge"  for  such  service. 

Q.  May  a physician’s  fee  be  greater  than  the  “rea- 
sonable charge”  as  determined  by  the  carrier 
under  Part  B? 

If  the  physician  uses  the  “assignment"  method  of 
billing  his  total  fee  for  the  service  cannot  e.xceed 
the  “reasonable  charge."  If  the  physician  bills  the 
patient  directly  for  his  fee,  he  may  charge  the  pa- 
tient whatever  fee  he  believes  is  appropriate  regard- 
less of  what  may  be  the  carrier's  determination  of 
a reasonable  charge. 

Q.  Does  the  patient  have  to  complete  a special 
form  to  send  to  the  carrier  with  the  paid  re- 
ceipt to  receive  reimbursement  under  the  direct 
billing  method? 

Regardless  of  the  method  of  billing  used,  the 
patient  must  complete  and  sign  Part  I of  the  form 
SSA-1490,  “Request  Eor  Payment”  whenev'er  a 
claim  is  incurred.  Pander  the  direct  billing  method. 

(Continued  on  next  page) 


35S 


RHODE  ISLAND  MEDICAL  JOURNAL 


the  individual  would  attach  the  physician's  receipt- 
ed bill  to  obtain  reimbursement.  If  the  physician 
accepts  an  assignment,  he  must  complete  and  sign 
Part  II  of  the  form  which  would  then  be  sent  to 
the  carrier  for  payment. 

Q.  Is  there  any  provision  jor  the  reimbursement 
of  consultants? 

There  are  no  special  provisions  for  compensating 
consultants.  However  it  may  be  expected  that  a 
consultant  can  be  compensated  on  the  same  basis 
as  would  be  any  other  physician  performing  a pro- 
fessional service. 

Q.  Will  a patient  who  is  admitted  in  an  emergency 
situation  to  a hospital  which  is  not  participat- 
ing in  the  program  be  entitled  to  hospitaliza- 
tion benefits  under  the  program? 

The  law  permits  the  payment  of  benefits  for 
emergency  inpatient  care  or  hospital  diagnostic 
services  in  a non-participating  hospital  until  such 
a time  as  it  is  no  longer  medically  necessary  to 
continue  such  care  in  the  non-participating  facility. 
The  hospital  would,  however,  have  to  agree  to  not 
charge  the  patient,  except  for  the  deductible  and 
coinsurance,  any  amounts  in  addition  to  the  amount 
paid  for  the  covered  services  under  the  program. 
Q.  What  benefits  are  included  under  Part  A and 
Part  B of  medicare? 

Under  Part  the  following  services  are  pro- 
vided: 90  days  of  inpatient  hospitalization  per  spell 
of  illness,  including  nursing  service,  supplies  and 
appliances  and  equipment,  blood  transfusions  ex- 
cept the  first  3 pints,  medical  social  service,  thera- 
peutic services,  operating  room  costs,  drugs  ordi- 
narily furnished,  diagnostic  services,  and  the  serv- 
ices of  hospital  residents  and  interns  in  approved 
training  programs:  100  days  of  posthospital  extend- 
ed care  services  in  a nursing  home  including  nurs- 
ing care,  physical  or  other  therapy,  medical  social 
services,  and  drugs,  supplies,  appliances,  etc.,  or- 
dinarily furnished:  100  posthospital  home  health 
visits  including  part-time  nursing  care,  physical  or 
other  therapy,  services  of  home  health  aides,  medi- 
cal social  services,  medical  supplies  other  than 
drugs,  and  medical  appliances:  and  outpatient  hos- 
pital diagnostic  services  with  some  limitations  and 
co-payment  features. 

Under  Part  B.  the  following  services  are  covered: 
Medical  and  surgical  services  by  a physician  where- 
ever  they  are  provided:  dental  surgery  by  a doctor 
of  dental  medicine  or  dental  surgery:  services  in 
connection  with  a physician's  treatment  such  as 
diagnostic  tests,  medical  supplies,  services  of  his 
nurse,  drugs  which  cannot  be  self-administered,  and 
similar  services:  other  medical  services  and  supplies 
such  as  diagnotic  tests,  prosthetic  devices  other 
than  dental,  certain  ambulance  services  where  re- 
quired, X-ray  and  other  radiation  therapy,  surgical 


dressings,  splints,  casts,  etc.,  braces,  artificial  limbs, 
and  other  such  devices:  and  home  health  services 
similar  to  those  provided  under  Part  but  with- 
out the  requirement  of  previous  hospitalization. 

Q.  What  items  and  services  are  not  covered  either 
Part  A or  Part  B? 

Specifically  excluded  are:  Prescription  drugs  and 
drugs  which  can  be  self-administered:  routine  ex- 
aminations: dentures  and  care  or  replacement  of 
teeth:  hearing  aids,  eyeglasses,  or  orthopaedic  shoes: 
immunizations  except  when  administered  in  con- 
junction with  treatment:  private  nursing:  private 
hospital  room  except  where  medically  necessary: 
personal  comfort  items:  custodial  care:  health  ex- 
penses charged  by  an  immediate  relative  or  a mem- 
ber of  the  patient's  household:  or  items  or  services 
which  are  not  reasonably  necessary  for  the  treat- 
ment of  illness  or  injury  or  to  improve  the  function 
of  a malformed  body  member. 

Q.  ]]'hat  are  the  '"deductibles”  and  ‘"co-payment” 
requirements  of  the  law? 

Part  A requires  the  patient  to  pay  the  first  $40 
cost  of  hospital  care,  and  the  first  $20  of  diagnostic 
study.  Also  under  Part  A he  pays  $5  per  day  for 
nursing  home  care  after  the  20th  day  and  the  cost 
of  the  first  3 pints  of  blood  if  they  are  not  re- 
placed. The  program  also  requires  the  patient  to 
pay  20^  of  the  cost  of  diagnostic  studies  which 
e.xceed  the  $20  deductible.  Part  B requires  the 
patient  to  incur  the  first  $50  of  covered  e.xpenses 
during  any  calendar  year  and  to  pay  20^^  of  the 
‘ reasonable  charges”  in  excess  of  the  deductible. 

Q.  Will  Medicare  pay  for  private  room  accom- 
modations in  a hospital? 

The  basic  hospital  accommodations  provided  for 
by  Medicare  are  semi-private  accommodations,  and 
these  will  be  paid  for  in  full.  Private  accommoda- 
tions are  paid  for  in  full  only  where  required  for 
medical  reasons.  In  other  instances,  the  program 
would  only  pay  the  cost  of  a semi-private  room  with 
the  extra  charges  paid  by  the  patient. 

Q.  If  a patient  has  a private  duty  nurse,  will  any 
portion  of  the  costs  for  such  nursing  care  be 
paid? 

^ledicare  does  not  pay  any  portion  of  the  cost 
of  private  duty  nursing  in  the  hospital.  The  patient 
would  have  to  pay  all  costs  for  such  services. 

().  Are  drugs  included  under  Medicare? 

Briefly  stated.  Part  includes  such  drugs  and 
biologicals  as  are  often  furnished  by  the  hospital 
or  extended  care  facility  for  the  care  and  treatment 
of  inpatients.  Part  B provides  for  the  payment  for 
drugs  which  cannot  be  self-administered  and  which 
are  administered  by  the  physician  as  incident  to 
his  treatment  and  are  usually  rendered  either  with- 
out charge  or  included  in  his  bill  for  professional 
services. 
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GENERAL  MEETING  OF  THE  RHODE  ISLAND  MEDICAL  SOCIETY 

May  11,  1966 


A general  meeting  of  the  Rhode  Island  Medical 
Society  was  held  on  Wednesday,  May  11,  1966  dur- 
ing the  155th  Annual  Scientific  Assembly  of  the 
Society  held  in  the  Sheraton  Biltmore  hotel  in 
Providence. 

The  meeting  was  called  to  order  by  the  President, 
Dr.  William  A.  Reid,  at  3:30  p.m.  There  were  no 
resolutions  or  proposals  presented  from  the  floor. 

The  Secretary  reported  that  at  a meeting  of  the 
House  of  Delegates  held  at  the  Medical  Library 
on  April  27,  1966.  the  following  officers  had  been 
elected  to  serve  the  Society  until  the  Annual  Meet- 
ing in  1967 : 

Harry  E.  Darrah,  i\I.D.,  of  Providence,  President 
^lichael  DiMaio,  M.D.  of  Providence 

\hce  President 

Stanley  D.  Davies,  M.D.,  of  West  Warwick 

President-Elect 

Stephen  J.  Hoye,  M.D.  of  Pawtucket,  Secretary 
John  A.  Dillon.  M.D.,  of  Providence,  Treasurer 

Doctor  Darrah  was  escorted  to  the  rostrum  and 
he  addressed  the  membership,  expressing  his  appre- 
ciation for  the  honor  conferred  upon  him  and  ask- 
ing for  continued  support  of  all  the  Society's  ac- 
tivities during  the  coming  months. 

The  meeting  was  adjourned  at  3:45  p.m. 

Respectfully  submittted, 

Michael  DiMaio,  m.d.,  Secretary 

NEW  OFFICERS  INSTALLED 

Dr.  Harry  E.  Darrah,  Director  of  Medical  Edu- 
cation at  Roger  Williams  General  Hospital,  was 
installed  as  the  107th  President  of  the  Rhode  Is- 
land Medical  Society.  He  succeeded  Dr.  William 
A.  Reid,  Providence  obstetrician  and  State  Repre- 
sentative from  Glocester  in  the  General  Assembly. 

Doctor  Darrah,  who  specialized  in  anesthesiology 
prior  to  taking  over  the  post  of  Director  of  iMedical 
Education  at  the  Hospital,  is  a native  of  Pittsburg. 
He  was  graduated  from  Hahnemann  Medical  Col- 
lege in  Philadelphia  in  1935.  After  an  internship  at 
Roger  \\  illiams  General  Hospital  here,  he  estab- 
lished an  office  for  the  practice  of  medicine  in  East 
Providence,  and  subsequently  moved  to  Providence. 

During  World  War  II  he  served  as  a Captain 
in  the  Army,  serving  overseas  with  the  141st  Gene- 
ral Hospital,  one  of  the  largest  hospital  units  estab- 
lished in  England.  A diplomat  of  the  American 
Board  of  Anesthesiology,  he  served  as  President  of 


the  Providence  IMedical  Association  in  1963,  and 
he  has  been  a member  of  the  State  Medical  Soci- 
ety’s House  of  Delegates  for  several  years.  Two 
years  ago  he  was  named  by  the  State  Medical  So- 
ciety as  its  representative  on  the  state  board  of 
education’s  advisory  committee  in  vocational  edu- 
cation. 

DOCTOR  DIMAIO  NAMED  VICE  PRESIDENT 
Dr.  iMichael  DPMaio,  Providence  internist  who 
has  served  as  Secretary  of  the  Society  for  the  past 
five  years,  was  elected  as  \’ice  President,  succeed- 
ing Dr.  Walter  J.  Dufresne  of  Pawtucket.  .A  grad- 
uate of  the  University  of  Rhode  Island  and  of 
Johns  Hopkins  University  Aledical  School,  Doctor 
DiMaio  is  Secretary  of  the  Board  of  Medical  Ex- 
aminers for  the  State  Health  Department,  and  he 
is  a former  Secretary  of  the  Providence  Aledlcal 
-Association.  During  World  War  II  he  was  a flight 
surgeon  with  the  .Army  air  forces. 

WEST  WARWICK  PHYSICIAN  PRESIDENT-ELECT 
Dr.  Stanley  D.  Davies,  a practicing  obstetrician 
and  gynecologist  in  West  Warwick,  was  named  by 
the  House  of  Delegates  of  the  Society  as  President- 
Elect,  and  he  will  thereby  succeed  Doctor  Darrah 
a year  from  now  as  leader  of  the  medical  profes- 
sion in  the  State.  A native  of  Waterville,  Xew  A'ork, 
Doctor  Davies  was  graduated  from  Syracuse  Uni- 
versity, and  later  from  the  medical  school  of  the 
University. 

He  interned  at  Rhode  Island  Hospital  for  two 
years,  and  then  he  was  a resident  at  Providence 
Lying-In  Hospital  prior  to  establishing  his  office 
in  West  Warwick  where  he  has  practiced  ever  since. 
Doctor  Davies  is  chief  of  obstetrical  services  at 
Kent  County  Alemorial  Hospital,  and  a consulting 
senior  surgeon  at  Lying-In  Hospital  where  he  served 
as  a chief  surgeon  in  obstetrics  and  gynecology. 

He  has  served  as  Treasurer,  Secretary,  and  Pres- 
ident of  the  Kent  County  Medical  Society,  and  he 
has  been  Chairman  of  the  State  Aledical  Society’s 
Committee  on  Maternal  Alortality  for  several  years. 

NEW  SECRETARY  NAMED 
Dr.  Stephen  J.  Hoye,  a Pawtucket  surgeon,  was 
installed  as  Secretary,  succeeding  Doctor  DiAIaio 
who  held  the  position  for  five  terms.  Doctor  Hoye 
is  a native  of  Alichigan  who  was  graduated  from 
(Concluded  on  Page  ,362) 
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Harry  E.  Darrah,  m.d. 
of  Providence 

President  of  the  Rhode  Island  Medical  Society 
1966-1967 
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PRESIDENT’S  MESSAGE 


This  year  of  1966  seems  destined  to  begin  a time 
of  trial  and  tribulation  for  all  physicians.  The  im- 
pact of  the  Federal  Medicare  legislation  on  all  in- 
dividual and  institutional  vendors  of  health  care 
will  be  enormous.  Xo  one  can  accurately  foresee 
the  severe  dislocation  and  major  changes  in  medical 
practice  that  seem  bound  to  occur  as  implementa- 
tion of  this  law  begins. 

Our  strenuous  opposition  to  this  legislation  and 
the  vigorous  efforts  of  organized  medicine  to  pre- 
vent its  passage  over  the  years  are  well  known.  X"ow 
that  it  has  been  enacted  into  law,  however.  1 would 
submit  that  the  only  rational  and  statesmanlike 
approach  that  we  can  take  is  to  implement  the  act 
in  a spirit  of  good  will,  and  with  the  highest  sense 
of  purpose  and  concern  for  our  patients’  welfare. 
As  physicians  we  are  dedicated  to  the  task  of  pro- 
viding the  finest  in  medical  care  to  all  .'\mericans. 
Xo  compromise  of  this  basic  tenet  of  our  great 
profession  must  ever  be  tolerated,  under  whatever 
guise. 


I want  to  make  it  perfectly  clear,  however,  that 
there  is  no  wish  to  dictate  to  any  individual  physi- 
cian what  action  he  should  take  regarding  the  ren- 
dering of  care  to  patients  under  the  conditions  that 
will  pertain  under  public  law  89-97.  The  law  clearly 
permits  each  physician  to  decide  the  course  that 
he  wishes  to  pursue,  on  a strictly  individual  basis. 
.\bove  all,  the  traditional  physician-patient  relation- 
ship must  be  kept  inviolate,  for  the  good  of  medi- 
cine and  those  we  serve. 

Coming  events  will  ta.x  our  strength  and  morale 
to  the  utmost.  To  permit  any  resentment  that  we 
might  feel  against  the  Federal  Government,  or  our 
colleagues,  to  disunite  us  or  lessen  our  effectiveness 
as  practitioners  of  medicine  can  only  result  in  con- 
sequences infinitely  more  grave  than  we  now  face. 

I solicit  full  and  unqualified  support  for  your 
officers  and  committees  in  the  coming  year.  Our 
task  is  great,  but  the  application  of  steadfast  unity 
of  purpose,  vigilant  optimism  and  a revitalized  pride 
in  our  Profession  will,  hopefully,  enable  us  to  con- 
tinue our  stewardship  to  humanity. 


Harry  E.  Darrah,  m.d. 
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OFFICERS  AND  STANDING  COMMITTEES 
ELECTED  BY  THE  HOUSE  OF  DELEGATES 

April  27,  1966 


Presidi  lit 
Vice  President 
President-Elect 


HARRY  E.  DARRAH.  M.D. 
-MICHAEL  DI  :MAI0,  M.D. 
STA-\LEY  D.  DAVIES.  ^I.D. 


Secretary  STEPHE.X  J.  HOVE.  -M.D. 

Treasurer  JOHX  DILLOX.  ^I.D. 

Standing  Committees  (President  and  Secretary  also 
members,  ex-officio) 


INDUSTRIAL  HEALTH 
Walter  E.  Hayes.  -M.D..  Chairman 
John  -Murphy.  M.D.  (East  Greenwich) 
James  P.  Deery.  M.D. 

Thomas  J.  Dolan.  M.D. 

Richard  R.  Knowles,  M.D.  (Xewport) 
Erancis  L.  McXelis,  M.D. 

Paul  J.  Rozzero.  M.D. 

Robert  P.  Sarni,  M.D. 

Raymond  E.  Stevens,  ;M.D.  (Pawtucket) 

LIBRARY 

Francesco  Ronchese,  ^I.D..  Chairman 
Maurice  .\delman.  M.D. 

Briand  X’.  Beaudin,  M.D.  (Warwick) 
Harold  G.  Calder.  M.D. 

Brian  Dorman.  M.D. 

Reger  Fontaine,  M.D.  (Woonsocket) 
Kieran  Hennessey.  M.D.  (Pawtucket) 
William  S.  Klutz,  M.D. 

Clarence  Soderlierg,  M.D. 

MEDICAL  ECONOMICS 
Stanley  D.  Simon.  M.D..  Chairman 
Wilfred  1.  Carney,  M.D. 

Peter  Erinakes.  M.D.  (Warwick) 

John  F.  W.  Gilman.  ^I.D. 

Stephen  J.  Hoye.  M.D.  (Pawtucket) 
Louis  Morrone,  M.D.  (Westerly) 
Gustavo  -A.  Motta.  M.D. 

Frederick  Peirce,  M.D.  (Xewport) 
John  Turner.  H.  M.D. 

PUBLICATIONS 
Robert  V.  Lewis.  M.D..  Chairman 
.\lex  M.  Burgess.  M.D. 

Bertram  H.  Buxton.  Jr..  M.D. 

John  Dillon.  M.D. 

Herbert  Fanger.  M.D. 

John  E.  W.  Gilman.  M.D. 

Peter  L.  Mathieu.  M.D. 

Laurence  .\.  Senseman.  M.D.  (Lincoln) 
Guy  Settipane.  M.D. 


PUBLIC  LAWS 

Stanley  Davies.  M.D.  (West  Warwick)  Chairman 
Freeman  B.  .Agnelli.  M.D.  (Westerly) 

Philomen  P.  Ciarla.  IM.D.  (Xewport) 

Walter  J.  Dufresne.  M.D.  (Pawtucket) 

Frank  D.  Fratantuono.  M.D. 

Stanley  T.  Grzebien.  M.D. 

William  J.  MacDonald.  IM.D. 
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NEW  SECRETARY 

(Concluded  from  Page  359) 

Dartmouth  College  and  from  Harvard  Aledical 
School.  He  interned  and  served  a residency  at  Peter 
Bent  Brigham  Hospital  in  Boston,  and  later  served 
as  assistant  chief  of  surgery  at  the  West  Roxbury 
\’eterans  Hospital.  In  1959  he  moved  to  Pawtucket 
and  established  an  office  for  the  practice  of  general 
surgery  in  that  city.  He  is  presently  Surgeon-in- 
Chief  at  Pawtucket  Alemorial  Hospital  and  also 
Chairman  of  the  medical  staff  Executive  Commit- 
tee. 

DOCTOR  DILLON  RE-ELECTED  TREASURER 
Dr.  John  .A.  Dillon.  Providence  internist,  was 
re-named  for  his  third  successive  term  as  Treasurer. 
-A  member  of  the  Society's  Council  and  House  of 
Delegates.  Doctor  Dillon  also  serves  as  a member 
of  the  editorial  staff  of  the  Rhode  Island  Aledical 
Journal,  and  as  Chairman  of  the  Society’s  Com- 
mittee on  Highway  Safety.  He  is  on  the  active  staff 
of  Rhode  Island  Hospital  as  a physician  in  the  De- 
partment of  Aledicine. 
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Editorials 


SOME  REFLECTIONS  ON  SELECTIVE  SERVICE 


At  this  writing  the  Selective  Service  Qualification 
Test  is  recent  history.  This  controversial  device  to 
assist  in  determining  deferments  for  continuing  ed- 
ucation has  stimulated  much  heated  discussion.  The 
Baltimore  Sun  has  asked:  "Is  a man’s  duty  to  his 
country  inversely  proportional  to  his  wit?”  United 
States  Representative  Adam  Clayton  Powell  has 
raised  the  question  of  racial  discrimination  in  rela- 
tion to  the  problem. 

What  are  the  merits  of  the  case?  We  have  often 
pondered  whether  or  not  there  is  some  fairer  meth- 
od than  Selective  Service  as  it  is  currently  admin- 
istered. We  have  often  thought  that  the  classical 
lottery  for  all  eighteen  year  old  youths,  allowing 
only  for  high  school  graduation,  would  be  much 
fairer. 

In  administering  the  draft  two  general  principles 
apply:  1.  the  interests  of  the  local  community,  and 
2.  the  needs  of  the  Armed  Forces.  The  first  princi- 
ple rarely  applies  in  the  case  of  eighteen-year-old 
young  men.  The  second  principle  is  generally  over- 
riding. Is  this  the  justification  and  rationale  for 


Selective  Service?  We  believe  that  it  is.  We  shall 
not  attempt  here  to  emphasize  the  need  for  tech- 
nical training  and  education  to  fill  the  non-com- 
missioned and  officer  ranks.  It  should  be  pointed 
out,  however,  that  in  general  the  Armed  Forces 
have  only  once  chance  to  take  each  man. 

Now  to  the  point  of  these  comments.  We  are 
not  aware  of  any  public  outcry  over  the  Doctor 
Draft.  There  is  no  general  grieving  when  a young 
doctor  is  taken  away  from  his  wife  and  family  and 
his  training  or  practice  in  his  late  twenties  or  early 
thirties.  We  are  not  critical  of  the  Doctor  Draft. 
We  believe  that  it  is  necessary  to  the  needs  of  the 
Armed  Forces.  The  Berry  Plan  has  operated  to 
permit  specialty  training  to  fulfill  the  needs  of  the 
services  for  young  specialists. 

Without  educational  deferment  the  Armed  Forces 
would  have  no  doctors  or  specialists  to  draft.  The 
candidates  would  have  already  served  as  riflemen. 
The  Doctor  Draft  is  no  more  than  an  extension  of 
educational  deferment.  You  cannot  have  your  cake 
and  eat  it  too. 


EXTENDED  CARE  FACILITIES 


As  Medicare  comes  closer  to  reality  thought  must 
be  given  to  the  important  problem  of  providing 
extended  care  facilities.  In  The  Wall  Street  Journal 
of  April  11,  1966,  Staff  Reporter  Richard  D.  James 
explored  the  problem  at  considerable  length.  “Where 
does  an  ailing,  aged  person  go  when  he  is  too  sick 
for  a nursing  home  but  not  so  ill  as  to  require  hos- 
pital care?”  he  asked.  In  the  past,  he  noted,  such 
a patient  generally  remained  in  the  hospital,  “an 
expensive  proposition  for  him  and  generally  an  un- 
satisfactory one  for  the  hospital.”  With  the  ex- 
pected influx  of  elderly  patients  after  July  1 and 
with  hospitals  already  overcrowded,  a practical  so- 
lution must  be  found.  Authorities  in  the  field  of 
community  planning,  such  as  Marion  Folsom  of 
Rochester,  New  York,  and  in  hospital  construction, 
such  as  Frank  Briggs,  a hospital  consultant  of  Chi- 
cago, believe  that  extended  care  facilities  are  the 
answer. 

The  extended  care  facility  is  a cross  between  a 
nursing  home  and  a hospital.  It  offers  more  than 


the  custodial  care  customarily  provided  in  nursing 
homes,  but  something  less  than  the  concentrated 
nursing  care  required  in  hospitals.  Patients  are 
typically  those  convalescing  from  heart  attacks, 
fractures,  or  strokes,  or  those  being  treated  for 
diabetes  or  peripheral  vascular  disorders.  The 
length  of  stay  is  measured  in  weeks  or  months, 
rather  than  days.  Physical  medicine,  frequently 
lacking  in  nursing  homes,  should  be  available  to 
facilitate  recovery  from  cerebrovascular  accidents, 
fractures,  and  respiratory  illnesses. 

Extended  care  units  in  hospitals  permit  better 
utilization  of  space  and  personnel  and  result  in 
lower  operating  costs.  It  is  argued  that  such  fa- 
cilities will  ease  overcrowding  in  acute  care  beds 
and  perhaps  forestall  the  demand  for  expensive 
construction.  An  acute  care  bed  currently  costs 
about  $25,000  to  build,  while  an  extended  care  bed 
costs  about  $11,300.  Some  authorities  believe  that 
the  availability  of  extended  care  beds  may  actually 
determine  the  success  or  failure  of  Medicare. 

(Continued  on  next  page) 
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Hospital  trustees  in  Rhode  Island  must  begin  to 
think  in  terms  of  planning  for  extended  care  fa- 
cilities. Newport  Hospital  has  been  very  progressive 
in  this  regard  and  has  set  an  example  which  other 
hospitals  in  the  area  should  emulate.  We  believe 
that  the  Charles  V.  Chapin  Hospital  should  have 
seme  of  its  surplus  capacity  converted  to  this  use. 
It  is  an  important  community  need.  In  the  last 


analysis,  however,  extended  care  facilities  will  find 
their  greatest  usefulness  when  they  are  a part  of 
an  existing  acute  general  hospital  complex.  Resist- 
ance to  discharge  on  the  part  of  insured  patients 
will  be  much  less  if  transfer  to  such  a facility  does 
not  involve  actual  administrative  and  physical  dis- 
charge from  the  hospital.  The  provision  of  extended 
care  beds  is  a problem  to  which  the  community  and 
our  hospital  trustees  must  give  urgent  attention. 


CONTACT  LENS  DANGERS 


Fourteen  eyes  had  to  be  removed,  or  were  per- 
manently blinded,  and  another  hundred  and  fift- 
seven  were  permanently  damaged  during  1960, 
according  to  a survey  of  fity  thousand  contact  lens 
wearers  reported  to  the  American  Association  of 
Ophthalmology.  This  report  is  carried  in  full  in 
the  for  ^larch  14,  1966.  A significant  num- 

ber of  users  showed  reversible  ocular  changes  which 
recovered  without  permanent  defects.  That  wearing 
contact  lenses  is  not  innocuous  should  be  quite 
evident. 

Criticism  of  this  report  has  already  appeared. 
There  is  some  v'alidity  to  the  argument  that  the 
report  is  old,  based  on  a survey  of  1960.  More 
e.xperience  undoubtedly  has  reduced  the  absolute 
and  relative  figures.  Nevertheless,  it  is  the  duty  of 
every  physician  in  Rhode  Island  to  understand  the 
.seriousness  of  ocular  complications  resulting  to  con- 
tact lens  users.  The  complications  seem  to  be  asso- 
ciated with  increasing  age.  Especially  complications 
arise  when  there  has  been  any  previous  eye  injury 
or  disease. 

The  normal  individual  seems  to  suffer  most  from 
prolonged  and  excessive  use,  and  especialh’  if  the 
lenses  are  left  in  during  sleep.  Both  of  these  re- 
strictions and  cautions  have  been  stressed. 

CENTRAL  SYSTEMS  ENGINEERS  AT 

Within  months  after  the  appointment  of  John  T. 
Howell  as  Chief  Systems  Engineer  at  the  Rhode 
Island  Hospital  we  note  there  the  establishment  of 
the  Department  of  General  Systems  Engineering 
and  the  appointment  of  three  new  full-time  Systems 
Engineers.  We  hereby  take  note  of  the  rapidity  of 
progress  and  novelty  of  nominal  notation  — Parkin- 
son's Law,  perhaps  — and  herewith  clarify  termin- 
ology which  at  first  may  appear  cabalistic,  or  at 
least  recondite. 

Since  the  beginning  of  time,  and  probably  in- 
corporated in  the  act  of  creation  itself,  is  the  "law 
of  least  effort.”  The  mark  of  intelligence  is  the 
visible  and  conscious  effort  to  get  anything  done 
with  a minimum  amount  of  effort,  work,  and  cost. 
Books  and  PhD.  theses  on  this  subject  afford  count- 


Where  the  eye  was  lost,  the  cause  was  infection, 
with  fungi  having  a significantly  high  incidence  as 
the  causative  agent.  The  report,  however,  very 
clearly  shows  that  wearing  the  lenses  as  prescribed 
does  not  interfere  with  the  normal  bacterial  flora 
of  the  eyes.  The  habit  of  ‘“spitting”  on  the  lenses 
by  young  wearers  is  deplored.  This  habit  and  poor 
eye  hygiene  in  general  seem  to  be  big  factors  in  the 
complications. 

There  are  now  four  million  contact  lens  users, 
and  because  of  the  popularity  of  the  lenses  the 
number  will  continue  to  increase,  especially  among 
the  young.  No  number  of  complications  or  warnings 
will  ever  limit  or  abolish  their  use.  Human  vanity 
will  not  be  denied  despite  any  health  hazard. 

The  ophthalmologists  of  Rhode  Island  have  had 
no  difficulty  in  handling  complications  in  the  pa- 
tients for  whom  they  prescribe.  Many  patients, 
however,  receive  their  lenses  quite  legally  from  op- 
tometrists. It  is  this  group  of  users  who  will  first 
seek  medical  aid  from  the  general  physicians  of 
Rhode  Island.  The  profession  must  be  alert  in  w’arn- 
ing  these  patients  ahead  of  time  about  hygiene  and 
possible  complications  and  promptly  to  refer  to 
ophthalmologists  patients  having  even  slight  dis- 
orders from  contact  lens  use. 

THE  RHODE  ISLAND  HOSPITAL 

less  examples  of  the  demonstrated  truth  of  this  prin- 
ciple. General  Systems  Engineering  is  a sophisti- 
cated version  of  efficiency  e.xpertise.  The  study  of 
any  given  human  transaction  is  made  in  terms  of 
the  individuals  involved,  the  mechanical  factor  ca- 
pability, the  interplay  of  these  two  factors,  and  the 
completion  of  the  transaction  in  a manner  arbitra- 
rily chosen  as  the  objective.  In  modern  terminology, 
the  factors  are  input,  integration,  and  output.  The 
engineer  is  primarily  concerned  with  input  factors 
and  output  factors.  As  might  well  be  anticipated, 
the  integration  factor,  which  in  reality  has  made 
General  Systems  Engineering  a profession,  is  the 
availability  of  the  integrating  factor,  the  computer, 
and  its  human  programmer.  The  General  Systems 
Engineer  is  not  a computer  programmer  but  is  the 


EDITORIALS 


367 


analytical  engineer  who  determines  the  basic  in- 
gredients of  the  input  and  output  in  human  and 
mechanical  work  terms. 

Concrete  examples  perhaps  will  clarify.  The  max- 
imum and  optimum  use  of  nursing  personnel  is  one. 
Given  a finite  physical  space,  an  optimum  number 
of  beds  may  be  distributed  in  that  space.  An  opti- 
mum number  of  nurses  should  be  assigned  to  the 
unit  to  care  for  these  patients  in  the  manner  which 
is  arbitrarily  chosen  as  the  objective.  The  elements 
in  this  over-simplification  are  patients  to  be  cared 
for,  the  nurses  caring  for  the  patients,  a finite  lim- 
ited space  for  the  distribution  of  the  patients,  and 
a finite  number  of  mechanical  procedures  and  de- 
vices for  the  desired  finite  output.  But  there  is  an 
almost  infinite  number  of  permutations  possible, 
only  one  of  which  is  optimum  in  terms  of  the  ob- 
jective, and  the  amount  of  work  and  cost  entailed. 
The  Systems  Engineer  will  analyze  and  order  all 
these  input  factors  in  a suitable  form  for  a program- 
mer to  feed  the  computer.  A finite  number  of  solu- 
tions or  ways  of  performing  the  given  operation, 
each  with  different  cost  values,  can  be  obtained. 
The  optimum  strategy  in  terms  of  the  principle  of 
least  effort  can  be  determined.  The  amount  of  work 
entailed  and  the  optimum  strategy  can  only  be  pre- 
cisely determined  by  General  Systems  Engineering 
and  Computer  Analysis.  It  is  easy  to  see  the  count- 


less numbers  of  applications.  It  is  equally  clear  that 
the  factors  in  any  given  problem  may  change;  but 
the  general  principle  of  approach  and  analysis  re- 
mains common.  This  is  the  special  discipline  of  the 
General  Systems  Engineer. 

The  new  Chief  Systems  Engineer  at  the  Rhode 
Island  Hospital,  John  Howell,  is  a graduate  in  en- 
gineering from  the  University  of  Michigan,  from 
which  he  also  received  his  Master’s  degree  in  Busi- 
ness Administration.  He  has  come  to  the  Rhode  Is- 
land Hospital  with  experience  in  matters  pertaining 
specifically  to  hospitals  and  nursing.  It  will  be  with 
great  interest  that  we  look  for  new  and  more  ef- 
ficient ways  of  doing  things  according  to  the  “law 
of  least  effort,’’  remembering  always,  however,  that 
the  objectives  are  arbitrarily  chosen.  These  objec- 
tives are  in  reality  value  judgments.  These  objec- 
tives must  always  be  those  of  our  prime  professional 
purpose  — the  optimum  care  of  the  sick  patient 
who  expects  no  other  consideration  from  his  physi- 
cian than  dedication  to  his  personal  well-being.  All 
General  Systems  Engineering  must  be  directed  to 
this  predetermined  ethical  goal;  no  administrative 
factors  may  temper  it.  To  help  us  toward  this  ob- 
jective — handed  down  to  physicians  since  the  be- 
ginning of  time  — we  welcome  the  help  of  a new 
group  of  professional  colleagues,  the  General  Sys- 
tems Engineers. 


THE  300,000th  PHYSICIAN 


With  the  addition  of  the  graduating  classes  of 
1966,  three  hundred  thousand  physicians  will  be 
serving  the  American  public.  The  population  of 
physicians  is  increasing  faster  than  the  general 
population  and  now  stands  at  the  ratio  of  1 physi- 
cian for  every  681  citizens.  In  1966  there  are  ap- 
proximately 50,000  more  physicians  than  in  1960, 
when  the  ratio  was  1 to  737. 

This  increase  has  occurred  as  a result  of  plan- 
ning. The  AMA  in  conjunction  with  the  Associa- 
tion of  Medical  Colleges  through  the  Liaison  Com- 
mittee on  Education  has  encouraged  the  building 
of  eleven  new  medical  schools,  making  now  a total 
of  eighty-eight.  The  AMA  Council  on  Medical 
Education  further  anticipates  more  than  a thirty 
per  cent  increase  in  the  annual  number  of  gradu- 
ates of  medical  schools  in  the  next  decade. 

These  projections  are  based  on  the  best  available 
statistical  analysis  of  trends  during  the  past  ten 
years.  But  applications  for  admission  to  medical 
school  tend  to  cyclic  and  erratic.  In  no  small  way 
they  are  subject  to  the  psychological  forces  that 
influence  young  men’s  careers.  Erom  a peak  num- 
ber of  applicants  in  1949  of  twenty-five  thousand 
students,  a low  point  was  reached  in  1961  when 
less  than  sixty  per  cent  of  that  number  were  ap- 


plying. By  1964,  a trend  of  steadily  increasing 
numbers  of  applications  became  apparent.  But  any 
adverse  publicity,  or  calculated  attempts  to  degrade 
the  image  of  the  physician  or  to  make  his  role 
a less  attractive  one  socially  or  economically,  or 
increasing  government  interference,  may  well  re- 
verse the  trend,  as  it  has  in  other  countries  when 
the  profession  is  subjected  to  strict  governmental 
supervision  and  restriction. 

Members  of  our  Medical  Society  are  encouraged 
to  continue  to  support  their  own  medical  schools. 
We  urge  them  voluntarily  to  contribute  to  the 
AMA  Education  and  Research  Eoundation.  This 
has  been  a great  success.  The  AMA-ERE  Loan 
Program  by  the  end  of  1965,  four  years  after  it 
was  instituted,  had  extended  twenty-seven  thous- 
and loans  in  excess  of  thirty-two  million  dollars. 

Both  individually  and  collectively  we  must  prose- 
lyte and  encourage  medicine  as  a career;  it  is  im- 
possible ever  to  have  too  many  physicians.  Many 
of  our  woes  and  problems,  as  well  as  those  of  the 
public  we  serve,  have  arisen  because  of  the  scarcity 
of  the  professional  — by  definition  one  who  pub- 
licly professes  his  love  of  the  discipline.  We  need 
more  physicians  everywhere,  even  in  administra- 
(Continued  on  next  page) 
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live  positions  where  a physician  who  has  undergone 
the  discipline  of  medicine  could  contribute  so  much 
more. 

Let  us  take  this  opportunity,  in  noting  the  ar- 


rival of  the  300.000th  physician,  to  make  a very 
special  effort  to  continue  the  trend  of  more  and 
more  physicians,  by  every  means  at  our  disposal. 
Everyone  stands  to  gain. 


I>  THE  EDITOR’S  MAILBOX 


BUTLER  HOSPITAL  MAINTAINS  HIGH  STANDARDS 
To  the  Editor: 

This  letter  is  prompted  by  an  editorial  in  the 
.April,  1966  issue  of  the  Rhode  Island  Medical  Jour- 
nal titled  '‘Eiddling  While  Rome  Burns." 

Those  responsible  for  operating  Butler  Hospital 
are  seriously  disturbed  by  this  editorial,  for  they 
have  worked  long  and  hard  to  make  Butler  Hos- 
pital a superior  institution  for  the  care  and  treat- 
ment of  the  mentally  ill. 

Butler  Hospital  had  no  part  in  the  long  pre- 
dicted decision  of  the  City  to  close  the  Chapin 
Hospital,  which  was  finalh'  announced  last  sum- 
mer to  be  effective  June  30,  1966.  Butler's  position 
with  respect  to  the  controversy  which  resulted  from 
that  decision  was  set  forth  in  a letter  to  members 
of  the  Butler  Hospital  Corporation,  dated  April  8. 

In  December,  1965,  in  good  faith  and  in  an  effort 
to  make  a constructive  contribution  to  the  situation, 
Butler  expressed  •‘willingness  to  undertake  to  pro- 
vide all  the  neuro-psychiatric  services  now  being 
provided  at  the  Chapin  Hospital"  (not  only  55 
beds  as  stated  in  your  editorial ).  On  December  16th 
we  confirmed  our  belief  that  ‘‘Butler  Hospital  is 
in  a position  to  assume  the  psychiatric  services  now 
performed  at  Chapin  and  to  provide  high  standard 
of  treatment  for  approximately  1.800  admissions 
and  27,500  patient  days  of  care  per  year,"  an  ave- 
rage patient  census  of  about  75  per  day.  These 
figures  were  based  on  Chapin's  neuro-psychiatric 
in-patient  statistics,  shown  in  detail  in  the  Report 
to  the  Governor's  Commission. 

Of  greatest  concern  is  the  categorical  statement 
in  the  professional  Journal  of  the  Rhode  Island 
Medical  Society  that  Butler  Hospital  beds  “would 
be  in  a relatively  inferior  facility,”  while  calling 
Chapin  “an  excellent  institution.'’  “Inferior  facility” 
is  a harsh  and  potentially  damaging  phrase  to  But- 
ler Hospital  when  applied  by  your  profession. 

Over  one  hundred  members  of  your  society  are 
on  one  or  another  staff  at  Butler  Hospital.  They 
obviously  do  not  consider  it  an  inferior  facility. 

Twenty-four  members  of  your  society  admitted 
55  of  their  patients  at  Butler  Hospital  in  the  one 
month  of  March,  1966.  They  obviously  do  not  con- 
sider it  an  inferior  facility.  Increasing  numbers  of 
psychiatrist  members  of  your  society  are  treating 


their  own  patients  at  Butler  Hospital.  They  ob- 
viously do  not  consider  it  an  inferior  facility.  Last 
summer  the  Joint  Commission  gave  Butler  Hospital 
a three-year  accreditation.  They  obviously  do  not 
consider  it  an  inferior  facility. 

Butler  Hospital  is  a superior  facility  for  in- 
tensive treatment  of  the  mentally  ill  in  every  ac- 
tivity relating  to  patient  care:  administration, 
housekeeping,  laboratory,  library,  medical  records, 
medical  staffs,  nursing,  psychiatry,  psychology  and 
social  work.  Even  in  the  narrow  sense  of  ‘‘faciliW'’ 
as  physical  building  and  equipment.  Butler's  build- 
ings in  use  and  proposed  use  for  patient  care  are 
adequate  for  present  day  needs  and  are  equipped 
for  those  needs.  If  Butler  is  called  upon  to  handle 
the  Chapin  load,  adequate  receiving  and  treatment 
facilities  will  be  provided  for  that  service  as  well. 
Members  of  our  staff  are  thoroughly  experienced 
in  the  operation  of  public  psychiatric  services  and 
are  fully  aware  of  the  facilities  necessary  for  the 
same. 

We  ask  you  and  all  the  members  of  the  Society 
to  visit  Butler  Hospital,  meet  our  staff  and  learn 
about  our  standards  of  patient  care  at  first  hand. 
Like  any  good  hospital,  Butler  needs  and  deserves 
the  support  of  the  medical  profession,  and  many 
members  of  \-our  profession  need  Butler  Hospital 
for  their  patients.  It  is  to  the  interest  of  all  con- 
cerned that  Butler  Hospital  be,  and  be  spoken  of 
as,  a superior  institution  for  the  care  of  the  men- 
tally ill.  The  Trustees  will  do  their  best  to  that 
end,  and  need  your  understanding  help. 

In  an  effort  to  correct  the  impression  created  by 
your  April  editorial,  we  ask  that  this  letter  be 
printed  in  full. 

John  S.  Ch.afee,  President 
Butler  Hospital.  Providence,  R.I. 

Alay  6.  1966 

COMMENT  ON  FUTURE  OF  PRIVATE  PRACTICE 
To  the  Editor 

A terse,  informative  report  on  Public  Law  89-97. 
Medicare,  was  submitted  to  the  House  of  Delegates 
by  the  Committee  on  the  Euture  of  the  Private 
Practice  of  Aledicine.  (See  Page  375  in  this  issue 
of  the  Journal).  The  Committee's  prime  purpose 
(Continued  on  Page  372) 
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Doctor...two  important 
Lederle  products  for 

routino  office  procedures 

y 


POUOVIRIS  VACCISt  } 
UVE.  ORAL  TRIVAUKI 
ORIMl’NE’^  *7^ 

• $TUIN$  TTMS  1.  2 ’ 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNE* 

POLIOVIRUS  VACCINE.LIVE, ORAL 

TRiVALENT 

SABIN  STRAINS,  TYPES  1,2  and  3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a box  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage-initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 


simplifies  routine  screening 

TUBERCULIN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab*  Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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(propantheline  bromide) 


Intragastric  photography  has  provided  a 
new  and  precise  method  of  measuring  the 
effectiveness  of  anticholinergic  drugs.  The 
transition  from  gastric  motor  activity  to  re- 
laxation seen  with  effective  doses  of  such 
drugs  takes  only  a few  seconds  and  is  easily 
demonstrated. 

The  importance  of  vagal  stimulation  of 
gastric  hyperacidity  and  hypermotility 
makes  such  measurements  particularly  im- 
portant in  evaluating  the  parasympatholytic 
effect  of  drugs  used  in  patients  with  peptic 
ulcer,  gastritis,  biliary  dyskinesia  and  other 
gastrointestinal  disorders. 

Pro-Banthine  has  been  showm^  to  produce 
complete  gastric  motor  inactivity  with  doses 
of  6 to  8 mg.  intravenously.  Comparison 
tests  were  made  with  the  belladonna  frac- 
tion, atropine.  Measured  usual  dosage  unit 
versus  usual  dosage  unit,  Pro-Banthine  was 
more  than  four  times  as  effective  as  the 
belladonna  alkaloid. 

Indications:  Peptic  ulcer,  functional  hypermotility, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  Adequate  dosage  should  be  given  for 
optimal  results.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tablets  four  to  six 
times  daily  may  be  required.  Pro-Banthine  (brand  of 
propantheline  bromide)  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications:  Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a curare- 
hke  action  may  occur.  Pro-Banthine  is  contraindi- 
cated in  patients  with  glaucoma,  severe  cardiac 
disease  and  prostatic  hypertrophy. 

I.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Cinegastro- 
scopic  Observations  on  the  Effect  of  Anticholinergic  and 
Related  Drugs  on  Gastric  and  Pyloric  Motor  Activity,  Amer. 

J.  Dig.  Dis.  10:506-513  (June)  1965. 
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Is  Effective 


Complete  gastric  relaxation  with  Pro-BanthJne.  As  this  intragastric  photo- 
graph demonstrates,  gastric  relaxation  is  attained  with  6 mg.  of 
Pro-Banthlne  intravenously;  the  antrum  is  relaxed  and  the  pyloric  orifice 
remains  open.  Full  intravenous  doses  of  atropine  (4  mg.)  produce  no 
measurable  effect. 
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was  to  inform  the  membership  concerning  matters 
of  vital  current  interest  and  of  possible  future  sig- 
nificance. 

The  reasons  that  the  committee  emphasized  cer- 
tain aspects  of  the  law  are  clear.  Unspecified  yet 
implicit  in  the  Medicare  Law  is  an  entirely  new 
concept,  the  - Principle  of  Entitlement  to  Benefits;” 
i.e..  everyone  has  the  birthright  to  medical  services 
without  having  to  assume  any  associated  respon- 
sibility. True,  everyone  is  born  free  and  with  the 
right  to  be  treated  as  a human  being  without  co- 
ercion. But  with  every  right  there  is  a correspond- 
ing dut\',  and  herein  lies  the  point  at  issue. 

Everyone  has  the  right  to  seek  medical  services, 
and  those  dedicated  to  the  medical  profession  have 
the  obligation  to  render  to  all  the  highest  quality 
of  medical  care  possible.  In  return,  the  patient  has 
the  responsibility  to  compensate  his  benefactor  for 
such  care.  Of  no  concern  to  the  physician  should 
be  the  manner  in  which  his  patient  finances  his 
legitimate  bills.  Of  utmost  importance  to  both  par- 
ties is  the  avoidance  of  third-party  interference. 

Under  ^Medicare  the  acceptance  of  the  third-party 
assignment  constitutes  a contract  to  accept  reim- 
bursement under  specified  conditions  and  at  pre- 
determined schedules.  The  accent  is  on  leveling 
costs  and  not  on  quality  care.  Quality  resides  in 
the  hands  of  the  immediate  grantor  of  services,  the 
doctor;  the  insurance  carrier  seeks  to  finance  the 
medical  care  of  millions  at  lowest  passible  cost  and 
rightly  so  for  the  sake  of  fiscal  limitations.  By  ac- 
cepting assignment  the  physician  allows  disruption 
of  the  all-important  physician-patient  relationship, 
engenders  patient  hostility  when  payment  of  bal- 
ances is  sought,  unwittingly  assumes  the  label  of 
greed,  is  held  responsible  for  the  deficiencies  in- 
herent in  the  ^ledicare  Law,  and  forfeits  by  default 
the  right  to  bill  his  patient  directh'. 

People  in  general  want  to  meet  their  responsi- 
bilities without  being  humbled  by  charity.  Since  the 
passage  of  PL  89-97  has  not  made  paupers  of  the 
senior  citizens  of  this  country  overnight,  the  render- 
ing of  reasonable  bills  should  remain  in  the  hands 
of  the  physician.  Possessing  knowledge  of  the  ac- 
tual circumstances  of  his  patient,  he  can  tactfully 
and  properly  render  charitable,  discounted  bills 
when  necessary  without  compromising  the  dignity 
of  his  patient. 

Should  assignment  under  Medicare  be  taken,  only 
what  amounts  to  discounted  fees  will  eventually  be 
paid  in  all  cases  irrespective  of  need  or  means. 
Striking  evidence  of  this  is  seen  in  Belgium  and 
Italy,  and  wherever  a government  finances  medical 
care.  Whenever  coercion  enters  into  a charitable 


act,  virtue  fades  and  totalitarian  infringement  upon 
the  right  to  dispose  freely  of  wordly  goods  reigns. 

Albert  F.  Tetreault,  m.d. 

ASSESSING  HOSPITAL  COSTS 
To  the  Editor; 

There  are  some  additional  developments  in 
Rhode  Island  that  may  be  of  interest  which  are  I 
an  outgrowth  of  my  Xew  England  Hospital  As- 
sembly talk  to  be  published  in  the  Rhode  Island 
iMedical  Journal  (see  this  issue  p.  348). 

1.  Xew  port  Hospital  Extended  Care  L’nit  — 

Pilot  Project.  We  are  currently  planning  a multi- 
story building  to  provide  199  replacement  short- 
term beds  and  25  new  beds  for  psychiatric  patients. 

Our  consultant,  Anthony  J.  J.  Rourke,  2kLD.,  has 
advocated  that  when  this  goal  is  accomplished  two 
older  structures  be  remodeled  upwards  of  100  ex- 
tended care  beds.  Our  pilot  project,  approved  by 
Blue  Cross  with  some  reservations  as  to  the  pos- 
sibility of  stay  prolongation,  hence  will  serve  to 
pretest  our  consultant’s  recommendations.  In  the 
meantime  we  are  providing  additional  capacity  of 
16  beds  for  this  -‘third-level’’  of  care  at  lower  cost, 
thus  making  maximum  use  of  our  facilities  and 
available  personnel  (we  do  not  have  enough  grad- 
uate nurses  to  staff  this  unit  for  acute,  short-term 
care)  and  have  eliminated  corridor  beds.  Addition- 
ally, we  are  pretesting  for  the  alternative  benefit 
to  be  provided  by  Federal  Medicare  next  January 
1st,  knowing  that  there  are  no  nursing  homes  in 
our  area  that  are  capable  of  meeting  the  required 
Federal  standards.  Our  pilot  project  is  being  sub- 
mitted for  approval  by  the  Social  Security  Admin- 
istration Regional  Office  and  I have  been  told 
that  it  is  the  first  such  in  X^ew  England. 

2.  The  Joint  Hospital-Blue  Cross  Committee  at  i 
its  meeting  on  April  5th  picked  up  the  idea  of 
shared-computer  services,  and  has  requested  Ly- 
brand,  Ross  Bros.  & Montgomery  (the  firm  that  [ 
prepares  uniform  cost  anaWses  of  Rhode  Island  j 
hospitals  for  Blue  Cross  and  Government  reim- 
bursement)  to  prepare  a proposal  on  this  topic  for  | 
presentation  during  iMay  to  a Rhode  Island  Assem- 
bly of  Blue  Cross,  hospitals,  and  Government  of-  ^ 
ficials. 

This  will  be  the  third  assembly  of  this  type.  The  ! 

first  was  held  on  January  25,  1965,  and  was  ad-  i 

dressed  by  i\Ir.  Arthur  Hanley  of  Blue  Cross,  Dr. 
Stanley  D.  Simon  as  Chairman  of  the  Rhode  Island 
Medical  Economics  Council,  and  the  undersigned 
as  Chairman  of  the  Hospital  Association  of  Rhode 
Island  Council  on  Hospital  Financing  and  Govern- 
ment Relations.  The  second  assembly  was  held  on 
Xovember  12,  1965,  and  was  addressed  by  Ray  E. 

(Continued  on  Page  374) 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology- long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,. reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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Brown,  one  of  the  foremost  of  this  country's  hos- 
pital leaders. 

Returning  to  the  matter  of  shared-computer 
services,  both  Blue  Cross  aud  the  State  will  have 
surplus  capacity  in  their  third-generation  computers 
which  should  be  available  within  the  next  year, 
the  lead  time  required  to  undertake  planning  and 
programming.  In  combination  with  professional  Ac- 
tivities Survey-iMedical  Audit  Program  (PAS-MAP) 
and  Hospital  Admissions  Survey  (HAS),  a central 
Rhode  Island  service  could  do  much  to  round  out 
a complete  application  of  computer  technology  to 
business  and  utilization  functions  in  hospitals.  Be- 
yond these  applications  for  medical  and  administra- 
tive management  there  are  direct  applications  to 
medical  practice,  with  which  you're  more  familiar 
than  I am,  such  as  the  Massachusetts  General  Hos- 
pital project.  I am  excited  about  the  potential  of 
information  automation  to  seed  up  data  produc- 
tion more  effectively  to  manage  and  control  hos- 
pital operations. 

William  K.  Turner 
Director,  Newport  Hospital 
Newport.  Rhode  Island 

To  the  Editor: 

The  following  is  excerpted  from  a letter  dated 
April  7,  1966  from  Ray  E.  Brown,  Director,  Grad- 
uate Program  in  Hospital  Administration,  Duke 
University  who,  with  Walter  McNerney,  partici- 
pated in  the  recent  NEH.\  program  at  which  my 
paper  and  our  comparative  Rhode  Island  study  of 
hospital  utilization  were  presented: 

•‘I  have  had  an  opportunity  to  review  your  paper 
and  it  is  even  better  than  when  I heard  you  read 
it.  I have  also  had  a chance  to  study  the  material 
on  utilization  of  the  six  Rhode  Island  hospitals, 
and,  despite  Walt’s  statement  as  to  the  need  to 
examine  all  variables,  am  impressed  with  the  sig- 
nificance of  the  reduction.  Any  statistician  would 
agree  that  when  average  stay  is  reduced  for  all 
age  levels,  in  a period  when  they  were  rising  for 
the  rest  of  the  country,  that  the  program  was  show- 
ing an  effect.  Percentage-wise  the  reduction  is  also, 
statistically,  significant.  By  all  means  you  should 
continue  the  work  and  if  the  reduction  is  sustained 
at  the  end  of  1966  you  should  publish  an  article 
on  the  program.” 

William  K.  Turner 
Director,  Newport  Hospital 
Newport,  R.I. 


HOW  CAN  THE  INDIVIDUAL 
HOSPITAL  ASSESS  ITS  USE 
AND  COSTS? 

(Concluded  from  Page  352) 

physician  and  every  trustee,  which  cannot  but  help 
to  sharpen  this  awareness. 

Whatever  the  real  reasons  are  and  however  fore- 
boding this  data  may  seem  with  Medicare  imple- 
mentation a scant  three  months  away,  this  com- 
parison with  its  back-up  information,  clearly  out- 
lines the  need  for  medical  review  and  evaluation 
programs.  Why,  within  a state  as  small  as  Rhode 
Island,  should  there  be  such  a divergence  in  pat- 
terns of  care  among  hospitals  as  these  figures  ap- 
pear to  indicate?  All  of  our  voluntary  hospitals,  and 
government  hospitals  too,  we  hope,  are  in  the  proc- 
ess of  joining  PAS-MAP.  so  that  the  dumb  com- 
puter may  help  us  to  answer  these  questions  and 
the  problems  which  Medicare  will  bring.  Eor  one. 
I'm  very  happy  that  PAS  is  supplying  this  answer 
to  the  tedious,  time-consuming  approach  of  only  a 
few  months  ago  in  making  valid  hospital  stay  com- 
parisons, both  within  our  hospital  and  with  other 
hospitals. 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treat- 
ment of  nervous  and  emotional  disorders  as  well  as 
long  term  geriatric  problems. 

Physical,  neurological  psychiatric  and  psychological 
examinations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and 
conveniently  located  institution. 

L.  A.  Senseman  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 
Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 
P.  Wendel  Johnson,  Ph.D.  Therba  Johnston,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays) 
9-12  A.M.,  and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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REPORTS  TO  THE  HOUSE  OF  DELEGATES 


BENEVOLENCE  FUND 

During  1965  the  Trustees  of  the  Benevolence 
Fund  extended  financial  aid  to  six  physicians  and/ 
or  their  families.  In  addition  to  direct  cash  pay- 
ments the  Trustees  authorized  payment  of  Blue 
Cross  and  Physicians  Service  for  four  beneficiaries 
of  the  fund. 

A financial  summary  for  the  year  is  as  follows; 
Savings  Account,  Cash  balance,  Indus- 
trial National  Bank,  Providence,  R.  I., 

January  1,  1965  $17,574.22 

Checking  Account,  Cash  balance.  In- 
dustrial National  Bank,  Providence, 

R.I.,  January  1,  1965  $ 396.00 

Donations  to  the  Fund  during  1965  $ 1,250.00 

Interest  on  savings  account  $ 702.67 


Total  Assets  $19,922.89 


Benefits  paid  $ 3,500.50 

Balance  $16,422.39 

Cash  on  hand.  Industrial  National 
Bank,  Jan.  1,  1966; 

Savings  Account;  $15,426.89 
Checking  Account;  995.50 


Total;  $16,422.39 


Cash  on  hand,  January  1,  1966  $16,422.39 

The  trustees  again  express  their  appreciation  to 
the  Woman’s  Auxiliary  of  the  Society  for  their 
generous  contribution  to  the  Fund,  and  to  the  many 
members  of  the  Society  who  have  donated  to  this 
most  worthy  program.  Members  are  urged  to  com- 
municate with  the  Trustees  if  they  know  of  any 
physician  in  dire  financial  need. 

Respectfully  submitted, 

George  W.  Waterman,  m.d. 

Alfred  L.  Potter,  m.d. 

D.'Wid  Freedman,  m.d.,  Chairman 

THE  FUTURE  OF  THE  PRIVATE  PRACTICE  OF 
MEDICINE 

In  an  effort  to  e.xplain  some  of  the  phases  of 
physician  participation  in  the  new  Federal  Medicare 
program  the  Committee  has  reviewed  the  law  and 
interpretations  of  it.  It  submits  some  of  its  findings 
to  help  members  of  the  society  to  under  stand  the 


implications  of  the  the  legislation  as  it  will  affect 
future  medical  practice. 

I.  First,  some  dejinitions  regarding  fees  for  your 

services 

1.  “Customary  Charge”  — The  usual  fee  that 
you,  as  an  individual  physician,  charge  for  a 
particular  service. 

2.  “Prevailing  Charge”  — The  customary 
Charge  most  widely  used  by  the  physicanis  of 
your  specialty  in  your  specified  geographic 
locality. 

3.  “Reasonable  Charge”  — Either  the  Customa- 
ry Charge  or  the  Prevailing  Charge,  as  de- 
fined above,  whichever  is  lower. 

II.  Next,  some  notes  on  the  law: 

1.  In  determining  the  “Reasonable  Charge,”  third 
parties  (i.e.,  the  Government  through  its  in- 
termediary, which,  as  it  applies  to  us  in  Rhode 
Island  is  Physician  Service)  will  consider  the 
relationship  between  “Customary”  and  “Pre- 
vailing” charges  in  a manner  “which  may  re- 
duce, but  would  never  increase,  the  charge 
being  reviewed  ...”  Documented,  e.xceptional 
cases  excluded,  of  course. 

2.  “The  ‘reasonable  charge’  is  an  upper  limit  on 
payments  required;  it  is  not  a required  pay- 
ment.” This  means  that  if  you  should  happen 
to  charge  some  lesser  amount.  Physicians 
Service  will  not  allow  you  to  correct  it  up 
to  the  reasonable  charge. 

3.  The  income  of  the  individual  patient  may  not 
be  considered  in  determining  the  amount  of 
the  ‘‘reasonable  charge”  according  to  the  Fed- 
eral Law.  However,  where  a fee  schedule  in 
a plan  under  which  acceptance  of  the  insured 
amount  as  full  payment  is  guaranteed  for  those 
with  incomes  below  certain  levels  (as  with  our 
Physicians  Service  “A”  Plan),  said  fee  sched- 
ule may  be  used  in  determining  reasonable 
charges  in  that  locality  if  it  does  not  exceed 
the  prevailing  charges  in  that  locality  and  is 
accepted  by  physicians  as  fair  remuneration. 
In  such  a case  the  .same  fee  schedule  would 
have  to  be  used  for  all  beneficiaries  in  the  same 
locality. 

III.  Third,  some  notes  on  payments  and  billing 

procedures: 

1.  Before  Part  B of  the  Medicare  plan  pays  the 
(Continued  on  next  page) 
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beneficiary  that  person  must  have  spent  S50 
of  his  own  money  that  year  in  medical  care 
expenses.  After  paying  this  S50  deductible, 
which  is  renewed  each  year,  he  is  then  eligible 
to  have  80%  of  the  "reasonable  charge"  for 
physicians'  services  paid  by  the  Social  Security 
program.  For  example 

A)  A patient  has  not  used  his  deductible.  He  has 
a physician  s bill  for  SI 00  (which  we  will  as- 
sume is  the  resonable  charge).  The  ^ledicare 
program  will  pay  80%  LESS  the  S50  deduc- 
tible. or  S30.  And  that  is  what  it  would  pay 
the  physician  through  Physicians  Service  on  an 
assignment.  That  means  the  physician  must 
then  bill  the  patient  for  S50  in  addition  to  the 
S20  he  would  bill  as  the  remaining  20%  of 
his  fee. 

Thus,  if  you  bill  the  intermediary  — Physicians 
Service  — instead  of  your  patient,  you  cannot  know 
the  actual  amount  that  will  be  paid  you  without 
taking  the  time  and  trouble  to  inquire  each  time. 
Most  likely  you  will  end  up  billing  the  patient  for 
some  additional  amount  anyway. 

I\'.  Methods  of  bilUns  for  services  to  Medicare 
patients: 

1.  Acceptance  of  direct  payments  from  Physi- 
cians Service  in  behalf  of  the  Federal  Gov- 
ernment. 

This  method  automatically  limits  your  fee 
to  no  more  than  the  set  "reasonable  charge" 
as  determined  by  the  government. 

This  involves  the  expenditure  of  your  office 
time  and  your  secretary's  salary  to  fill  out 
third  party  forms  and  to  help  your  patient  to 
fill  in  his  part  correctly  so  that  it  will  be 
acceptable  without  having  to  be  returned  for 
correction,  or  for  more  information,  before 
you  can  receive  your  80%  of  the  fee  due. 

It  also  involves  the  determination  of  the 
deductibles,  as  noted  above.  Thus  you  might 
collect  vour  20%  of  the  "reasonable  charge" 
from  the  patient,  but  later  find  he  had  not 
paid  part  cf  his  deductible  which  would  then 
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be  deducted  from  the  80%  balance  of  the  fee 
due  you,  leaving  you  with  the  added  task  of 
collecting  the  remainder  of  your  fair  and  rea- 
sonable fee  from  the  patient,  possibly  with 
much  correspondence  to  e.xplain  the  matter. 

2.  Direct  billing  for  your  total  fee  to  the  patient. 
This  method  continues  the  physician-patient 
relationship,  and  allows  the  physicion  to  treat 
all  patients  equally,  and  to  make  reductions 
according  to  personal  concepts  of  charity. 
This  method  calls  for  the  rendering  of  a bill 
for  the  full  amount  of  your  fee.  as  you.  not 
the  government,  determine  it  should  be.  to  the 
patient.  He  in  turn  presents  your  bill  to  the 
intermediary  (Physicians  Service)  with  your 
standard  iMedical  Statement  to  be  reimbursed 
for  80%  of  the  ‘‘reasonable  charge."  The  pa- 
tient pays  the  physician  either  before  or  after 
he  has  been  reimbursed.  In  this  manner  the 
third  party  resolves  problems  of  deductibles, 
payments,  etc.  with  the  beneficiary  — your 
patient.  Thus,  any  time-consuming  confusion 
is  eliminated  from  your  office. 

3.  .Assignment  and  Xen-.Assignment 

You  may  elect  acceptance  of  direct  pa\‘ments 
frem  Physicians  Service  for  some  patients  and 
elect  non-acceptance  for  others.  Once  a phy- 
sician does  agree  to  accept  any  such  payments 
(his  signature  on  a ^Medicare  form  makes  it 
official),  his  identity  and  customar\-  charges 
are  recorded  and  stored  for  ready  future  refe- 
ence  in  the  Government's  computer  systems, 
and  any  charges  he  might  wish  to  make  would 
require  specific  appeals  through  proper  chan- 
nels. 

\’.  Lastly,  some  observations  on  the  Future  of  the 

Private  Practice  of  Medicine  in  relation  to  the 

feregoings 

1 . Of  prime  importance  to  every  physician  should 
be  his  determination  to  practice  ethical  medi- 
cine without  controls  by  any  third  party. 

2.  The  physician's  responsibility  is  to  his  patient. 

3.  How  the  patient  finances  his  obligations  to 
hospitals  and/or  physicians  is  his  right  and 
privilege,  and  personal  concern. 

4.  In  order  to  insure  a bright  future  for  the 
Private  Practice  of  iMedicine,  it  is  suggested 
that: 

a.  Services  continue  to  be  rendered  to  any 
patient. 

B.  Patients  be  bdled  at  your  own  usual  rates, 
and  collections  be  received  only  from  the 
patient. 

c.  Third-party  controls  can  be  prevented  by 
assuring  only  a physician-patient  contract 
arrangement. 

(Continued  on  Page  378) 
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B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bj  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Ba  (Riboflavin)  10  mg 

Vitamin  (Pyridoxine  HCl)  2 mg 

Vitamin  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100;  bottles  of  500. 


i 

i 

i 

i 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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FUTURE  OF  PRIVATE  PRACTICE 

(Continued  on  Page  376) 

1)  The  patient  is  individually  responsible  to 
the  physician  for  his  bill;  thus  the  physician 
remains  responsible  to  the  patient  (not  the 
third  jiarty)  for  his  care,  and  the  all-im- 
portant Doctor-Patient  Relationship  is  pre- 
served. 

2)  Any  third  party  (Blue  Cross,  Physicians 
Service,  Insurance  Company,  Governmental 
Agency,  etc.)  is  responsible  to  the  patient; 
all  payments  are  made  to  him  without  di- 
version to  the  physician,  and  responsibility 
for  any  defects  in  coverage,  etc.  is  then 
placed  where  it  belongs  — with  the  third 
party  rather  than  the  physician. 

d.  The  physician  provides  his  own  standard- 
ized forms  to  supply  information  desired  by 
any  third  party  as  well  as  itemized  bills.  It 
is  important  to  note  that  completion  of,  or 
signature  on  forms  from  governmental  agen- 
cies, insurance  carriers,  Blue  Cross,  Physi- 
cians Service,  etc.  implies  agreement,  con- 
sent, and  contractual  obligations. 

e.  Workmen's  Compensation  procedures,  pres- 
ently in  effect,  can  remain  unchanged. 

Committee  on  the  Future  of  the  Private 


SUMMER  HOME 

For  Sale 

12  Miles  From  State  House 

Large  authentic  log  cabin  camp  or  summer 
home  in  No.  Scituate,  R.  I.  AVi  rooms,  large, 
screened,  glassed  porcn.  Large  field  stone 
fireplace.  Hot  and  cold  water,  modern 
plumbing.  Electricity,  gas.  Also  2'/2  room 
guest  house  with  porch.  Also  outdoor  pic- 
nic shelter  with  fireplace.  Furnishings  in- 
cluded in  all  buildings.  4V2  acres  wooded 
area  bordering  pond.  Privacy,  seclusion. 
Private  entrance  off  hard  surface  road. 

PRICED  TO  SELL 

Laroy  G.  Harris  (Owner) 

HARMONY  ROAD 
NORTH  SCITUATE,  R.  I. 

Phone  for  appointment 
647-2524 


Practice  of  Medicine  of  the  Rhode 
Island  ^Medical  Society 
Albert  S.  x\nderson,  m.d..  Chairman 
(Providence) 

Albert  F.  Tetreault,  m.d. 

(Providence) 

Edward  L.  Gould,  m.d.  (Kent) 
Paulo  Botelho,  m.d.  (Bristol) 
Albert  Gaudet,  m.d.  (Pawtucket) 
Roger  Berard,  m.d.  (Woonsocket) 
Frederick  Peirce,  m.d.  (Newport) 
Louis  Morrone,  m.d.  (Washington) 

SOCIAL  WELFARE 

A meeting  of  the  Society's  Advisory  Committee 
to  the  Department  of  Social  Welfare  was  held  in 
the  Medical  Library,  Friday,  February  18,  1966. 
Present  were  Drs.  Botelho,  Dowling,  Hager,  Fitz- 
patrick, Mara,  Mathieu,  and  ^Motta.  Drs.  Johnston 
and  Berrillo  were  absent  due  to  illness.  The  meeting 
was  called  to  order  at  7:30  p.m. 

Reprints  of  Title  XIX:  ^Medical  Assistance,  from 
the  Journal  of  the  AMA  January  10,  1966,  Volume 
195,  pp.  137-141,  were  distributed  to  the  members. 
Report  of  the  AMA’s  National  Conference  on  Fede- 
ral Medical  Assistance  Programs  January  20-21, 
1966,  in  Chicago  where  HEW  officials  discussed 
the  Title  XIX  Programs  was  given  by  the  Chair- 
man. 

Comprehensive  consideration  and  detailed  discus- 
sion of  many  facets  of  the  impact  of  this  new  legis- 
lation on  medicine  and  its  practice  and  how  best 
the  Medical  Society  can  maintain  its  high  ideals 
and  functions  with  the  introduction  of  a third  party 
into  the  doctor-patient  relationship,  resulted  in  the 
resolve  that  the  time  has  come  for  the  physician 
to  actively  determine  policy  which  directly  affects 
the  physician,  and  to  direct  it  to  the  responsible 
authorities,  namely  the  government  in  this  instance, 
rather  than  sit  back  and  wait  for  the  Government 
to  set  policy  for  the  doctor.  The  Committee 
voted  to  request  written  publication  of  the  follow- 
ing memo  in  an  appropriate  Society  Publication. 
The  Chairman  stated  that  it  would  be  incorporated 
in  the  Committee’s  report  to  the  House  of  Dele- 
gates for  the  next  meeting,  and  these  reports  are 
usually  published  in  the  Rhode  Island  IMedical 
Journal. 

Should  the  medical  profession  continue  to  donate 
its  serv'ices  gratis  for  the  health  cares  of  the  com- 
munity when  the  Government,  by  law,  has  assumed 
financial  obligation  in  this  sphere? 

The  House  of  Delegates  of  the  Rhode  Island  IMe- 
dical  Society,  at  its  meeting  January  26,  1966,  an- 
swered this  proposition  positively  when  it  passed 
the  following  resolution: 
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Resolved:  That  the  Department  of  Social  Welfare 
strive  in  the  near  future  to  pay  to  the  physician 
his  usual  and  customary  charges  in  providing 
medical  services  in  the  Public  Assistance  Pro- 
grams. 

The  Advisory  Committee  of  the  Rhode  Island 
INledical  Society  on  Social  Welfare  understands  we 
are  entering  a different  era.  The  Government,  by 
assuming  financial  responsibility  for  the  medical 
needs  of  an  ever  increasing  segment  of  the  society, 
has  assumed  financial  obligation  to  those  who  rend- 
er the  services.  It  is  time,  therefore,  for  the  medical 
profession  to  decide  whether  or  not  there  is  any 
longer  a need  for  its  responsibility  to  donate  its 
services.  Xo  longer  does  it  seem  to  apply  that  fi- 
nancial status  of  an  individual  is  the  criterion. 

The  paramedical  personnel  no  longer  donate  their 
services  in  the  clinics  or  outpatient  departments. 
We  must  also  adjust  our  attitudes. 

Basic  health  care  and  related  medical  or  preven- 
tive services  for  recipients  of  public  assistance  and 
medically  indigent  persons,  as  provided  for  by  Law 
in  Rhode  Island,  has  largely  been  donated  by  the 
medical  profession  (ex.,  inpatient  hospital  care  or 
outpatient  clinics)  or  charged  for  at  a low  cost, 
well  below  the  established  and  existing  fee  sched- 
ule for  patients  (ex.  patients  seen  in  the  office,  in 
the  home,  and  in  nursing  home),  who  are  respon- 
sible themselves  for  payment  of  medical  services. 

Within  the  scope  of  the  Committee’s  prerogatives 
and  concerns  it  does  seem  that  the  principle  changes 
that  will  take  place  now  as  a result  of  the  new 
Public  Law  89-97.  are: 

1.  Fiscal  responsibility  for  in-patient  hospital 
services. 

2.  Fiscal  responsibility  for  out-patient  hospital 
services. 

3.  Fiscal  responsibility  for  laboratory  and  X-ray 
services. 

4.  Fiscal  responsibility  for  nursing  home  services 
to  persons  21  years  of  age  or  older. 

5.  Physicians  services  — home,  office,  or  hospital. 

6.  Medical  or  other  remedial  care  recognized  un- 
der the  law  of  the  State  and  furnished  bv  li- 
censed practitioners  within  the  scope  of  their 
practice. 

7.  Health  (Home)  care  services. 

8.  Out-patient  clinic  services. 

9.  Dental  services. 

10.  Physical  therapy  and  related  services. 

11.  Prescribed  drugs,  dentures  and  prosthetic  de- 
vices and  eyeglasses. 

12.  Private  duty  nursing  services. 

13.  Other  diagnostic,  screening,  preventive  or  re- 
habilitative services. 

14.  In-patient  hospital  services  and  skilled  nursing 

(Continued  on  next  page) 


“BUT 

MAESTRO 

all  those  people  out  there! 
I’m  scared!”  The  young 
soprano,  waiting  for  the 
curtain  to  rise  on  her  New 
York  debut,  trembled. 
“Now,  now,  my  dear,” 
soothed  the  great  impre- 
sario, “never  mind  all  those 
people.  I shall  be  in  the 
back  row.  Just  walk  out 
there  and  sing  to  me! 
Keep  cool!” 

Ah,  she  thought,  that  was 
it!  Cool  — like  Warwick 
Club  Pale  Dry  Ginger  Ale, 
available  in  the  full  32- 
ounce  quart  bottle!  It  sings 
in  the  glass  . . . 


The  office  at 
122  Waterman  Street 
formerly  occupied  by 
the  late 

Dr.  Raymond  F.  Hacking 
is  for  rent. 

Anyone  interested 
please  telephone 

WILLIAM  P.  BUFFUM.  M.D. 
421-3446 
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home  services  for  individuals  65  and  over  in 
an  institution  for  the  treatment  of  tuberculosis 
or  mental  diseases. 

The  Committee  after  due  deliberation  recom- 
mends for  consideration  the  followinjt  uniform  fee 
schedule  for  Public  Assistance  programs  already  in 
existence  in  the  State  of  Rhode  Island. 

The  professional  services  index  unit  value  is  used 
as  a reference  in  the  development  of  this  fee  sched- 
ule by  adopting  as  a guide  the  unit  value  of  1.0  to 
indicate  a dollar  fee  schedule  of  S5.00.  It  is  the 
unanimous  opinion  of  the  Committee  that  an  order- 
ly procedure  be  established  for  the  inclusion  of  new 
services  by  the  Department  of  Social  Welfare  in 
the  development  of  new  medical  public  assistance 
programs.  The  cost  of  living  index  should  also  be 
considered  in  the  establishment  of  professional 
service  unit  schedules. 


Pediatrics 

1.0 

2.2 

Pediatrics,  per 

e.xtra 

patient  add 

1.0 

1.0 

Neurological,  if 

re-evaluated 

2.0 

2.2 

Psychotherapy, 

one 

half  hour 

2.0 

Psychotherapy, 

one 

hour 

4.0 

General  surgerj- 

, and 

all  other  specialties 

1.0 

2.2 

CONSULTATION  SERVICES:  (E  xcept  staff  consul- 
tations required  l)y  hospital  rules  and  regulations,  and 
does  not  include  the  first  exam  of  patient  referred 
for  further  care  to  the  consultant  (see  above  sched- 
ule), but  does  include  a patient  who  is  a hospitalized 
bed  patient  for  a condition  requiring  special  skill 
or  knowledge  as  assistance  in  diagnosis  or  treatment 
to  the  physician  in  charge  of  the  case.  W ith  written 
reports,  hut  not  detailed  legal  report. 

Office  Hospit.  Home 
Units  Units  Units 

Internal  Medicine,  limited  (Chest 
cardiac,  G.  I.,  etc.)  3.0  3.0 

Internal  Medicine,  complete  and 
physical  5.0  5.0 

Internal  Medicine,  diagnostic  sur- 


INITIAL  VISIT  OR  EXAMINATION 

Office 

Home 

(New  Patient) 

Medical — regular  (limited  history  & 

Units 

Units 

examination ) 

2.0 

2 2 

Medical — complete  hist.  & phys.  exam. 
Diagnotic  survey — complete  history  & 

5.0 

phys.  e.xam.  and  report 

7.0 

Pediatric 

2.0 

2.2 

Pediatric — per  extra  patient,  add 

1.0 

1.0 

Dermatology 

2.0 

2.2 

Neurology  (including  report) 
Neurosurgery,  (e.xcluding  complete 

4.0 

neurological) 

Neurosurgery,  (including  complete 

2.0 

2.2 

neurological  and  report) 

2.0 

Ophthalmologj',  without  refraction 

2.0 

2.2 

Orthopedic  surgery 

2.0 

2.2 

Physical  medicine 

2.0 

2.2 

Psychiatry,  complete  exam. 

2.0 

5.0 

General  surgery,  and  other  surg.  spec. 
Special  psychiatric  court  e.xam.  for 

2.0 

2.2 

commitment  with  report 

Night,  8 p.m.  to  8 a.m.  and  Sundays  and 
Holidays,  on  emergency  calls,  in  re- 
sporse  to  requests  received  during 
thes;  hours,  add  $5.00. 

3.0 

2.2 

SUBSEQUENT  OR  RETURN  VISITS 

Office 

Home 

Units 

Units 

M eclical  — routine 

1.0 

2.2 

Medical  requiring  re-evaluation 

2.0 

2.2 

CRANSTON  - RESERVOIR 
AVENUE 

MODERN  MEDICAL  SUITE 
AIR  CONDITIONING 
ANCILLARY  SERVICES 
APPROXIMATELY  700  SO.  FT. 

For  information  coll  ST  1-4455  between 
9 a.m.  and  5 p.m. 


vey 

7.0 

7.0 

-\llergy 

5.0 

5.0 

.\nesthesia  (if  not  associated  with 
administration  of  anesthesia  he- 

fore  or  ofter) 

3.0 

3.0 

Dermatology 

3.0 

3.0 

Ear,  Nose  and  Throat 

3.0 

3.0 

Neurosurgerj- 

3.0 

3.0 

Obstetrics,  without  delivery 

3.0 

5.0 

Gynecology 

3.0 

3.0 

Ophthalmology 

3.0 

3.0 

Orthopedic  Surgery 

3.0 

3.0 

Pathology  (e.xclud.  frozen  section) 

3.0 

3.0 

Pediatrics 

3.0 

5.0 

Physical  Medicine 

3.0 

3.0 

Plastic  Surgery 

3.0 

3.0 

Proctology 

3.0 

3.0 

Neurology 

3.0 

3.0 

Psychiatry 

5.0 

5.0 

Radiology,  radiotherapy  opinon 

only 

3.0 

3.0 

General  surgerj- 

3.0 

3.0 

Thoracic  surgery 

3.0 

3.0 

Urology 

3.0 

3.0 

NURSING  HOME  SERVICES:  Nursing  Home 

Initial  visit  and  e.xamination  3.0 

Subsequent  or  return  visits,  regular 

visit  per  extra  patient  add  $5.00  2.0 

SPECIAL  SERVICES: 

Detention  with  patient  in  critical  condition  at  home 
or  in  hospital 

per  hour  (8  .\.M.  — 8 P.M.)  I.C. 
per  hour  (8  P.M.  — 8 .\.M.)  I.C. 

It  is  recognized  that  at  the  present  time  the  De- 
partment of  Social  Welfare  does  not  reimburse  the 
physician  for  his  services  to  the  public  assistance 
patient  in  the  hospital.  It  is  also  recognized  that  at 
the  present  time  there  is  a category  of  patients,  not 
on  public  assistance  who  qualify  for  private  medical 
services  under  the  Kerr-Mills  Law  of  1960,  which 
the  State  of  Rhode  Island  has  sought  to  implement 
since  1964.  The  Department  of  Social  Welfare  has 
certain  fiscal  arrangements  agreed  upon  mutually 
on  a one  vear  trial  basis  between  the  Rhode  Island 
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Medical  Society  and  the  Department  of  Social  \\  el- 
for  for  this  selected  group  of  patients. 

With  the  passage  of  Public  Law  89-97,  in  July, 
1965,  the  Kerr-Mills  Law  of  of  1960  has  been  su- 
perceded. The  government  has  assumed  responsi- 
bility under  Title  XIX  for  vast  new  programs. 

The  Committee  on  Social  Welfare  is  aware  of 
these  commitments,  and  wishes  to  let  it  be  known 
that  it  is  ready  to  discuss  these  new  programs  of 
public  assistance  with  special  reference  to  those 
programs  which  will  develop  under  Title  XIX  in  the 
immediate  future. 

The  Committee,  under  guidance,  is  developing  a 
program  of  medical  and  fiscal  responsibility  for  the 
public  assistance  programs  under  the  following  sec- 
tions: 

Section  I;  In-Patient; 

These  fees  pertain  to  all  admissions  except  those 
which  are  listed  by  diagnosis  in  the  next  section. 

Section  II;  In-Patient: 

The  following  fees  pertain  to  admissions  with 
diagnosis  as  listed  below.  Written  reports  may 
be  requested  to  establish  the  diagnosis  or  the 
critical  status  of  the  disease  reported. 

A.  Cardiovascular  Diseases 

B.  Pulmonary  Diseases 

C.  Allergy 

D.  Hematology 


£.  Endocrine  and  Metabolic  Diseases 

F.  Gastrointestinal  Diseases 

G.  Central  Nervous  System 
SPECIAL  MEDIC.AL  PROCEDURES: 

1.  Cardio-vascular 

2.  Pulmonary 

3.  Allergy 

4.  Endocrine 

5.  Hemic 

6.  Gastrointestinal 

7.  Miscellaneous 

SURGERY 

Fees  for  all  surgical  procedures,  including  the 
surgery  and  the  follow-up  care  either  in  the  hospital 
or  elsewhere,  have  been  studied  and  evaluated  by 
a number  of  groups  over  the  years.  The  same  can- 
not be  said  for  the  fees  for  most  medical  procedures. 
Although  the  Social  Welfare  Committee  is  con- 
cerned with  the  usual  and  customary  fee  for  all 
physicians  at  this  time,  it  is  in  order  now  to  update 
and  make  known  the  suggested  medical  fees  pre- 
vailing in  the  community,  so  that  the  government 
can  be  given  adequate  facts  to  carry  out  its  re- 
sponsibility for  providing  medical  services. 

With  the  passage  of  Title  XIX,  the  Committee 
on  Social  Welfare  stands  ready  to  negotiate  on  a 
sound  and  responsible  plane  its  willingness  to  con- 
tinue to  provide  top  quality  medical  care  to  the 
(Continued  on  Page  383) 
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BOOK  RE^IEWS 


PEDIATRIC  ELECTROCARDIOGRAPHY , Nor- 
mal and  Abnormal  Patterns,  Incorporating  the 
Vector  Approach  by  Warren  G.  Guntheroth,  ^I.D. 
W.  B.  Saunders  Company,  Philadelphia.  1965. 
S7.00 

As  stated  in  the  preface,  Guntheroth  has  written 
a monograph  ‘‘to  provide  an  accurate  but  brief  in- 
troduction to  an  approach  to  electrocardiography 
with  emphasis  on  pediatric  experience.”  This  well- 
illustrated  text  is  designed  for  quick  reading,  and 
stresses  the  basic  essentials  for  both  vector  and 
electrocardiography  and  their  inter-relationships. 
Both  medical  students  and  pediatric  house  officers 
will  find  the  monograph  helpful. 

P’nhappily,  however,  the  qR  pattern  and  T wave 
changes  in  the  precordial  unipolar  leads  have  been 
omitted  as  criteria  for  right  ventricular  hypertrophy. 
Many  pediatric  cardiologists  would  take  strong  ex- 
ception to  this.  The  term  hypertrophy  is  preferred 
to  overload  by  the  author,  the  reason  being  that 
hypertrophy  may  be  judged  at  the  autopsy  table. 
But  in  pediatric  electrocardiography  are  we  not 
using  the  EGG  more  and  more  to  indicate  hemo- 
dynamic rather  than  pathologic  change?  Lastly, 
one  might  question  the  need  for  an  elementary  book 
of  this  type  in  the  subspecialty  of  Pediatric  Car- 
ology. 

Robert  D.  Corwin,  m.d. 

PHYSIOLOGIC  FOUXDATIOXS  FOR  MARRI- 
AGE COUXSELIXG  by  Joseph  B.  Trainer.  The 
C.  \’.  Mosby  Company.  St.  Louis.  1965.  S8.00 
Dr.  Trainer  has  attempted  to  assemble  under  one 
cover  all  the  major  problems  people  may  have  to 
deal  with  in  the  course  of  marriage.  The  book 
ranges  from  the  physiology  of  sex  to  the  essential 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  .Tr.,  B.S.,  Reg.  Pharm. 

—ylpolh  eca  ri  ei 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  1. 
140  Central  Avenue  Seekonk,  Mass. 
7 Registered  Pharmacists 
Pharmacy  License  No.  226 


qualities  of  personality  which  human  beings  bring 
to  marriage.  It  deals  with  the  related  problems  of 
pregnancy,  contraception,  infertility,  abortion,  de- 
velopmental defects,  and  genetics. 

The  author  also  presents  chapters  on  male  and 
female  endocrinology  and  on  premarital  counseling. 
His  chapters  on  "What  People  Bring  to  iMarriage,” 
"Human  Reproductive  Behavior.”  and  ‘‘The  Insti- 
tution of  Marriage”  are  e.xcellent. 

In  the  parts  of  the  book  dealing  with  the  physi- 
ology of  sex.  the  author  constantly  correlates  the 
personality  qualities  and  reactions  of  the  marriage 
partners  with  the  basic  biologic  and  medical  as- 
pects of  sex.  The  important  matter  of  the  Influence 
of  religious  background  and  beliefs  on  marital  har- 
mony is  given  brief  consideration. 

The  author  has  that  charming  style  of  writing  so 
rare  in  American  medical  literature,  but  often  found 
in  British  writing.  He  has  interjected  his  personal- 
ity throughout  the  book  with  many  amusing  com- 
ments and  occasionally  hilarious  anecdotes,  and  al- 
wa\’s  in  good  taste. 

Dr.  Trainer  has  done  an  excellent  job  in  fulfill- 
ing the  promise  of  the  title  of  the  book.  I have 
odered  a copy  for  my  personal  library. 

William  J.  MacDonald,  m.d. 

CURREXT  COXCEPTS  IX  MEDICAL  PRAC- 
TICE. John  F.  ^lullins.  M.D..  Editor.  The  C.  V. 

Mosby  Company.  St.  Louis.  Missouri.  1965. 

S10.75 

This  excellent  volume  represents  one  of  many 
efforts  to  help  update  the  medical  profession  re- 
garding some  0^  the  current  thinking  in  various 
fields  of  medicine.  It  is  relatively  brief,  about  400 
pages,  and  includes  most  of  the  major  areas  — 
cardiovascular,  pulmonary,  gastrointestinal,  liver, 
endocrine,  hematologic,  and  neurologic  diseases. 
There  are  chapters  on  eye  problems,  in  relation  to 
general  disease.  pyeUnephritis.  and  rheumatoid 
arthritis  and  re'ated  di'orders.  Very  few  references 
are  nu’d^  -'n  th"  t^x".  b t h^r“  '«  bi''’’- 

ogrcjihy  on  the  subject  discussed  at  the  end  of  each 
chapter,  for  those  interested  in  more  detailed 
source  information.  This  is  in  contrast  to  the  Vear- 
book  series,  which  abstract  articles  of  interest  and 
add  editorial  comments,  as  seems  appropriate. 

In  a volume  of  this  sort,  certain  sections  and 
discussions  will  have  special  appeal  to  the  reader. 
The  reviewer  enjoyed  a discussion,  brief  and  lucid. 
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on  anticancer  drugs  and  cellular  metabolism.  The 
mode  of  action  of  the  various  agents  is  clarified. 
The  chapter  on  neurologic  diseases  contains  a clear 
comprehensive  discussion  of  seizures,  noting  that 
ten  per  cent  of  the  population  will  have  one  such 
episode  before  they  die.  Basic  physiologic  concepts 
are  presented  concerning  the  myocardium,  the 
lung,  and  diabetes,  which  are  pertinent  to  present 
and  future  understanding  in  these  areas. 

In  the  preface,  the  editor,  John  E.  Mullen,  states; 
“Thus,  what  follow's  is  designed  to  be  educational 
and  brief,  .^nd  so  may  it  be!”  Congratulations  to 
the  editor  and  his  associates,  for  so  it  was. 

Robert  \V.  Drew,  m.d. 


TAPIOCA  AGAR-GEL 
ELECTROPHORESIS  OF  HEMOGLOBIN 

(Concluded  from  Page  347) 

electrophoresis  is  presented  in  detail.  The  medium 
used  is  basically  agar-gel  to  which  Tapioca,  a 
starchy  substance,  is  added  for  better  Hemoglobin 
fractionation. 

The  normal  values  for  Hemoglobin  Az  as  deter- 
mined in  124  cases  range  from  1.0 -3.5  per  cent 
(average  2.1).  The  standard  error  of  the  mean,  rs 
determined  by  replicate  analysis  of  10  samples,  was 
±0.05,  which  is  considerably  less  than  published 
values  for  agar-gel  electrophoresis.^  In  Thalassemia 
trait  the  elevated  Hemoglobin  fraction  ranges 
from  3.6-  10.4  per  cent  with  an  "overlap”  zone  be- 
tween 3.6  and  3.8  per  cent.  Several  cases  of  bor- 
derline high  and  abnormally  low  values  of  Hemo- 
globin A2  are  discussed  together  with  their  clinical 
diagnoses. 

In  our  experience,  the  Houchin  and  Robinette 
method  for  the  preparation  of  hemoglobin  solutions 
was  found  to  be  adequate  for  long-term  storage 
of  hemoglobins,  since  denaturation  is  minimal.  This 
allows  convenient  spacing  of  determinations  and 
storage  of  normal  and  abnormal  control  material. 

This  method  results  in  permanent  slides  which 
may  be  read  visually  or  by  means  of  a densitometer. 


^Houchin,  0.  X..  and  Robinette,  R.  W. : Preparation 
of  Hacmoglol)in  Solutions  for  Electrophoretic  Study 
and  Foetal-Haenioglohin  Assay.  Lancet  1 :155,  Jan. 
17.  1959 

•'*(ierald,  P.  .S. : (jenetic  Uetermination  of  Hemoglobin 
Structure.  Medicine  43:747,  1964 
‘*Vakulis,  \'.  J.;  Heller,  P. ; Josephson,  M.,  and 
.Singer,  L. ; Rapid  Demonstration  of  .A.2  Hemoglobin 
bv  means  of  .\gar  del  Electrophoresis.  .\m.  J.  Clin. 
Path.  34:28,  1960 

^Masri,  M.  .S. : Josephson,  A.  M.,  and  Singer,  K. : 
Starch  Block  Electrophorectic  . Studies  of  Human 
Hemoglobin  .Solutions  I.  Technic  and  Results  in  the 
Xormal  .\dult.  Blood  13:533,  1958 
•’(ierald,  P.  S.,  and  Diamond,  L.  K. : Diagnosis  of 
Thalassemia  Trait  by  Starch  Block  Electrophoresis 
of  the  Hemoglobin.  Blood  13:61,  1958 
^Bannerman.  R.  M. : Thalassemia.  Survey  of  Some 
.\spects.  Grune  & Stratton,  Inc.,  New  York,  1962. 
P.  61 

^Harris,  J.  W. : The  Red  Cell.  Harvard  University 
Press,  Cambridge,  1963.  P.  287 
Acknowledgements:  The  authors  gratefully  acknowl- 
edge the  help  of  Horace  F.  Martin,  Ph.D.  (statistical 
analysis)  and  of  Trudith  MacDonnell  (technical  as- 
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SOCIAL  WELFARE  REPORT 

(Concluded  from  Page  .181 ) 

people  for  whom  the  government  has  assumed  medi- 
cal and  fiscal  responsibility. 

The  Community  .\ction  Programs  and  Neighbor- 
hod  Socio-economic  Centers  w'ere  discussed.  The 
Center  will  be  under  the  supervision  of  a Medical 
Director,  and  serve  as  a clearing  station  for  meeting 
the  needs  of  poor  people  in  the  neighborhood.  Pre- 
ventive medicine  under  the  supervision  of  local 
physicians  w’ill  be  maximized  in  that  a patient  need- 
ing care  will  be  referred  to  the  appropriate  private 
physician  where  one  is  known,  or  to  a local  private 
physician  (patient  will  be  given  a roster  of  physi- 
cians in  his  area,  using  the  official  blue  book  roster 
cf  physicians),  or  to  a local  agency  when  the  doctor 
in  charge  suggests  it.  The  physician  will  direct  the 
clinic,  and  patient  care  will  be  private  physician 
oriented. 
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PHYSICAL  CONDITION  ! See  reverse  side  of 
this  card  please  — it  could  save  my  life.  Thank  you! 


For  Your 
Patients 
With 
“Hidden” 
Medical 
Problems 


It’s  estimated  that  some  185,000  Rhode  Islanders  have 
a “hidden”  medical  problem  — diabetes,  epilepsy,  or  one 
or  more  of  a host  of  others. 

Now,  a wallet  card,  highlighting  the  AMA  Danger 
Signal,  is  available  at  no  cost.  Offered  by  Rhode  Island 
Blue  Cross  and  Physicians  Service,  this  new  card  carries 
ihe  endorsement  of  the  R.  I.  Medical  Society,  the  R.  I. 
State  Department  of  Health,  and  the  American  Medical 
Association. 

Space  is  provided  on  the  card  for  recording  medical 
problems,  and  all  other  information  suggested  by  the 
AMA  and  the  local  Medical  Society.  The  AMA’s  Emer- 
gency “Sign  of  Life”  Medical  Identification  Signal  is 
placed  so  it  will  show  through  the  window  of  a patient’s 
wallet. 

Your  patients  can  get  theirs  from  their  neighborhood 
pharmacy’s  Health  Information  Center  counter  display 
or  Physicians  Service  will  be  glad  to  send  you  a supply 
on  request.  Call  or  write  the  Public  Service  Department 
(TEmple  1-7300]. 

PHYSICIANS  SERVICE 

31  Canal  Street, 

Providence,  Rhode  Island 
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HEALTH  HAVENS 

NLRSI>G  H03IE 


CONVENIENTLY  SERVING 
GREATER  PROVIDENCE,  PAWTUCKET, 
CRANSTON,  EAST  PROVIDENCE  and 
EAST  BAY  COMMUNITIES 

ETHICAL,  PROFESSIONAL  SERVICE 

Registered  Nurses  Always 
Dietician  Supervised  Food  Services 
Nationally  Accredited 

100  WAMPANOAG  TRAIL 
EAST  PRO\^DENCE,  R.  I. 
438-4275 


Desiyners  & Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  dailj'  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
sult package  circular. 

WALLACE  LABORATORIES 
\krt,Cranbury,  N . cM.7ai< 


Miltowff 

(meprobamate) 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINIL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


FOR  ^EW  EyCLAND  PHYSICIAyS: 

BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
New  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician  asso- 
ciations, clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  redemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 

Standard  & Poor's  Corporation  is  the  investment  adviser. 
Shares  are  offered  only  through  the  prospectus  which  can 
be  obtained  by  sending  the  coupon  below. 

— — — — — — — — —mail  coupon  for  prospectus — — — — — — — — — 

Beacon  Investing  Corp. 

c o National  Shawmut  Bank  of  Boston,  Custodian 
40  Water  Street 

Boston,  Mass.  02106  Please  forward  prospectus  and  information  to 

NAME '. 

ADDRESS 

I am  a member  of  the Medical  Society. 

(Name  of  State  Medical  Society) 


3utazolidin"alka  Usually  works  within  3 to  4 days 


henylbutazone 
ried  aluminum 
ydroxide  gel 
lagnesium  trisilicate 
omatropine 
lethylbromide 


:::  in  osteoarthritis 

150  mg. 

1.25  mg. 


he  trial  period  need  not  exceed  1 week.  In 
ontrast,  the  recommended  trial  period  for 
tdomethacin  is  at  least  1 month. 

hat’s  why  it's  logical  to  start  therapy  with 
■utazolidin  alka — you'll  know  quickly  whether 
r not  it  works.  And  usually,  it  will. 

large  number  of  investigators  have  re- 
lorted  major  improvement  in  about  75%  of 
ases.  Some  patients  have  gone  into  remis- 
on.  Relief  of  stiffness  and  pain  may  be  fol- 
'wed  quickly  by  improved  function  and  res- 
lution  of  other  signs  of  inflammation.  And 
utazolidin  alka  is  well  tolerated,  especially 
lince  it  contains  antacids  and  an  antispas- 
lodic  to  minimize  gastric  upset. 

ontraindications 

dema,  danger  of  cardiac  decompensation; 
listory  or  symptoms  of  peptic  ulcer;  renal, 
epatic  or  cardiac  damage;  history  of  drug 
lergy;  history  of  blood  dyscrasia.  The  drug 
lould  not  be  given  when  the  patient  is  se- 
> le,  or  when  other  potent  drugs  are  given 
oncurrently.  Large  doses  are  contraindi- 
ited  in  patients  with  glaucoma. 

ecautions 

ibtain  a detailed  history  and  a complete 
lysical  and  laboratory  examination,  includ- 

1 


ing  a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  bu-3804  p 


Geigy 


Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 
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EDALOGY 


HONG  KONG  DISEASE 
(Cholangiohepatitis)  in  Cantonese  Chinese 
Cholangiohepatitis  or  Hong  Kong  disease  is  a 
form  of  biliary  tract  disease  found  principally  in 
Chinese  of  Cantonese  extraction.  The  dominant 
pathological  change  is  involvement  of  the  intra- 
hepatic  and  extrahepatic  radicles,  in  contrast  to 
involvement  of  the  gallbladder.  Xoncalculous,  cho- 
leccystitis,  cholangitis,  and  common  duct  dilatation 
are  found  frequently.  The  cause  is  obscure  but 
Clonorchis  infestation  has  been  suggested  as  a 
causative  factor.  This  infestation  produces  hyper- 
plasia and  desquamation  of  the  biliary  epithelium 
of  the  smaller  bile  ducts,  which  may  cause  obstruc- 
tion and  subsequent  infection. 

The  authors  review  their  experience  with  biliarj' 
tract  disease  in  the  Chinatown  community  of  New 
York  City,  which  is  principally  Cantonese  in  origin. 
Between  1957  and  1963,  416  patients  with  biliary 
tract  disease  were  treated  surgically;  378  were  occi- 
dental and  38  were  Canton  Chinese.  IMost  of  the 
Chinese  had  previous  recurrent  episodes  of  colic, 
icterus,  and  fever.  Xoncalculous  cholecystitis  was 
found  in  30  per  cent  of  the  Chinese  as  compared 
with  0.8  per  cent  of  the  the  occidentals.  40  per 
cent  of  the  Chinese  patients  had  a widely  dilated 
common  duct,  but  only  20  per  cent  of  the  occi- 
dentals. Common  duct  stones  were  found  in  60 
per  cent  of  the  orientals  and  in  only  12  per  cent 
of  the  occidentals. 

— ^lagee,  S.  and  Morel,  A.S. 

Ann.  Surg.  162:187,  1965 

MOZAMBIQUE  CANCER  SURVEY 
.\  cancer  survey  in  Lourenco  Marques,  the  capi- 
tal city  of  ^Mozambique,  a province  in  Portuguese 
East  Africa,  showed  that  the  most  frequently  oc- 
curring tumor  for  both  sexes  was  cancer  of  the 
liv'er.  A comparison  study  was  made  of  the  cancer 
rates  of  the  African  population  of  Lourenco 
Marques  with  those  of  the  Johannesburg  Bantu 
and  other  non-whites  and  with  those  of  the  L'nited 
States  whites  and  non-whites.  The  incidence  of  liver 
cancer  was  found  to  be  seven  times  higher  in  the 
Lourenco  Marques  jxipulation  than  in  the  Johan- 
nesburg Bantu  and  58  times  higher  than  in  LbS. 
whites.  Cancer  of  the  cervix  was  lowest  in  the 
Lourenco  ^larques  and  cancer  of  corpus  uteri  was 
rare. 

The  incidence  of  squamous  cell  carcinomas  of  the 


bladder  in  men  was  second  only  to  that  of  liver 
tumors.  The  rate  of  lymphomas  and  Burkitts’  tu- 
mors was  high.  Leukemia  was  less  frequent  than 
in  the  United  States.  The  rate  of  cancer  in  children 
under  ten  was  the  same  as  for  U.S.  non-whites,  but 
for  ages  10  to  14  it  was  four  times  as  high  as  the 
l".S.  non-white  rate.  This  high  rate  is  due  to  the 
great  liver  cancer  mortality. 

— Extracted  from  International  Comments, 
JAMA,  195:335,  (Jan.  24)  1966 

J}c  ^ * * 

BIZARRE  NEPHROPATHY  IN  THE  BALKANS 

A bizarre  kidney  disease  which  has  afflicted  at 
least  25,000  persons  in  the  rural  Balkans  is  called 
‘‘chronic  endemic  nephropathy.”  Very  little  is 
known  about  the  disease,  its  causes  and  its  origin. 
The  disease  seems  to  strike  only  adults  (mostly 
betw'een  30  and  50  years  old,  rarely  among  indi- 
viduals under  20),  and  women  are  slightly  more 
susceptible  than  men.  The  disease  usually  pro- 
gresses to  renal  failure. 

Although  it  was  detected  only  10  years  ago  in 
the  mountain  valleys,  20,000  cases  have  been  re- 
ported in  Yugoslavia,  with  another  5,000  in  Bul- 
garia and  Rumania.  XM  case  has  been  found  so 
far  among  townspeople. 

The  disease  may  be  provisionally  defined  as  an 
interstitial  nephropathy  with  heavy  damage  to  the 
tubular  epithelium  and  late  secondary  destruction 
of  the  glomeruli,  leading  eventually  to  extreme 
renal  contraction. 

Clinically  it  presents  itself  as  a progressive,  very 
gradually  developing  renal  failure  without  evidence 
of  the  nephrotic  syndrome  and  usually  without  hy- 
pertension. The  last  stages  of  the  disease  are  charac- 
terized by  anemia,  sometimes  extreme,  chronic 
uremia  and  a peculiar  yellow  discoloration  of  the 
skin  of  the  hands  and  feet.  Xegative  features  were 
absence  of  fluid  or  salt  retention  and,  in  uremic 
cases,  absence  of  elevated  blood  pressure. 

IMost  remarkable  were  the  geographic  areas  in- 
volved: all  lay  at  an  altitude  of  900  to  1,500  feet, 
in  mountain  valleys  and  at  outlets  to  the  plain; 
all  were  within  the  Danube  bend  or  adjacent  re- 
gions. 

People  who  move  into  the  region  do  not  show 
signs  for  up  to  20  years.  Those  who  emigrate  with 
no  signs  of  the  disease  may  still  fall  victims  to  it. 

— Extracted  from  Antibiotic  Xews,  Feb.  2,  1966 
(Continued  on  Page  394) 
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: because  “Abnormalities  of  glucose 
letabolism  are  among  the  [most 
iimmon]  encountered  in  clinical 
actice. Simple,  quick,  econom- 
lal  blood-glucose  screening 
th  Dextrostix®  Reagent  Strips  is 
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! rks,  V..  and  Dawson,  A.: 
f.  M.  J.  7:293,  1965. 
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EDALOGY 

(Continued  from  Page  392) 

CholoTomatous  Tumors  in  African  Children  in 
Uganda 

Of  a total  of  32  leukemias  of  all  types  in 
African  children  recorded  in  Uganda  from 
1948  to  1961,  there  were  at  least  eight  with 
chloromatous  tumors.  More  than  half  the  cases 
of  myelogenous  leukemias  were  chloromas. 

The  overall  incidence  of  childhood  neoplasia 
is  much  the  same  in  Uganda  as  in  America.  The 
localization  of  myeloid  cells  in  chloromas  in 
Uganda  is  interesting  in  the  light  of  the  great 
frequency  of  the  lymphoblastic  lymphoma  in 
African  children. 

. . . Davies,  J.N.P.,  and  Owor,  R.:  Brid. 

Med.  J.  2:405,  (August  14,  1965 

GOITER  COMMON  ON  JAPANESE  COAST 

The  diet  of  the  inhabitants  of  the  coast  of 
Hokkaido,  the  northern  island  of  Japan,  in- 
cludes large  quantities  of  iodine-rich  seaweed. 
Goiter  is  very  prevalent  in  this  region  and  the 
major  cause  seems  to  be  excessive  and  long- 
standing intake  of  iodine  from  the  seaweed. 

A recent  survey  of  the  goitrous  patients  re- 
vealed them  to  be  euthyroid.  A marked  de- 
crease in  goiter  size  was  noted  in  a few  patients 
when  seaweed  was  restricted. 

. . . Suzuki,  H.:  .Acta  Endocrinologica 
(October  1965) 

RULES  AND  REGULATIONS  GOVERNING 
NURSES  IN  1887 

In  addition  to  caring  for  your  fifty  patients, 
each  bedside  nurse  will  follow  these  regulations 

Daily  sweep  and  mop  the  floors  of  your 
ward,  dust  the  patient’s  furniture  and  window 
sills. 

Each  nurse  on  day  duty  will  report  every 
day  at  7 A.M.  and  leave  at  8 P.M.  except  on 
the  Sabbath,  on  which  day  you  will  be  off  from 
12  noon  to  2 P.M. 

Graduate  nurses  in  good  standing  with  the 
director  of  nurses  will  be  given  an  evening  off 
each  week  for  courting  purposes,  or  two  eve- 
nings a week  if  you  go  to  church  regularly. 

The  nurse  who  performs  her  labors,  serves 
her  patients  and  doctors  faithfully  and  without 
fault  for  a period  of  five  years,  will  be  given 
an  increase  by  the  hospital  admiinistration  of 
five  cents  a day,  providing  there  are  no  hospital 
debts  that  are  outstanding. 

. . . Extracted  from  “.American  Hospital, 
Published  in  1887 


Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEC  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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Bamadex*  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 

and  meprobamate  (300  mg.) 

By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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PHYSICIAN-PHARMACIST  CODE  OF  UNDERSTANDING 

(Approved  by  the  House  of  Delegates  of  the  Rhode  Island  Medical 

Society^  April  27,  1966) 


PREAMBLE 

The  purpose  of  this  Code  of  Understanding  is 
to  restate  and  reaffirm  the  ethical  principles  of  each 
profession  and  to  strengthen  relations  between  doc- 
tors of  medicine  and  pharmacists. 

This  Code  of  Understanding  is  not  a pronounce- 
ment of  law,  but  constitutes  suggested  rules  of  con- 
duct for  the  members  of  these  two  health  profes- 
sions subject  to  the  principles  of  ethics  governing 
the  members  of  the  respective  organizations  and 
rules  of  law  prescribed  for  their  individual  conduct. 

This  Code  constitutes  the  recognition  that  physi- 
cians and  pharmacists  have  joint  responsibilities  in 
serving  the  patient  and  of  educating  the  public  in 
the  proper  use  and  handling  of  medications. 

PRESCRIBING  MEDICATION 

Sec.  1.  A prescription  is  the  continuation  of 
the  physician's  diagnosis  and  treatment.  In  order 
properly  to  meet  the  medical  needs  of  the  patient, 
a prescription  should  be  written  by  the  physician 
and  dispensed  by  the  pharmacist  with  utmost  care 
and  in  accordance  with  Federal  and  State  Laws. 

Sec.  2.  Both  the  physician  and  the  pharmacist 
recognize  that  the  refilling  of  any  prescription  con- 
stitutes the  continuation  of  the  physician's  treat- 
ment of  his  patient  and  therefore  in  giving  refill 
authorizations  and  in  refilling  prescriptions  the 
practitioners  use  the  same  care  and  precaution  as 
with  a new  prescription. 

Sec.  3.  The  physician  has  the  responsibility  and 
prerogative  of  selecting  the  medication  he  prefers. 
When  a brand  is  not  specified,  the  pharmacist  has 
the  responsibility  of  selecting  drugs  which  in  his 
professional  judgment  are  of  good  quality. 

Sec.  4.  The  sale  or  purchase  of  samples  is  il- 
legal. 

DISPENSING  MEDICATION 

Sec.  1.  The  pharmacist  recognizes  his  obligation 
to  the  physician  and  his  patient  to  compound  and 
dispense  prescriptions  carefully  and  should  an  oc- 
casion arise  when  consultation  becomes  necessary 
between  physician  and  pharmacist  concerning  a 
prescription,  such  consultation  shall  be  made  in  pri- 
vate and  shall  protect  the  interest  of  the  patient. 

Sec.  2.  Pharmacists  should  use  extreme  discre- 
tion in  conversing  with  patrons  regarding  the  com- 
position of  their  prescriptions  and  should  refrain 
from  speculating  with  the  patient  regarding  the  con- 
dition for  which  the  medication  is  prescribed  or 
the  physician's  course  of  treatment.  If  such  ques- 
tions ari.se,  the  pharmacist  should  diplomatically 
suggest  that  the  physician  is  the  proper  person 
with  whom  such  matters  should  be  discussed. 


Sec.  3.  The  pharmacist  should  not  diagnose  or 
prescribe,  even  at  the  insistence  of  a patient,  but 
should  refer  those  seeking  medical  information  or 
attention  to  a physician  of  the  patient's  choice.  The 
sale  of  reputable  proprietary  products  and  home 
remedies  that  are  approved  by  the  Federal  Food 
and  Drug  Administration  for  over-the-counter  sale 
shall  not  be  considered  counter  prescribing  by  the 
pharmacist  when  the  patron  may  request  the  item 
for  self-medication. 

Sec.  4.  A physician  should  not  advise  a patient 
as  to  the  exact  charge  for  a prescription  any  more 
than  a pharmacist  should  advise  a patient  of  charges 
for  physician’s  services. 

FREEDOM  OF  CHOICE 

Sec.  1.  Both  professions  should  strive  to  afford 
the  patient  at  all  times  free  choice  of  medical  and 
pharmaceutical  services. 

Sec.  2.  Prescription  blanks  imprinted  with  the 
name  of  a pharmacy,  referral  of  a patient  to  a spe- 
cific pharmacist  by  a physician,  or  referral  of  a 
patron  to  a specific  physician  by  a pharmacist,  is 
construed  as  limiting  freedom  of  choice. 

PHYSICAN  DISPENSING 
Sec.  1.  Each  profession  recognizes  that  the  phy- 
sician has  the  right,  ethically  and  legally,  of  sup- 
plying his  patients  with  needed  drugs,  remedies  or 
appliances  as  long  as  there  is  no  exploitation  of  the 
patient.  However,  the  physician  should  recognize 
the  specialized  education  and  training  of  the  phar- 
macist and  should  utilize  his  service  whenever  it 
servies  the  best  interest  of  the  patient. 

INFORMATION  SERVICE  TO  PHYSICIANS 
Sec.  1.  The  pharmacist,  as  a ready  and  impar- 
tial source  of  drug  information,  should  unhesitat- 
ingly make  the  information  available  to  the  physi- 
cian so  that  the  patient  may  benefit. 

PATIENT  COMMUNICATIONS 
Sec.  1.  Knowledge  or  information  acquired  by 
the  pharmacist  regarding  the  ailments  of  the  pa- 
tient is  entrusted  to  his  confidence  as  they  are  to 
the  physician’s  and  should  never  be  divulged  with- 
out the  patient's  consent,  unless  the  practitioner  is 
compelled  to  do  so  by  law,  or  in  the  interest  of 
the  patient. 

CONSIDERATION  AND  DISPOSITION 
OF  COMPLAINTS  OR  DISPUTES 
Sec.l.  Complaints  or  disputes,  including  com- 
plaints of  the  violation  of  the  principles  of  this 
Code  are  to  be  referred  by  the  complaining  physi- 
cian or  pharmacist  to  his  local  professional  society 
whereupon  representatives  of  the  respective  local 
societies  will  attempt  to  resolve  the  dispute. 


Most  of  my  patients  with 
high  blood  pressure  are 
|as  old  as  I am.  A lot  of  them 
jare  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


Regroton* 

ohiorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 


Mvantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  uicer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Sait  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  coiitis,  gall- 
stones. or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris. anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availabifity:  Bottles  of  100  and  1000  tablets. 
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SCANNING  THE  MEDICAL  LITERATURE 


Hemobilic  Secondary  to  Intrahepatic  Aneurysm  of 
the  Hepatic  Artery.  Albert  F Tetreault,  J.  Robert 
Bowen  and  Xewton  Sampaio.  J.AAI.  192:1096, 
June  21,  1965. 

The  case  reported  is  that  of  a 76-year-old  white 
female  w^ho  complained  of  weakness,  epigastric  pain, 
intermittent  melena,  and  anemia  of  three  months 
duration.  Her  initial  gastrointestinal  evaluation 
failed  to  reveal  the  site  of  bleeding.  On  her  second 
hospital  admission,  shock  due  to  acute  blood  loss 
had  to  be  controlled  before  laparotomy;  no  patho- 
logical changes  in  the  gastrointestinal  tract  were 
found.  Two  weeks  after  surgery,  jaundice  occurred. 
This  remained  unexplained  despite  re-exploration 
with  the  knowledge  that,  two  years  previously,  she 
had  had  a cholecystectomy  and  transduodenal 
sphincterotomy.  At  autopsy  a fistula  between  an 
intrahepatic  aneurj'sm  of  the  hepatic  artery  and  a 
bile  duct  was  demonstrated.  Trauma  at  the  time  of 
cholecystectomy  was  suggested  as  a possible  cause 
of  the  intrahepatic  aneurysm. 

This  case  emphasizes  the  importance  of  consider- 
ing hemobilia  in  the  differential  diagnosis  of  inter- 
mittent epigastric  pain  and  upper  gastrointestinal 
hemorrhage  with  or  without  jaundice  when  inten- 
sive investigations  are  fruitless. 


.Acquired  Intestinal  .Atresia.  Robert  F.  Corrente 
and  Enold  H.  Dahlquist.  Am.  J.  Surg.  109:666, 
1965. 

The  authors  describe  a case  of  documented  sig- 
moid colon  infarction  apparently  secondary  to  me- 
senteric vascular  compromise  during  a period  of  ex- 
tended hypotension.  Histological  studies  of  the  in- 
farcted  colon  immediately  following  the  event  as 
the  colon  was  extruded  through  the  anus  and  sub- 
sequently when  the  area  was  replaced  by  scar  tissue 
confirm  the  nature  of  the  clinical  catastrophe. 

The  authors  speculate  that  the  mechanism  of  loss 
of  arterial  blood  supply  may  also,  in  fact,  be  the 
responsible  factor  in  the  production  of  what  is  com- 
monly designated  as  "congenitar'  atresia  of  the 
gastrointestinal  tract. 

number  of  investigative  studies  done  on  labo- 
ratory animals  to  demonstrate  the  possibility  of 
such  a causative  factor  in  the  inutero  production 
of  the  so  called  anomaly  are  cited  in  the  article. 

This  would  seem  to  be  a rare  instance  of  docu- 
mented clinical  occurrence  of  a similar  event  oc- 
curring in  a human  being  treated  surgically  with 
ultimate  survival. 


Fatal  Radiation  Syndrome  From  .An  .Accidental 

Xuclear  Excursion.  Joseph  S.  Karas  and  John  B. 

Stanbur\’.  Xew  England  J.  Med.  272:755,  .April 

15,  1965. 

This  report  deals  with  a 38  year  old  white  mar- 
ried male,  who,  on  July  24,  1964,  set  off  a criticality 
while  at  work  in  a private  uranium-^  recovery  plant 
in  Rhode  Island.  This  occurred  while  he  was  pouring 
a ‘ dirty"  mixture  containing  U 235  from  a poly- 
ethylene cylinder  12.5  cm.  in  diameter  and  120  cm. 
high  into  a larger  tank  63  cm.  in  diameter. 

The  patient  was  observed  personally  with  1-2 
hours  after  the  accident  to  his  death  49  hours  later. 
His  course  in  an  isolation  section  in  our  holding 
unit  was  shaky  for  the  first  several  hours,  then 
stabilized  for  1-20  hours.  The  last  24  hours  was  a 
battle  to  maintain  his  blood  pressure  in  normoten- 
sive  levels. 

The  many  medical  and  administrative  problems 
of  such  a patient  in  a community  hospital  and  ne- 
cessary preparations  are  discussed.  This  was  the 
first  such  accident  to  be  treated  in  a large  general 
hospital  by  a staff  which  had  no  previous  experi- 
ence with  a similar  problem. 

The  patient  survived  for  49  hours  after  receiving 
ten  to  twenty  times  a lethal  radiation  exposure, 
probably  the  heaviest  radiation  dose  of  any  victim 
of  a nuclear  accident. 

.\  general  outline  of  his  course,  management  and 
autops}'  findings  are  summarized. 


Lumbar  Disk  Surgery  in  the  Elderly  (Over  the 
.Age  of  60).  Stanley  D.  Simon,  Caroll  M.  Silver, 
and  Henr\-  M.  Litchman.  Clin.  Orthop.  -41,  July- 
.August,  1965,  p.  157. 

.A  series  of  25  patients  over  60  years  of  age  who 
have  undergone  lumbar  disk  surgery  is  presented. 

Twenty-two  had  good  to  excellent  results;  3 had 
fair  results.  There  were  no  poor  results,  nor  were 
any  unimproved  or  made  worse  by  surgery. 

The  authors  believe  that  surgery  should  be  of- 
fered to  the  elderly  patient  with  disabling  pain 
caused  by  a herniated  nucleus  pulposus  who  fails  to 
respond  to  conservative  measures,  as  these  patients 
tolerate  surgery  well,  and  the  prognosis  is  good 
despite  the  concomitant  diseases  that  many  showed 
at  this  advanced  age. 

(Continued  on  Page  440) 


eczema:  scourge  of  childhood 


R.  R.,  Age  n — Before  treatment—  After  treatment— with  ARISTOCORT 

atopic  eczema  of  long  standing  Topical  Ointment  0.1%  for  two  weeks 


‘ RISTOCORT*  Triamcinolone  AcetonideTopicals  have 
roved  exceptionally  effective  in  the  control  of  various 
hrms  of  childhood  eczema : allergic,  atopic,  nummular, 
soriatic,  and  mycotic. 

! In  most  cases  responsive  to  topical  ARISTOCORT, 
^e0.17o  concentration  is  sufficiently  potent.  The  0.5% 
loncentration  provides  enhanced  topical  activity  for 
atients  requiring  additional  potency  for  proper  relief. 

dministration  and  Dosage:  Apply  sparingly  to  the  affected 
'ea  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
jffectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
nder  an  occlusive  dressing. 

lontraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
hicken  pox  and  vaccinia. 

I'ecautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
je  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
I vorably  under  certain  conditions.  If  side  effects  are  en- 
'ountered,  the  drug  should  be  discontinued  and  appropriate 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  Vi  lb.  jar. 


PHOTOGRAPHS  COURTCSY  OFM.M.NIERMAN.M.D. 


\ristocorf  Topical  Ointment  0.1%  and  Cream  0.1%,  0.5% 

- • • I A . *1  Also  available  in  foam  form  and  with  neomycin. 

riamcinolone  Acetonide 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


y 
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to  reduce  blood  pressure 


In  the  management  of  your  hypertensive  patients, 
Naturetin  is  good  therapy  to  start  with,  good  ther- 
apy to  stay  with. 

In  mild  hypertension,  Naturetin  lowers  blood 
pressure  gradually  toward  normotensive  levels. 
In  long-term  therapy,  Naturetin  may  keep  blood 
pressure  low— for  months,  sometimes  years.  When 
used  in  combination  with  other  antihypertensive 
agents,  blood  pressure  often  falls  further— and 
lower  doses  of  both  drugs  are  usually  possible. 
Clinical  trials  have  proven  Naturetin  effective— 
without  serious  side  effects.’’-^  And,  when  used  to 
treat  patients  with  cardiac  edema  and  hyperten- 
sion, "in  no  instance  did  the  concentration  of 
serum  potassium  fall  below  3.1  mEq.  per  liter."^ 
(Normal  range  for  serum  potassium:  3. 5-5.0  mEq./ 
liter).'* 

When  readings  indicate  hypertension,  start  with 
Naturetin,  stay  with  Naturetin. 

Contraindications:  Severe  renal  impairment;  previous  hypersen- 
sitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric-coated 
potassium  salts  supplementally.  Stop  medication  if  abdominal 
pain,  distension,  nausea,  vomiting,  or  C.l.  bleeding  occur. 
Precautions:  The  dosage  of  ganglionic  blocking  agents,  veratrum, 
or  hydralazine  when  used  concomitantly  must  be  reduced  by 
at  least  50%  to  avoid  orthostatic  hypotension.  Electrolyte  dis- 
turbances are  possible  in  cirrhotic  or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in  serum 
uric  acid,  unmask  diabetes,  increase  glycemia  and  glycosuria  in 
diabetic  patients  and  may  cause  hypochloremic  alkalosis,  hypo- 
kalemia; cramps,  pruritus,  paresthesias,  and  rashes  may  occur. 
Supplied:  Naturetin  (Squibb  Bendroflumethiazide)  5 mg.  and  2.5 
mg.  tablets.  Also  available— Naturetin  c K (Squibb  Bendroflume- 
thiazide (5  or  2.5  mg.)  with  Potassium  Chloride  (500  mg.)].  For 
full  information,  see  Product  Brief. 

References:  1.  Telfeyan,  S.  A.f  Clin.  Med.  70:1668,  1963.  2.  Shep- 
ard, H.  L. : J.  Am.  Geriatrics  Soc.  77:363,  1963.  3.  Cummings,  D.  E.; 
Goodman,  R.  M.,  and  Steigmann,  F.:  j.  Am.  Geriatrics  Soc.  72:161, 
1964.  4.  Castleman,  B.,  ed.:  New  England  J.  Med.  268:1462,  1963. 


Squibb 


Squibb  Quality 

—the  Priceless  Ingredient 


when  readings 
indicate  hypertension 

Time  for 

Naturetin’ 

SQUIBB  BENDROFLUMETHIAZIDE 


W/nfhrop  Winthrop  Laboratories,  New  York,  N.Y.  10016 


hatever  term  describes  him  in  this  new  era  of 
imunology,  the  symptoms  of  congested  nose,  rhinor- 
ea  and  sneezing  haven’t  changed  in  patients  hyper- 
nsitive  to  pollens  and  molds.  But  nTz  ^ Nasal  Spray 
Neves  the  symptoms.  It  decongests  nasal  mem- 
anes  on  contact,  relieves  itching  and  reduces 
cessive  rhinorrhea  without  unpleasant  dryness, 
te  first  spray  of  welf-tolerated  nTz  shrinks  the 
rbinates,  helps  restore  normal  nasal  ventilation 
id  breathing.  After  a few  minutes,  a second 
ray  enhances  sinus  ventilation  and  drainage. 

ore  than  a simple  vasoconstrictor,  the  carefully 
Manced  formula  of  effective  components  relieves  in 
ree  ways  with: 

Meo-Synephrine®  HCI  0.5%,  a decongestant  of 
nexcelled  efficacy  to  shrink  nasal  membranes  and 
How  more  comfortable  breathing. 

[fhenfadil®  HCI  0.1%,  a topical  antihistamine  to 
?lp  relieve  itching  and  rhinorrhea. 

j!ephiran®  Cl  1:5000,  an  excellent  wetting 
ijent  and  antiseptic  preservative  to  promote 
je  rapid  spread  of  components  to  less 

pcessible  nasal  areas. 

j 

jjpplied  in  convenient  pocket-size  plastic 
|)ray  bottle  of  20  ml.  Also  available  as  a 
|)lution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
id  473  ml.  (1  pint). 


Prescribe 

^1z 


Nasal  Spray 


ontains  Neo-Synephrine  HCI) 


)nce  merely  a man 
vith  HAY  FEVER - 

low  a victim  of  his  ^ 
)wn  antibodies 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED,  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

G.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


' 1 

MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 


HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2*3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island^s  only  Producer  of  Certified  Milk 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses  | 
set  up  by  the  heavy,  forward-tilted  head  ' 
and  trunk,  balanced  precariously  on  an  j 
insufficient  base,  result  in  strain  of  the  j 
dorsal  musculature,  particularly  at  the  ' i 
low  lumbar  level.  i 

The  unusual  muscle-relaxant  and  anal-  j 

gesic  properties  of  'Soma’  make  it  espe-  !| 
cialiy  useful  in  the  treatment  of  low  back  il 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax  | 
muscles  □ to  restore  mobility.  i ; 

Indications:  ‘Soma’  is  useful  for  management  of  | ; 
muscle  spasm,  pain,  and  stiffness  in  a variety  of  | | 
inflammatory,  traumatic,  and  degenerative  muscu-  1| 
loskeletal  conditions.  It  also  may  act  to  normalize  i ' 
motor  activity  in  certain  neurologic  disturbances.  | ! 

Contraindications:  Allergic  or  idiosyncratic  reac-  I 
tions  to  carisoprodol.  i 

Precautions:  ‘Soma’,  like  other  central  nervous  ;| 

system  depressants,  should  be  used  \A/ith  caution  ; 
in  patients  w/ith  known  propensity  for  taking  ex-  ■ 
cessive  quantities  of  drugs  and  in  patients  with  j 
known  sensitivity  to  compounds  of  similar  chemi-  i 
cal  structure,  e.g.,  meprobamate.  | 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than  ; 

recommended  doses.  An  occasional  patient  may  I 

not  tolerate  carisoprodol  because  of  an  individual  i 
reaction,  such  as  a sensation  of  weakness.  Other  ■ 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 

Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 


Wallace  Laboratories,  Cranbury,  N.J. 

lA'e  26SOU 


good  reason 
to  select 

Ilosone* 

Erythromycin  Estolate 

for  bacterial 
infections 


I I - - - 1 I I 

^ ^ f=i  'T-  1 O O s a 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS;  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvulesf',  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
shoulct  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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THE  EFFECT  OF  MEDICARE  ON  PHYSICIANS* 

DONOVAN  WARD,  M.D. 


The  Author.  Donovan  Ward,  M.D.,  of  Dubuque,  Iowa. 
Immediate  Past  President,  The  .imertcan  Medical  Asso- 
ciation. 


Having  talked  with  many,  many  colleagues 
of  yours  and  mine  across  the  length  and 
breadth  of  our  land,  I feel  that  most  of  us 
eye  to  eye  on  a good  many  problems  facing  us  as 
a profession. 

I do  want  to  share  some  of  the  thoughts  that 
others  have  regarding  PL  89-97  (That  “PL”  is 
sometimes  known  as  “political  legislation!”) 

Nevertheless,  the  fateful  date  of  July  1 is  draw- 
ing closer  — 36  days  away.  And  so  the  new  law 
cannot  fail  to  be  uppermost  with  us  and  with  the 
millions  over  65. 

We  wonder  what  the  future  holds  as  we  — and 
government  and  the  public  — prepare  to  move  out 
into  this  vast  uncharted  experience  after  the  July  1 
launch  date. 

I am  not  here  to  agree  with  or  disagree  with 
anyone  on  this  program.  1 am  here  to  tell  you  what 
I have  seen,  what  I see,  and  what  I foresee. 

Before  I do,  let  me  make  one  or  two  points 
crystal  clear  to  you. 

The  position  of  your  American  Medical  Associa- 
tion on  Medicare  has  not  changed.  And  I know 
that  most  every  member  of  the  Advisory  Commit- 
tee would  say  the  same  thing  to  you. 

Your  AMA  considers  the  law  unnecessary  and 
unwarranted  and  not  in  the  public  interest.  We 
felt  this  way  before  the  law  was  passed  and  we 
have  not  altered  that  opinion  even  though  it  has 
been  passed. 

You  will  recall  that  time  and  time  again  we  said 
that  two  things  were  needed  to  make  a federal  law' 
financing  health  care  for  the  aged  a wise  law  and 
a good  law. 

One  was  that  it  had  to  be  limited  to  needy  people. 
The  other  was  that  it  had  to  be  administered  by 
the  several  states. 

Medicare  or  not  Medicare.  1 still  believe  that 
these  two  principles  are  sound.  And  on  these  two 

*.^11  address  delivered  before  the  Rhode  Island  Medi- 
cal Society  at  Providence,  R.I.,  May  25,  1966 


principles  I will  stand  up  and  be  counted  any  time. 

But  under  Public  Law  89-97  there  is  centralized 
direction  and  control,  or  at  least  they  are  ines- 
capable. 

And  PL  89-97  is  based  on  the  premise  that  the 
federal  government  has  a role,  an  obligation  or  call- 
it-what-you-will,  to  pay  for  the  health  care  of  every- 
one over  65  regardless  of  financial  need. 

Let  no  one  here  leave  this  briefing  session  with 
the  idea  that  your  AMA  did  not  warn  against  fede- 
ral regulations  which  would  result  in  outside  inter- 
ference in  the  practice  of  medicine  and  which  would 
restrict  our  ability  as  physicians  to  provide  the 
quality  care  patients  have  received  in  the  past. 

Let  no  one  here  leave  with  the  idea  that  your 
.'^MA  did  not  oppose  the  coercive  power  of  the 
state  to  take  tax  funds  from  millions  at  the  lower 
end  of  the  income  scale  and  then  to  spend  those 
tax  funds  for  many  who  were  not  in  need  of  help. 

We  warned  and  we  pleaded  with  Congress,  but, 
as  you  well  know,  our  voices  were  ignored. 

Again  ...  let  no  one  leave  this  session  with  the 
idea  that  your  A^LA  has  changed  its  mind,  its  prin- 
ciples or  its  direction. 

However,  PL  89-97  is  law  and  it  is  going  into 
effect  in  36  days.  Your  AMA  has  attempted  to  see 
that  the  best  possible  rules  and  regulations  are 
formulated.  Our  purpose  here  has  been  to  minimize 
the  law's  bad  effects  on  the  profession  ...  to  pro- 
tect the  right  of  physicians  to  make  decisions  . . . 
and  to  prevent  disruption  of  service  to  patients. 

As  a member  of  the  .AMA  .Advisory  Committee 
which  has  conferred  with  HEW,  I am  under  no 
illusions.  I recognize  that  many  regulations  will  be 
harassing  to  the  profession.  Some  may  not  be  be- 
cause of  the  diligent  work  and  advice  of  the  .Advis- 
ory Committee. 

However,  I am  convinced  that  there  will  be  ha- 
rassment of  the  profession  for  all  future  U.S.  history 
as  long  as  this  law  is  on  thebooks. 

I did  not  like  the  law  when  it  was  proposed  . . . 
I did  not  like  it  when  it  was  passed  . . . and  I am 
certain  that  I will  not  like  it  on  July  1. 

.As  a citizen  and  as  a physician  directly  affected 
by  the  law,  I can  guarantee  you  that  I shall  criti- 
(Contiiiued  on  next  page) 
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cize  the  law.  And  I still  can  hope  for  the  law’s  re- 
peal — “ even  though  that  may  be  a pipedream. 

Public  Law  89-97  has  been  described  as  the  big- 
gest social  welfare  measure  in  our  history.  I am 
sure  you  will  agree  with  that  description. 

It  will  touch  the  lives  of  virtually  all  Americans 
— 19  million  persons  over  age  65  starting  Juh’  1 
and  the  100  million  persons  who  pay  taxes. 

It  will  start  out  at  an  estimated  cost  of  4^^ 
billion  dollars  a year,  and  it  will  go  up  from  there 
at  an  unpredictable  rate. 

It  will  require  about  10,000  additional  federal 
employees  just  to  administer  the  program. 

It  will  directly  affect  every  physician  who  treats 
a person  age  65  or  over. 

It  wdll  directly  affect  hospitals,  nursing  homes, 
home  health  services,  nurses,  therapists  and  all  of 
the  health  professions. 

It  will  require  thousands  of  words  and  pages  to 
detail  the  regulations  covering  mechanisms,  pro- 
cedures and  rules  for  implementation. 

So  with  all  this  we  are  aware  that  this  law  has 
built-in  conditions  w'hich  wdll  profoundly  affect  the 
relationship  of  the  health  professions  to  the  gov- 
ernment and  to  the  public  in  years  ahead. 

Let’s  now  take  a look  at  some  of  the  areas  of 
concern. 

1.  Utilization  Review  Committees'. 

The  AiNIA  Advisory  Committee  did  achieve  some 
liberalization  of  the  provisions  for  these  committees 
in  participating  hospitals. 

However,  the  requirement  for  review  at  specified 
intervals  of  a selection  of  cases,  or  for  specific  re- 
view of  certain  cases  after  a specified  length  of 
hospitalizations,  will  inevitably  be  a burdensome 
and  difficult  role  for  physicians  serving  on  the  com- 
mittees. They  will  be  cast  as  critics  of  their  peers 
under  circumstances  that  can  hardly  be  relished. 

You  and  I know  that  a utilization  review  commit- 
tee voluntarily  established  by  a hospital  staff  can 
be  a beneficial,  unconstrained,  self-auditing  mecha- 
nism. By  the  same  committee  operation  on  behalf 
of  the  federal  government  under  the  law'  plays  a 
very  different  role  indeed. 

2.  Direct  Billing  and  .Assignment. 

The  law  clearly  allow's  the  physician  a choice  be- 
tween these  tw'o  methods  of  payment. 

If  there  is  any  savdng  grace  in  the  entire  law-  for 
physicians,  this  may  be  it. 

-As  you  may  know,  the  state  of  Ohio  already  has 
urged  that  physicians  there  use  the  direct  billing 
method  and  refuse  to  accept  any  form  of  assignment, 
rhe  Council  of  the  Ohio  State  Medical  .Association 
also  said  that  physicians  should  receive  their  usual, 
customary  and  reasonable  fee. 

However,  as  we  look  ahead.  I fear  we  must  steel 
ourselves  to  meet  the  grim  prospects  of  federal  con- 


trols ...  or  attempted  federal  controls  ...  on  the 
charges  of  physicians  under  this  lawL 

These  controls  may  not  be  so  sharply  adminis- 
tered in  the  beginning  stages  of  the  program,  but, 
as  costs  rise  beyond  initial  government  projections 
. . . and  they  probobly  will  . . . there  can  be  little 
doubt  that  administration  of  the  regulations  will 
become  more  stringent.  The  ever-present  conflict  be- 
tween the  obligation  of  the  government  adminis- 
trator to  emphasize  the  economy  of  operation,  and 
the  demands  of  providers  for  equitable  compensa- 
tion for  services  rendered,  will  cause  conflicts  here 
as  similar  laws  have  done  in  so  many  countries. 

As  it  stands  Part  B of  the  Law  includes  among 
physicians’  services  the  services  of  pathologists,  ra- 
diologists, anesthesiologists  and  psychiatrists.  This 
was  a point  of  intense  debate  during  the  pendency 
of  the  measure,  and  has  continued  to  the  present. 

Before  Congress  the  .AALA  argued,  and  argued 
successfully  that  the  services  of  the  specialties  are 
professional  medical  services  performed  by  physi- 
cians, therefore  should  be  in  Part  B and  not  in 
Part  .A  under  hospital  services.  Xow,  our  aim  must 
be  to  guard  against  tampering  wdth  this  arrange- 
ment. \Ve  must  be  prepared  in  the  future  to  fight 
even  harder  than  before  — to  redouble  our  efforts, 
to  make  our  voice  heard  so  clearly  that  no  one  will 
fail  to  understand  the  principle  on  which  we  are 
standing.  All  physicians  want  to  be  responsible  to 
their  patients  to  the  limit  of  their  competence. 
Physicians  cannot  be  restricted  by  decisions  of  non- 
medical personnel  on  what  services  should  and 
should  not  be  performed  in  medical  facilities,  and 
this  peril  is  inherent  in  Part  A of  the  Law. 

Government  employees  administering  the  hospi- 
talization program  can  meet  their  primary  respon- 
sibility toward  the  budget  in  only  one  way  — con- 
tral  of  costs  through  control  of  services.  This,  we 
know,  may  prove  to  be  incompatible  with  good 
medical  practice. 

Xotwithstanding  these  considerations,  Senator 
Douglas  of  Illinois  has  propo.sed  an  amendment 
which  would  place  under  Part  .A  the  professional 
services  of  the  four  specialties  defining  the  practice 
of  these  25,000  physicians  as  "inpatient  hospital 
services.”  If  he  fails  this  time,  the  attempt  will  be 
made  again  and  again,  and  may  be  doomed  to  final 
failure  only  when  a program  of  direct  patient  billing 
takes  hold  for  each  of  the  four  specialties. 

3.  Private  Carriers. 

Private  insurance  companies  and  prepayment 
plans  acting  in  a private,  voluntary  capacity,  have 
become  familiar  to  us  as  third-parties  in  the  under- 
writing of  health  care.  But  henceforth  relations  be- 
tween carriers  and  physicians  will  be  different  than 
ever  before  insofar  as  care  of  the  aged  is  concerned. 

The  arrangement  under  the  law  finds  private 
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insurance  companies  and  prepayment  plans  serving 
as  an  extension  of  the  arm  of  the  federal  government 
— at  no  risk  . . . intermediaries  between  the  govern- 
ment, on  one  hand,  and  the  public  and  the  providers 
of  health  care  on  the  other.  The  government  will 
make  the  rules  and  whoever  the  carriers  are.  Blue 
Shield  or  insurance  firms,  they  will  become  func- 
tionaires  and  quasi-administrative  agencies  of  the 
government,  purchasing  vast  amounts  of  health  care. 

Will  a pattern  gradually  emerge  where  the  gov- 
enment  is  the  acknowledged  third-party  to  the  detri- 
ment of  the  doctor-patient  relationship?  This  is 
clearly  a problem  of  major  importance  which  con- 
cerns us  all. 

4.  Home  Health  Care. 

The  Medicare  Law  also  establishes  an  extensive 
home  health  care  program,  and  this  is  another 
matter  that  merits  most  serious  attention.  An  elderly 
sick  person  is  allowed  up  to  200  home  health  visits 
a year  by  a nurse  or  therapist  or  home  health  aid. 
The  patient  must  be  in  the  care  of  a physician  and 
under  a plan  established  by  a physician. 

The  theory  is  fine.  Unfortunately,  the  agencies 
simply  do  not  exist  to  provide  the  care  in  countless 
communities  across  the  country  as  envisioned  in  this 
section  of  the  law.  How  are  they  going  to  be  cre- 
ated? How  is  the  skilled  personnel  going  to  be  found 
to  man  them? 

Yet  people  are  likely  to  demand  this  service  in 
vast  numbers.  The  responsibility  will  rest  with  the 
physician  because  he  must  certify  the  service  to  his 
patients.  We  must  make  certain  the  medical  pro- 
fession is  not  blamed  when  our  patients  seek  this 
care  and  find  they  cannot  have  it  because  the  agen- 
cies do  not  exist  to  provide  it. 

I strongly  urge  you  to  consider  implementing  this 
section  of  the  law  — establishing  home  health  agen- 
cies in  your  communities  — through  your  county 
societies.  We  know  eventually  there  will  be  health 
agencies  of  sorts  put  together  to  meet  the  demand 
generated  by  this  law.  How  much  more  sound  and 
logical  it  would  be  for  the  profession  to  take  the 
initiative  to  assure  the  availability  of  the  service 
while  exercising  its  supervision  to  guarantee  the 
quality  of  the  care. 

There  are  scores  upon  scores  of  other  questions, 
some  of  which  seem  almost  impossible  to  resolve  at 
this  point,  looming  large  in  the  future.  Such  prob- 
lems as  development  of  sufficient  extended  care, 
nursing  home  facilities  of  a volume  and  in  time  to 
meet  the  tremendous  demand  for  this  type  of  care 
which  must  be  met  if  ^Medicare  is  going  to  fulfill 
its  purpose. 

However,  I am  fearful  that  after  July  1 we  may 
run  into  a new  kind  of  patient . . . one  whom  w'e 
may  not  recognize  too  easily. 

This  patient  may  change  our  traditional  concept 


of  physician-  patient  relationship.  He  will  be  a new 
“breed  of  cats."’  He  wull  be  the  person  who  says  to 
his  physician: 

"I  demand  medical  care  as  my  right” 

He  wall  do  this,  of  course,  because  the  federal 
government  is  assuring  him  that  the  costs  will  be 
paid. 

While  the  percentage  of  this  kind  of  patient  may 
be  small,  I nevertheless  see  him  as  altering  the 
patient-physician  relationship  as  we  know  it.  Indeed, 
with  the  introduction  of  this  kind  of  government- 
sponsored  patient,  there  will  be  a unique  and  new 
relationship  between  patient  and  physician.  And 
we  will  have  to  be  prepared  to  meet  this  new  re- 
lationship. 

Time  does  not  permit  our  going  into  them  in 
detail.  We  are  getting  the  answers  to  some  from 
the  regulations  currently  being  published.  For  others 
we  must  wait  for  solutions  through  the  difficult 
and  often  frustrating  trial-and-error  method. 

Meanwhile,  time  is  running.  On  Friday,  July  1, 
the  nation,  its  elderly  population,  and  the  medical 
profession  must  come  to  grips  with  the  new  and 
untried  order.  And  on  January  1,  1967,  when  the 
nursing  home  provisions  go  into  effect,  the  prob- 
lems will  be  compounded. 

IMake  no  mistake  about  it.  There  will  be  disrup- 
tion of  health  care.  There  will  be  unprecedented 
burdens  on  hospitals.  There  will  be  importuning  of 
and  pressure  on  physicians  by  some  who  will  seek 
access  to  the  new  government  benefits.  It  is  un- 
avoidable under  the  circumstances.  And  we  can 
count  on  widespread  disappointment,  even  anger, 
when  many  older  Americans  discover  that  every- 
thing in  the  law  won't  be  free  of  charge. 

On  January  1,  1967,  when  the  nursing  home  pro- 
visions go  into  effect,  there  will  be  another  surge 
toward  overuse.  And  because  three  days  of  hospi- 
talization is  required,  as  a minmum,  before  one  is 
eligible  for  nursing  home  benefits,  there  will  be  an- 
other sharp  upswing  of  hospital  use. 

Again  there  will  be  disappointments  and  anger 
and  pressures  — pressure  on  the  physician  to  cer- 
tify the  patient's  need  so  that  many  elderly  now  in 
nursing  homes  at  the  expense  of  their  familes  can 
remain  there  at  the  expense  of  the  program.  Phy- 
sicians can  look  forward  to  the  unhappy  probability 
of  being  confronted  by  irate  patients  and  their  rela- 
tives whose  demands  for  services  under  the  law  he 
may  not  have  — and  properly  so,  depending  upon 
individual  cirmustances  — approved  or  facilitated. 

These  reactions  and  the  disillusionment  which 
they  will  foster  will  lead  to  the  introduction  of  bills 
seeking  broad  revisions  and  expansion  of  the  pro- 
gram. There  will  doubtless  be  a bill  to  discontinue 
the  3-day  hospital  stay  requirement  for  nursing 
(Continued  on  next  page) 
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home  benefits:  a bill  to  do  away  with  the  $50  de- 
ductible for  physician's  services  under  Part  B;  a 
bill  to  eliminate  the  20  per  cent  co-insurance  feature 
also  under  Part  B;  a bill  to  include  prescription 
drugs  under  the  benefits;  probably  bills  to  eliminate 
both  the  deductible  for  the  hospital  care  under 
Part  A and  the  limitations  on  lengths  of  stay  in  the 
hospital. 

And  because  there  are  those  — many  of  them 
representing  powerful  forces  in  and  out  of  govern- 
ment — who  will  never  be  satisfied  until  a system 
of  nationalized  health  care  for  everyone  is  estab- 
lished in  this  country,  we  shall  see  continuing  at- 
tempts to  batter  down  the  present  limitations  in 
this  law  which  make  it  solely  a measure  for  the 
care  of  the  aged.  Bills  will  be  introduced  to  include 
the  disabled  at  any  age,  the  widows  and  children, 
and  there  will  be  demands  to  drop  the  age  to  62, 
then  to  60  and  .so  on  down  the  line. 

■Already  we  have  Air.  Johnson  talking  about  “den- 
ticare”  for  pre-school  age  children.  How  long  will  it 
be  before  there  “eye-care,”  “hearing-care”  or  any 
number  of  other  off-shoots  of  Aledicare? 

I have  dwelt  today  at  some  length  on  Aledicare, 
Title  18  of  Public  Law  89-97,  and  some  of  the  long 
shadows  which  it  casts  across  our  future,  because 
this  is  the  matter  which  concerns  us  with  the  great- 
est urgency  as  the  time  nears  for  the  program  to 
become  operativ'e. 

Let  me  now  take  just  a few  moments  to  review 
other  forces  deriving  from  recent  law  which  will 
have  undoubted  influences  in  the  molding  and  shap- 
ing of  the  patterns  of  health  care  in  the  years  ahead. 

Public  Law  89-97  also  contains  Title  19,  an 
e.xpanded  Kerr-AIills  program  for  the  needy.  I sug- 
gest this  measure  may  be  destined  to  have  a far 
greater  impact  than  Aledicare  on  medical  practice 
and  on  the  nation’s  health  care  system  after  it 
becomes  fully  effective  by  1975.  It  provides  wide- 
ranging  benefits  assuring  proper  care  depending  on 
medical  need,  uniform  eligibility  relating  to  finan- 
cial need,  and  federal-state  financing  with  state  ad- 
ministration. 

These  were  all  features  that  were  strongly  recom- 
mended to  Congress  by  the  AAIA  for  any  govern- 
ment health  program,  now  fully  accepted  as  the 
means  for  caring  for  all  the  needy  and  near-needy, 
regardless  of  age.  How  well  this  legislation  works 
out  will  depend  on  the  degree  of  responsibility  as- 
sumed by  the  states,  and  by  the  health  professionals 
in  those  states,  working  with  their  government 
leaders. 

It  is  important  that  medicine  at  all  levels  takes 
every  action  [possible  to  bring  about  a sound  imple- 
mentation of  this  law  in  the  next  decade.  It  may 
well  be  the  instrument  by  which  full-fledged  Aledi- 
care approach  to  the  financing  of  health  care  for 


the  entire  nation  can  be  avoided.  Everyone  who 
needs  financial  help  to  meet  illness  costs  will  get 
it  through  Title  19,  or,  in  the  case  of  the  aged, 
through  Aledicare.  The  self-supporting  below  65  can 
protect  themselves  in  an  effective  way  through  the 
purchase  of  insurance. 

Public  Law  89-239  establishing  regional  Heart, 
Cancer  and  Stroke  programs,  is  another  new  law 
which  could  have  enormous  impact  on  the  health 
care  system.  I say  “could"’  rather  than  “will”  be- 
cause its  effect  as  it  takes  form  will  depend  in  a 
large  measure  how  our  leadership  performs  through- 
out the  profession.  Our  objective  is  to  make  sure 
that  all  care  under  this  bill  is  incident  to  research. 

The  word  “demonstrations”  is  the  key  word  in 
the  bill.  The  AAIA  Advisory  Committee,  which  con- 
cerned itself  with  this  measure  as  well  as  Aledicare, 
succeeded  in  having  the  word,  “related,”  inserted 
before  the  word,  “demonstrations,”  among  some  20 
changes  for  which  approval  was  secured  to  enact- 
ment. Thus  the  bill  states  its  purpose  to  provide 
demonstrations  related  to  research  and  training  in 
the  treatment  of  heart  disease,  cancer  and  stroke. 
If  this  is  the  case,  it  may  well  produce  worthwhile 
results. 

But  we  are  under  no  illusions.  We  know  some 
of  its  proponents  actually  loked  upon  it  as  an  ave- 
nue for  providing  medical  services  under  govern- 
ment auspices  through  a system  of  regional  devel- 
opments and  new  coercive  regional  controls.  If  this 
is  the  case,  we  can  expect  profound  but,  at  the 
present  time,  unpredictable  changes  in  the  doctor- 
patient  relationship,  and  the  relations  of  health 
care  professions  to  medical  schools,  teaching  hos- 
pitals, and  other  institutions. 

A heavy  responsibility  thus  develops  upon  all  of 
medicine  to  get  busy,  and  get  busy  quickly,  to  pro- 
vide effective  leadership  in  development  of  pro- 
grams in  the  states  and  present  medical  centers 
which  will  benefit  the  public  and  be  acceptable  to 
the  profession. 

Thus  the  struggle  which  began  20  years  ago  will 
go  on. 

So  we  face  a tremendous  task  which  will  tax  our 
utmost  resources.  The  AAIA  cannot  escape  its  large 
responsibilities  in  the  years  ahead  without  abdicat- 
ing its  traditional  leadership  in  the  vast  and  in- 
creasing complex  environment  of  medicine  and 
health. 

This  is  not  the  time  to  surrender.  We  must  fight 
harder  and  with  added  determination  and  force. 
The  AAIA’s  effectiveness  depends  upon  the  re- 
sources it  is  capable  of  assigning  to  a given  objective. 
Never  in  our  history  has  it  been  more  desirable  or 
necessary  that  all  physicians  join  in  supporting  the 
( C'oiicluded  oil  Page  417) 
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IMPROVING  THE  NATION’S  HEALTH* 

WILBUR  J.  COHEX 


The  Author.  Wilbur  {.  Cohen,  of  Washington,  D.C. 

Undersecretary  of  Health,  Education,  and  Welfare  of 

the  United  States. 

I am  happy  to  participate  in  the  dedication  of 
this  splendid  hospital  building  which  is  an  out- 
standing example  of  the  community's  dedication  to 
providing  good  health  care  for  its  citizens. 

We  see  here  the  fulfillment  of  the  faith  and 
vision  of  a group  of  people  who  care  about  improv- 
ing people’s  lives  through  better  health.  The  com- 
munity was  challenged  with  a problem  of  providing 
better  health  care  and  through  the  planning,  co- 
operation, imagination,  energies,  leadership  and 
money  of  many  people  and  organizations,  the  chal- 
lenge was  met. 

"V’cnr  anticipation  and  fulfillment  of  the  health 
needs  of  the  community  are  truly  commendable. 
We  see  what  can  be  done  through  local  initiative 
and  strong  community  support.  The  $5  million  you, 
in  the  community,  raised  and  the  $1.3  million  re- 
ceived from  the  Federal  Government  to  provide 
needed  hospital  beds  and  an  out-patient  department 
marks  another  forward  step  in  community  health 
resources  for  Providence. 

The  Federal  Government  is  proud  to  be  a part- 
ner in  this  venture.  As  President  Johnson  said  in 
his  Economic  Report  to  the  Congress  this  year: 

“Only  through  a creative  and  cooperative  part- 
nership of  all  private  interests  and  all  levels  of 
government  — a creative  Federalism  — can  our 
economic  and  social  objectives  be  attained.  This 
partnership  has  written  the  story  of  American  suc- 
cess. And  a new  vitalization  of  this  partnership 
and  a new  confidence  in  its  effectiveness  has  pro- 
duced the  extraordinary  economic  and  social  gains 
of  recent  years.” 

Today,  when  we  open  this  hospital,  we  embark  on 
another  step  toward  achieving  the  “Great  Society.” 
\\e  are  concerned  with  not  just  the  satisfaction  of 
the  basic  needs  — food,  clothing  and  shelter. 

We  are  concerned  with  alleviating  pain  and  suf- 
fering — disease,  poverty,  deprivation,  ignorance 
and  despair. 

We  are  dedicated  to  improving  the  quality  of 
each  and  every  person’s  life. 

*.An  address  presented  at  the  dedication  of  the  Great- 
er Miriam  Hospital,  Providence,  Rhode  Island,  April 

24,  1966 


We  care  too  about  important  intangible  needs: 
the  need  for  affection,  to  belong,  to  be  needed,  the 
need  for  aesthetic  pleasures  and  the  need  to  grow 
and  learn. 

The  problems  facing  us  now  are  more  complex 
than  ever  in  our  history.  Our  world  is  complicated 
by  unprecedented  fragmentation  of  interest  and  re- 
sponsibilities resulting  from  the  rapid  accumulation 
of  knowledge.  The  challenge  of  achieving  unity  and 
a sense  of  wholeness  in  this  fragmented  world  is  a 
great  one.  Yet,  we  are  deeply  committed  to  improv- 
ing the  total  well-being  of  our  society.  To  achieve 
this  well-being  we  will  have  to  depend  more  and 
more  on  each  other.  The  field  of  medicine  and  health 
dramatically  illustrates  this  need  for  cooperation 
and  unit  of  effort.  The  countless  medical  miracles 
of  our  century  have  only  come  through  the  com- 
bined efforts  of  many  people. 

We  have  eradicated  typhus,  yellow  fever,  small- 
pox, malaria,  tuberculosis  and  polio. 

In  fant  and  maternal  deaths  have  been  reduced; 
many  new  life-saving  drugs  have  been  developed. 
X*ew  and  efficient  diagnostic  techniques  and  new 
techniques  of  surgery  are  now  available. 

FUTURE  OBJECTIVES 

And  now  medical  scientists  tell  us  we  are  only 
on  the  threshold  of  far  more  exciting  achievements. 
In  the  next  two  decades  we  most  likely  will: 

• Eradicate  the  major  communicable  diseases  — 
viral,  bacterial  and  parasitic  infections; 

• Improve  our  programs  for  reducing  infant  mor- 
tality; 

• Reduce  the  burden  of  mental  retardation  and 
mental  illness; 

• Cut  the  toll  of  the  3 great  killers  — heart 
disease,  cancer  and  stroke; 

• Remove  the  shameful  heath  differentials  that 
now  apply  to  low  income  and  non-white  groups; 

• Raise  the  quality  and  availability  of  medical 
care; 

• Make  available  to  every  family  information 
and  services  that  will  allow  all  families  freedom 
to  choose  the  number  and  spacing  of  their 
children  within  the  dictates  of  their  own  con- 
science; 

• Provide  dental  care  for  our  young  children. 

• Highly  specialized  life  saving  equipment  will 

(Continued  on  next  page) 
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be  available  for  people  that  need  it.  The  arti- 
ficial heart,  the  artificial  kidney  and  the  trans- 
plantation of  vital  organs  will  conserve  the 
lives  of  many  who  today  die  prematurely. 

• The  causes  of  mental  illness  and  mental  re- 
tardation will  be  better  understood  and  changes 
will  be  made  in  the  care  and  treatment  of  these 
afflictions. 

• More  emphasis  will  be  placed  on  preventive 
health  measures  throughout  the  whole  com- 
munity. 

The  future  holds  a great  deal  in  store.  But  today 
one  of  our  biggest  challenges  is  to  assure  every 
American  the  benefits  of  the  rapid  advancements  in 
medical  science. 

The  public  knows  that  important  things  are  hap- 
pening in  the  field  of  medicine  and  it  expects  to 
reap  the  benefits  of  these  advancements.  Through 
the  National  Institutes  of  Healtii  over  $134  billion 
a year  is  being  invested  in  medical  research  and 
training. 

People  have  a much  bigger  financial  stake  in 
health  and  medical  care  today.  Health  expenditures 

— both  public  and  private  — are  increasing  at  a 
rate  of  about  $3  billion  a \'ear.  Last  year  e.xpen- 
ditures  reached  $40  billion  — or  about  6 per  cent  of 
gross  national  product.  Additional  funds  each  year 
are  going  into  research,  facilities,  and  personnel.  By 
1970  the  total  national  health  bill  will  probably 
reach  $50  billion.  The  public  has  contributed  sub- 
stantially to  the  development  of  modern  medicine 

— to  research,  to  the  training  of  personnel,  to  the 
construction  of  facilities  — and  it  wants  to  realize 
its  lull  benefits.  And  I believe  that  we  will  do  just 
that  in  the  next  decade. 

MEDICARE  IMPLEMENTATION 

Passage  of  the  Medicare  legislation  last  year  was 
one  of  the  most  significant  steps  we  have  ever 
taken  to  meet  the  Nation’s  health  needs. 

The  implementation  of  the  Medicare  program  is 
a good  e.xample  of  the  cooperation  and  partnership 
that  exist  between  the  Federal  Government,  State 
and  local  government,  civic  leaders,  doctors,  hos- 
pital administrators  and  workers,  insurance  people 
and  many  others. 

In  about  2 months  — July  1 — Medicare  de- 
velops from  an  idea  in  the  making  to  a day-to-day 
reality.  I would  like  to  tell  you  a little  about  the 
hard  work,  imagination  and  determination  of  many 
people  who  have  been  involved  in  transforming  what 
is  a good  law  on  paper  into  a good  law  in  action. 

Over  19  million  people  will  be  eligible  for  Medi- 
care on  Julyl. 

So  far  16.8  million  or  88  per  cent  of  those  eligible 
have  said  “yes"  — we  want  medical  insurance  too. 
Only  1 million  or  5 per  cent  of  this  group  have  in- 


dicated they  do  not  want  Medical  insurance.  But 
there  still  are  about  1.3  million  that  we  have  not 
heard  from.  We  urge  all  of  you  to  ask  every  person 
over  65  you  know  if  they  have  signed  up  and  if 
they  have  not,  encourage  them  to  do  so.  There  is 
not  much  time  left  and  if  they  do  not  sign  up  by 
May  31  they  will  have  to  wait  two  more  years,  and 
then  pay  higher  premiums  when  they  do  sign  up. 

\\'e  have  been  carrying  out  a tremendous  infor- 
mational program.  Not  only  did  we  have  to  contact 
the  aged,  but  we  had  to  inform  the  hospitals  and 
other  providers  of  services  about  the  program. 

We  have  been  involved  in  the  selection  of  provid- 
ers of  services  and  insurance  organizations  who  wdll 
act  as  intermediaries.  The  intermediaries  will  carry 
out  many  of  the  administrative  tasks  of  the  program. 

Under  the  first  part  of  the  program  a hospital 
or  group  of  hospitals  nominates  an  intemediary. 
To  date  1 1 organizations  have  been  selected  to  be 
intermediaries  for  the  hospitals  — Aetna,  Blue 
Cross,  Hawaii  ^ledical  Services,  Pennsylvania’s 
Inter-County  Hospitalization  Plan,  Kaiser,  New 
York  State  Department  of  Health,  Nationwide  In- 
surance Company,  Community  Health  Association 
of  Detroit,  Prudential,  Mutual  of  Ohaha,  and  Trav- 
elers. These  organizations  will  make  the  payments 
to  hospitals  for  the  care  they  provide  to  the  pro- 
gram beneficiaries.  Not  only  will  they  determine  the 
amount  of  payment  due  under  the  reimbursement 
formula,  but  they  will  provide  consultation  and  as- 
sistance needed  by  institutions  to  enable  them  to 
establish  and  maintain  the  fiscal  records  necessary 
to  determine  properly  the  cost  of  care.  Also  these 
intermediaries  will  assist  hospitals  in  a program  of 
utilization  review  and  in  the  application  of  safe- 
guards against  unnecessary  utilization  of  serx’ices. 

PHYSICIANS'  SERVICES 

L'nder  the  second  part  of  ^ledicare  covering  phy- 
sician services  no  nominations  of  intermediaries  are 
made.  Instead,  the  organizations  submit  their  pro- 
posals directly  to  us.  The  department  has  selected 
49  organizations  to  serve  as  administrative  agents 
to  pay  doctor  bills.  Among  the  49  are  33  Blue  Shield 
plans,  15  insurance  companies,  and  one  independent 
health  insurer.  About  60  per  cent  of  the  beneficiary 
load  will  be  handled  by  Blue  Shield  plans;  of  the 
remainder,  all  but  about  one  per  cent  will  be  han- 
dled by  commercial  carriers. 

Group  prepayment  plans  such  as  the  Kaiser  Foun- 
dation on  the  West  Coast  or  Group  Health  in  Wash- 
ington, D.C.,  will  serve  their  own  members  age  65 
or  over. 

The  major  function  of  these  organizations  under 
the  program  for  medical  services  will  be  to  deter- 
mine reasonable  charges  for  the  care  provided  by 
physicians  to  eligible  aged  persons  and  to  make 
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payment  of  the  portion  of  the  charge  payable  under 
the  program.  In  the  performance  of  their  functions 
these  intermediaries  have  an  important  role  in  de- 
veloping relationships  with  physicians  and  medical 
societies  which  will  be  effective  in  avoiding  inflaton 
in  medical  care  costs.  In  this  connection,  a part  of 
their  job  will  be  to  assist  medical  organizations  in 
the  development  and  application  of  safeguards 
against  unnecessary'  utilization  of  services.  The  car- 
riers will  be  paid  only  their  administrative  costs  for 
performing  defined  functions  for  the  Federal  Gov- 
ernment. 

Intermediaries  under  both  parts  of  the  program 
have  pledged  their  cooperation  in  helping  to  make 
the  law  work,  and  we  look  forward  to  working  with 
all  these  organizations  in  a cooperative  and  responsi- 
ble manner. 

For  the  purpose  of  assuring  the  quality  of  care 
provided  to  beneficiaries  under  the  program,  we 
have  had  to  develop  specific  conditions  of  partici- 
pation for  hospitals,  extended  care  facilities,  and 
home  health  agencies,  and  independent  diagnostic 
laboratories. 

We  have  held  work  group  sessions  and  consulted 
with  the  representatives  of  more  than  300  organiza- 
tions including  the  American  Medical  Association, 
the  American  Hospital  Association,  American  Nurs- 
ing Home  Association,  the  Blue  Cross  and  Blue 
Shield  Associations,  the  Group  Health  Association 
of  America,  and  many  private  insurance  groups. 
We  have  had  a fine  response  from  the  insurance 
industry,  physicians,  hospitals,  nurses,  and  nursing 
homes  in  helping  to  make  plans  for  the  law  to  work. 

Six  days  after  the  Medicare  bill  became  law  the 
Governors  of  the  54  states  and  territories  were  asked 
to  designate  the  State  agency  which  would  share 
the  administrative  duties  with  us.  It  is  the  responsi- 
bility of  the  State  agency  to  determine  whether  or 
not  a provider  of  service  qualifies  for  the  Medicare 
program  — and  if  some  that  wish  to  participate  do 
not,  to  help  them  reach  the  necessary  standards. 
Today,  every  State  has  designated  an  agency  — 
usually  the  State  Health  Department  — and  the 
Social  Security  Administration  has  signed  agree- 
ments with  all  the  agencies.  We  look  forward  to  the 
help  of  the  State  Health  Dpartments  in  this  im- 
portant work.  They  have  expressed  their  full  co- 
operation in  this  joint  effort. 

It  has  been  a big  job  getting  ready  for  July  1. 
It  is  only  through  the  efforts  of  a great  many  peo- 
ple that  we  will  be  ready  to  put  the  program  into 
action.  The  opportunities  afforded  by  the  Medicare 
program  are  many.  The  task  of  assuring  that  the 
program  fulfills  its  promises  must  also  be  shared 
by  all  of  us. 

We  hope  that  the  Medicare  programs  and  the 
other  legislation  enacted  and  recommended  by  the 


Federal  Government  to  improve  health  and  medi- 
cal care  in  the  country  will  stimulate  the  develop- 
ment and  improvement  of  local  facilities  and  serv- 
ices. 

HEALTH  SERVICES  INADEQUACIES 

Medicare  is  going  to  call  attention  to  the  inade- 
quacies of  our  existing  health  care  services,  facilities, 
and  personnel.  Today,  there  are  serious  shortages 
of  doctors,  dentists,  nurses,  medical  technicians, 
professional  aides,  hospital  beds  and  nursing  homes. 
iMany  communties  lack  adequate  treatment  facili- 
ties — well  equipped  hospitals  such  as  this  one, 
supporting  laboratory  services  and  clinics  located 
within  reach.  These  shortages  existed  long  before 
Medicare  was  enacted,  but  the  new  program  will 
add  urgency  to  the  need  for  both  public  and  pri- 
vate action  to  relieve  these  critical  shortage  areas. 

The  ^Medicare  prograrn  contains  major  incentives 
to  improve  services.  It  ensures  that  providers  of 
care  are  paid  the  reasonable  costs  of  their  services. 
It  pays  State  health  departments  to  act  as  consult- 
ants to  hospitals  and  other  providers  of  care  on 
ways  to  maintain  or  improve  services.  It  requires 
continuous  professional  review  of  the  adequacy  and 
efficiency  of  services  provided. 

Although  I have  mentioned  utilization  review,  I 
think  that  it  deserves  further  discussion  because  of 
its  importance.  Every  hospital  participating  in  the 
program  must  provide  for  a review  of  the  utilization 
of  hospital  services. 

UTILIZATION  REVIEW 

Why  does  the  law  require  such  a review  and  what 
exactly  does  it  involve? 

The  law  recognizes  that  professional  self-review 
is  the  best  assurance  of  quality  and  the  surest 
preventive  against  the  Government  performing  such 
a function  — now  or  in  the  future. 

The  utilization  review  plan  involves  a review  — 
on  a sample  or  other  basis  — of  hospital  admissions, 
length  of  stay,  including  the  special  problems  of 
chronic  long-stay  cases,  and  the  medical  necessity 
of  the  service  provided.  This  review  will  be  per- 
formed by  a committee  of  the  institution’s  own 
choice.  In  most  cases  — unless  the  hospital  is  too 
small  — the  hospital  will  have  a committee  com- 
posed of  its  own  staff  members.  This  committee 
must  include  two  or  more  physicians.  An  alterna- 
tive to  staff  committees  is  a city-based  review 
group  sponsored  by  a local  medical  society  in  co- 
operation with  the  area  hospital. 

The  cost  of  the  utilization  review  committees  are 
included  in  reasonable  costs  and  we  will  reimburse 
hospitals  to  the  extent  the  costs  of  such  activities 
are  related  to  Medicare  beneficiaries. 

The  review  is  directed  to  self-appraisal  of  physi- 
(Continued  on  next  page) 
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cians'  practices  to  promote  efficient  use  of  scarce 
facilities.  A physician's  judgment  about  the  care 
needed  and  care  given  is  far  superior  to  what  any- 
one else  could  do  — including  the  Government. 

The  law  does  not  ask  for  any  one  pattern  of 
utilization  review.  \'ariety  and  initiative  in  the 
services  a provider  makes  available  to  patients  will 
best  fulfill  the  spirit  of  the  law.  We  are  interested 
in  efficient,  effective,  imaginative  plans. 

The  promise  of  utilization  review  is  the  focus  it 
can  give  us  — through  discharge  planning  — on 
the  appropriate  type  and  level  of  care  for  each 
individual  patient  at  each  stage  of  his  illness. 

We  expect  that  medical  social  workers  and  other 
paramedical  personnel  will  also  contribute  to  this 
effort,  through  the  exploration  of  alternative  fa- 
cilities and  services  in  the  community  that  can  be 
made  available  to  the  individual  patient  when  this 
is  medically  indicated. 

While  the  principles  of  utilization  review  are 
endorsed  by  many  in  the  medical  profession,  we  are 
aware  that  review  procedures  are  still  in  an  early 
stage  of  development.  They  require  study,  experi- 
mentation and  the  opportunity  for  innovation. 
There  will  be  a need  for  flexibility  and  a wide  va- 
riety of  patterns  of  utilization  review.  We  are  look- 
ing to  the  medical  profession  for  leadership  in  ex- 
ploring and  promoting  these  patterns. 

-Another  topic  deserving  of  mention  here  is  the 
provision  for  financing  care  under  ^ledicare  during 
a period  of  rising  costs.  In  1964  average  daily  hos- 
pital costs  were  S41.58  — an  increase  of  166  per 
cent  since  1950.  The  number  of  employees  per  100 
patients  has  increased  from  178  in  1950  to  242  in 
1964  — an  increase  of  36  per  cent.  This  is  a prob- 
lem for  hospitals,  patients,  ^Medicare,  and  volun- 
tary insurance  plans. 

Hospital  costs  have  been  rising  sharply  and  are 
likely  to  continue  to  rise  for  some  time  to  come. 
The  financial  policy  which  was  adopted  in  the 
-Medicare  program  provides  the  means  necessary 
to  finance  the  costs  of  hospital  services. 

Under  Medicare  institutions  and  the  allied  health 
professions  that  provide  health  care  — both  volun- 
tary and  governmental  — will  have  the  opportunity 
to  make  vast  improvements  in  their  services. 

HOSPITALS  AS  HEALTH  CENTERS 

Hospitals  will  have  an  opportunity  to  become 
the  health  centers  of  the  community.  They  can 
build  and  expand  out-patient  diagnostic  depart- 
ments, as  you  are  doing.  Out-patient  services  can 
be  coordinated  with  social  service  programs  and 
home  services  which  enable  the  person  to  stay  in 
his  own  home  when  ever  possible.  The  hospitals 
themselves  can  establish  and  extend  medical  and 
social  service  departments  in  their  own  institutions 


and  can  assist  in  the  establishment  of  home  health 
services  as  an  alternative  to  in-patient  care,  using 
part-time  nursing  personnel.  Hospitals  can  be  en- 
couraged to  add  extended  care  facilities  to  their 
existing  plants,  as  some  are  doing  now. 

Rapid  changes  are  already  taking  place  in  the 
organization  and  delivery  of  medical  services.  How- 
ever, we  are  going  to  have  to  make  better  use  of 
trained  professional  manpower  by  delegating  the 
non-professional  aspects  of  their  jobs  to  sub- 
professional aides.  We  will  have  to  modernize  and 
revitalize  our  facilities  in  many  communities.  Bene- 
fits can  be  reaped  from  the  introduction  of  com- 
puterized techniques  and  systems  innovations 
throughout  our  medical  arrangements.  Through  the 
cooperation  and  coordination  of  agencies,  people 
should  be  able  to  get  the  services  they  need  in  or 
near  their  neighborhoods.  Group  practice  plans  in 
more  communities  will  deliver  high  quality  medical 
services.  Our  training  and  scholarship  program 
should  produce  the  physicians,  dentists,  nurses, 
teachers,  social  workers,  librarians  and  medical 
technicians  needed  to  provide  new  and  more  serv- 
ices. 

These  are  just  a few  of  the  promises  of  better 
medical  care  in  the  future.  But  they  will  not  come 
about  overnight  or  by  themselves.  The  need  for 
areawide  community  planning  of  all  its  health  and 
medical  care  facilities  and  manpower  cannot  be 
overstressed.  Communities  must  look  ahead  and 
plan  for  adequate  health  facilities,  medical  person- 
nel and  services.  They  must  design  flexible  facilities 
to  meet  changing  needs.  Cooperative  arrangements 
should  be  developed  to  assure  that  community  re- 
sources are  used  to  promote  quality  care  with  the 
most  efficiency  and  economy. 

The  kinds  of  facilities  and  services  I have  been 
talking  about  are  not  just  dreams.  We  have  al- 
ready taken  many  steps  to  improve  the  health  care 
of  the  Xation.  In  the  past  two  years  22  major  bills 
have  been  enacted  in  the  health  field  authorizing 
significant  new  activities.  These  activities  bear  a 
close  relationship  to  what  you  are  doing  here  in 
Providence.  But  we  are  not  yet  satisfied  that  all 
has  been  done.  We  do  not  rest  on  our  laurels.  The 
President  has  this  year  recommended  legislation  to: 

• Help  develop  comprehensive  health  planning 
and  services  on  the  State  and  community  level; 

• Train  needed  health  workers; 

• Take  additional  steps  to  meet  special  health 
problems,  such  as  mental  retardation  and  al- 
coholism; and 

• Improve  the  administration  of  Federal  health 
activities. 

All  of  these  legislative  proposals  are  designed  to 
support  community  and  individual  efforts  to  im- 
(Concluded  on  Page  417) 
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Abstracts  of  Papers 


I 

HORMONAL  FACTORS  MODIFYING  INSULIN  ACTIVITIES 

ROBERT  H.  WILLIAMS,  M.D. 

Professor  of  Medicine,  University  of  Washington  Medical  School, 
Seattle,  Washington 


A large  number  of  hormones  influence  the  net 
effectiveness  of  insulin  and  consequently  modify 
the  development  and  course  of  diabetes.  Several 
clinical  situations  will  be  presented  in  which  these 
factors  are  pertinent.  In  addition,  there  will  be 
discussed  some  of  the  specific  mechanisms  by  which 
insulin  activity  is  modified.  For  example,  whereas 
insulin  is  a powerful  compound  promoting  lipo- 
genesis  and  fat  storage,  there  are  many  hormones 
that  exert  potent  lipolytic  actions.  Among  these  are 
growth  hormone,  thyrotropic  hormone,  ACTH,  glu- 
costeroids,  glucagon,  epinephrine,  and  norepine- 
phrine. Of  course,  when  the  lipolytic  effects  over- 
ride the  lipid  storage  effects  of  insulin,  ketogenesis 
is  promoted.  Growth  hormone,  glucosteroids,  and 
epinephrine  have  been  demonstrated  to  oppose  the 
stimulating  effect  of  insulin  in  promoting  glucose 
uptake  by  tissue.  Whereas  insulin  promotes  gly- 


cogen storage  in  the  liver  and  the  muscle,  epine- 
phrine has  the  reverse  effect.  Glucagon  promotes 
glycogenolysis  in  the  liver,  acutely,  whereas  insulin 
stimulates  glycogen  deposit.  Insulin  markedly  stim- 
ulates protein  synthesis,  as  do  growth  hormone  and 
testosterone.  However,  glucagon,  epinephrine  and 
glucosteroids  exert  powerful  gluconeogenetic  effects. 
Epinephrine  and  norepinephrine  inhibit  insulin  se- 
cretion by  certain  mechanisms.  Glucagon,  growth 
hormone,  and  glucosteroids  increase  insulin  secre- 
tion. Whereas  there  are  many  modifying  influences 
of  other  hormones  on  insulin  action  and  a number 
of  instances  where  primary  disturbances  in  the  out- 
put of  ncninsulin  hormones  have  led  to  the  de- 
velopment of  diabetes,  in  the  usual  pattern  of  he- 
reditary diabetes,  evidence  thus  far  does  not  indi- 
cate that  the  primary  difficulty  resides  with  non- 
insulin hormones.  However,  they  sometimes  greatly 
modify  the  course  of  diabetes. 


II 

HYPOGLYCEMIA  AND  INSULIN  RELEASE:  NUTRITIONAL 
AND  PHARMACOLOGICAL  MODIFICATIONS 

STEFAX  S.  FAJAXS,  M.D. 

Professor  of  Medicine,  University  of  Michigan  Medical  Center, 

Ann  Arbor,  Michigan 


In  some,  but  not  in  all,  patients  with  insulin- 
secreting  tumors  of  the  pancreas  administration  of 
tolbutamide,  leucine,  and  glucagon  causes  excessive 
release  of  insulin  and  exacerbation  of  hypoglycemia. 
These  responses  may  be  used  as  adjuncts  in  the 
differential  diagnosis  of  insulinoma. 

Sensitivity  to  the  hypoglycemic  effect  of  leucine 
and  leucine-containing  foods  had  previously  been 
reported  in  patients  with  ‘‘idiopathic  hypoglycemia 
of  infancy  and  childhood.”  [Marked  sensitivity  to 
leucine-induced  hypoglycemia  can  also  be  produced 
experimentally  in  healthy  subjects  by  prior  admin- 
istration of  sulfonylureas,  compounds  that  are 

*First  Annual  Symposium  Day  of  the  New  England 
Diabetes  Association,  held  at  Brown  University, 
Providence,  R.I.,  March  19,  1966. 


known  to  stimulate  islet-cell  activity.  A significant, 
although  quantitatively  lesser  hypoglycemic  effect 
of  leucine  can  be  demonstrated  in  healthy  subjects 
without  prior  administration  of  sulfonylurea  drugs. 
An  increase  in  the  concentration  of  plasma  insulin, 
proportional  to  the  hypoglycemia  induced,  has  been 
demonstrated  after  the  administration  of  leucine. 
Increased  release  of  insulin  from  the  pancreatic 
beta  cells  is  the  mechanism  by  which  leucine  in- 
creases peripheral  levels  of  insulin.  Studies  in  re- 
lation to  the  mechanism  of  leucine-induced  insulin 
release  have  shown  that  leucine  itself,  rather  than 
one  of  its  catabolites,  causes  insulin  release  and 
hypoglycemia  after  its  administration. 

Since  leucine  hypoglycemia  may  or  may  not  be 
(Continued  on  next  page) 
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demonstrable  in  patients  either  with  “idiopathic 
hypoglycemia”  or  vnth  insulin  secreting  tumors  of 
the  pancreas,  this  test  is  of  no  help  in  this  most 
difficult  differential  diagnosis  during  childhood.  On 
the  other  hand,  in  adult  patients,  an  abnormal  re- 
sponse to  the  administration  of  leucine  is  strong 
evidence  for  the  diagnosis  of  insulinoma.  However, 
a similar  response  is  obtained  in  factitious  hypo- 
glycemia due  to  surreptitious  administration  of  sul- 
fonylureas. 

The  more  pronounced  sensitivity  to  leucine  hypo- 
glycemia produced  experimentally  in  healthy  sub- 
jects by  administration  of  sulfonylureas  and  ob- 
served in  some  patients  with  “idiopathic  hypogly- 
cemia” or  insulin  secreting  tumors  of  the  pancreas 
consists  of  a marked  exaggeration  of  what  is  very 
likely  a normal  physiologic  phenomenon.  Intrave- 
nous administration  of  various  other  amino  acids 
caused  large  increases  in  plasma  levels  of  insulin, 
even  in  the  absence  of  leucine  in  the  infusion  mix- 
ture. A variety  of  essential  amino  acids  are  capable 
of  causing  pancreatic  release  of  insulin,  although 


there  are  significant  gradations  in  their  abilities  to 
do  so.  The  results  obtained  with  protein  feedings 
indicate  that  post  prandial  aminoacidemia  is  a 
physiologic  stimulus  of  insulin  release.  Since  in- 
sulin increases  protein  synthesis,  the  purpose  of  this 
physiologic  relation  is  apparent. 

The  study  of  “leucine  hjjxtglycemia”  and  related 
phenomena  is  an  example  of  how  the  exploration  of 
a seemingly  uncommon  metabolic  aberration  ob- 
served in  pathologic  states,  and  its  experimental 
reproduction,  may  lead  to  the  recognition  of  what 
appears  to  be  an  important  physiologic  relationship. 

The  antihypertensive  benzothiadiazines,  diazoxide 
and  trichlormethiazide,  have  been  administered  to 
1 1 patients  with  insulin  secreting  tumors  of  the 
pancreas.  These  compounds  ameliorate  or  abolish 
hyperinsulinemia  and  hypoglycemia  and  decrease 
insulin  release  induced  by  glucose,  leucine,  or  glu- 
cagon. Thus,  decreased  insulin  secretion  is  one 
mechanism  of  benzothiadiazine-induced  hypergly- 
cemia. These  compounds  can  be  used  in  the  treat- 
ment of  certain  hypoglycemic  states. 


Ill 

INSULIN  AND  THE  METABOLISM  OF  PROTEIN:  SIGNIFICANCE 
FOR  THEORIES  OF  THE  HORMONES  MECHANISM  OF  ACTION 

IRA  G.  WOOL,  M.D.,  Ph.D. 

Professor  of  Physiology  and  Biochemistry 
University  of  Chicago,  Chicago,  Illinois 


The  most  firmly  established  of  the  actions  of  in- 
sulin is  on  the  transport  of  glucose  from  the  extra- 
cellular space,  across  the  cell  membrane,  and  into 
the  cell  interior.  Given  that  action  of  insulin  on 
glucose  entry  one  can  construct  a reasonable  and 
logical  explanation  for  the  influence  of  the  hormone 
on  the  metabolism  of  the  other  foodstuffs;  accord- 
ing to  which  e.xplanation  the  effects  of  the  hormone 
on  fat  and  protein  synthesis  (as  w'ell  as  its  nume- 
rous other  physiological  and  biochemical  effects) 
are  deemed  to  be  secondary  or  derived  phenomena; 
secondarv'  or  derived  from  the  primary  action  of 
the  hormone  in  making  glucose  available  to  the  in- 
tracellular enzymatic  apparatus,  the  glucose  in  turn 
providing  energy,  critical  substrate  or  both  for  the 
synthesis  of  fat  and  protein.  Xo  matter  how  reason- 
able, and  how  logical  the  explanation,  it  is  unfor- 
tunately, almost  certainly  not  correct.  To  cite  just 
one  e.\ception:  the  effect  of  insulin  to  increase  pro- 
tein synthesis  in  muscle  is  independent  of  the  in- 
fluence of  the  hormone  on  glucose  transport,  for 


the  hormone  will  increase  protein  synthesis  in  cir- 
cumstances where  there  is  no  extracellular  glucose, 
hence  where  an  effect  of  insulin  on  glucose  entry 
could  not  have  occurred. 

.•\n  analysis  of  the  mechanism  by  w'hich  insulin 
increases  protein  synthesis  in  muscle  has  revealed 
the  following:  (1)  The  stimulation  of  protein  syn- 
thesis in  muscle  is  independent  of  the  simultaneous 
acceleration  of  amino  acid  transport;  and  (2)  does 
not  require  the  synthesis  of  nucleic  acid.  Recently, 
the  development  of  a cell-free  ribosomal  system 
prepared  from  heart  muscle  of  rats  has  afforded 
the  means  for  a further  analysis  of  the  mechanism 
whereby  insulin  stimulates  protein  synthesis.  The 
results  of  the  study  accord  with  the  suggestion  that 
the  locus  of  the  action  of  insulin  with  respect  to 
protein  synthesis  is  on  the  ribosomes  themselves. 
The  findings  have  significance  for  several  of  the 
theories  of  insulin  action.  The  relation  of  the  ob- 
servations to  the  other  metabolic  effects  of  insulin 
has  relevance  for  a unitary  theory  of  insulin  action. 


IV 

DIABETES  AND  PREGNANCY 

WILLIAM  H.  D.\UGHADAY,  M.D. 

Professor  of  Medicine,  University  of  W ashington  Medical  School, 

Seattle,  Washington 

Antagonism  to  the  action  of  insulin  in  respect  to  pregnant  women.  However,  the  fall  in  free  fatty 
glucose  utilization  can  be  regularly  demonstrated  in  ( Concluded  on  Page  417) 
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Masters  In  Medicine 

ABRAHAM  PORTALEONE,  1542-1612 

Italian  Physician  Was  Also  An  Erudite  Scholar  and  Author 


The  Author.  Harry  A.  Savitz,  M.D.  of  BrooJ^line,  Massa- 
chusetts. Physician-in-Chief,  Emeritus,  of  the  Hebrew 
Rehabilitation  Center  for  Aged. 


For  centuries,  the  Jews  in  Italy  maintained 
a continuous  line  of  medical  practitioners. 
Some  families  were  famous  for  producing  several 
generations  of  prominent  physicians  as  well  as  He- 
brew scholars.  From  such  a family  came  the  dis- 
tinguished physician  and  erudite  scholar  of  Mantua, 
Abraham  Portaleone.  He  was  a descendant  of  a 
prominent  Jewish  family  of  northern  Italy,  which 
probably  derived  its  name  from  the  quarter  of  Porta- 
leone situated  in  the  vicinity  of  the  Ghetto  of  Rome. 
His  family  lived  in  Italy  for  more  than  two  cen- 
turies. His  grandfather  was  knighted  by  the  king  of 
Naples  in  1438  for  his  medical  service  to  the  king. 
The  autobiographical  sketch  of  this  extraordinary 
personality  reveals  many  unexpected  facets  of  his 
life.  The  following  are  his  words  as  recorded  at  the 
end  of  a famous  book,  “Shiite  ha-Giborim,’’  the 
“Shields  of  the  Brave,”  published  in  Mantua  in  the 
year  1612: 

“Remember  noble  reader  that  I was  born  at  mid- 
night, Saturday,  in  the  month  of  Nissan  in  the 
year  1542  to  my  noble  father,  the  crown  of  my 
head,  David  Portaleone,  famous  among  physicians 
until  the  day  that  he  was  called  to  heaven.  It  is 
he  who  gave  me  my  early  Hebrew  education.  It  is 
he  who  taught  me  to  read  Hebrew,  its  language 
and  grammar,  and  with  whom  I studied  the  Pen- 
tateuch, the  prophets,  and  the  sacred  writings.  When 
he  left  the  city  of  Boliva,  I studied  with  Jacob 
Fano,  of  blessed  memory,  an  Italian  rabbi  and  poet. 
But  God  punished  us  and  there  was  a fire  in  the 
city  so  I returned  and  studied  with  Judah  Provin- 
cial and  with  other  great  physicians  and  philoso- 
phers. Then  I matriculated  in  Padua  where  I stud- 
ied the  works  of  great  physicians  and  philosophers, 
the  works  of  Aristotle  and  Galen,  as  well  as  the 
works  of  other  famous  Arabic  physicians.  I studied 
there  until  I was  given  the  degree  of  Doctor  of 
Philosophy  in  Medicine.  I was  accepted  in  the  Col- 
lege of  Physicans  and  Philosophers.  .At  the  same 
time,  I never  abandoned  the  study  of  the  law  of 
God.  In  the  month  of  Nissan  in  the  year  1563,  I 
was  accepted  in  the  College  of  Physicians  and  Phi- 
losophers. In  1563,  in  the  19th  day  of  the  month 
Ellul,  my  colleagues,  the  physicians  of  Mantua,  ac- 


cepted me  as  a member  and  gave  me  license  to 
practice  like  the  rest  of  them  in  iMantua  and  its 
environs.  IMy  noble  father,  the  crown  of  my  head 
of  blessed  memory,  became  old  and  advanced  in 
years.  His  health  failed  him,  so  God  gave  me  the 
opportunity  to  fill  his  place.  I was  taught  many 
things  about  various  diseases  in  medicine  and  sur- 
gery. 

“I  was  also  taught  to  circumcise  children  and 
bring  them  into  the  covenant  of  our  father,  Abra- 
ham. By  the  6th  day  of  the  IMonth  Mar  Cheshvan 
in  the  year  1566,  I have  alread}^  circumcised  three 
hundred  and  sixty  children.  In  a diary,  I recorded 
the  name  of  the  father  and  mother  of  the  child, 
the  day  of  the  circumcision  according  to  our  calen- 
dar, the  portion  of  the  week,  the  names  of  the 
godfather  and  godmother,  and  if  it  happened  to  be 
a firstborn  son,  I also  recorded  the  topic  of  the 
sermon  delivered  on  that  day  and  the  week  in  the 
synagogue. 

“.After  the  death  of  my  father,  the  crown  of  my 
head  of  blessed  memory,  I treated  Jews  and  Gen- 
tiles, lords  and  nobles.  But  as  a result  of  that,  I 
neglected  the  study  of  the  Torah.  I composed  a 
book  in  Latin  for  physicians  and  various  responses 
in  Latin  for  doctors.  In  one  book,  I composed  and 
collected  all  the  remedies  for  various  ailments  as 
well  as  diseases  that  require  surgery.  That  book 
is  in  the  hands  of  my  son.  His  Excellence,  the  Duke 
of  Alantua.  I composed,  by  his  command,  a book 
in  Latin  in  which  I discussed  the  use  of  gold,  its 
therapeutic  value  as  some  of  the  earlier  physicians 
claimed.  This  was  published  in  the  year  1584. 

“But  as  a result  of  that,  I neglected  the  study 
of  the  Torah,  In  the  month  of  Tammuz  in  the  year 
1605,  God  punished  me,  and  I became  paralyzed. 
I couldn't  move  my  legs  or  arms.  I became  more  like 
a dead  person.  During  the  last  part  of  the  year  1606, 
during  my  sickness,  I prayed  to  God  and  repented 
for  my  sins,  and  I decided  to  work  for. the  sins  I 
have  committed.  I composed  for  my  children  a 
compendium  of  the  Bible,  the  Alishnah,*  and  the 
Alidrash**  with  all  its  legends,  as  well  as  a descrip- 
tion of  the  services  for  the  rest  of  the  year.  I have 
not  done  this  for  my  personal  glory,  but  to  atone 
for  my  sins  of  neglecting  the  study  of  the  (Hebraic) 

*Code  of  Oral  Laws.  Part  of  the  Talmud. 

**.Sernionic  E.xposition  and  popular  interpretation  of 

the  Bible.  Part  of  the  Talmud. 

(Continued  on  next  page) 
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law.  and  with  my  own  hand  I succeeded  in  com- 
pleting the  book.  Shiite  ha-Giborim.'  consisting  of 
ninety-two  chapters." 

This  testimony  reveals  a great  many  extraordi- 
nary facts  about  the  period  in  which  he  lived.  He 
requested  that  his  body  be  left  for  an  interval  of 
three  days,  exactly  seventy-two  hours,  before  burial. 
This  is  contrary  to  the  Jewish  tradition  of  early 
burial.  We  learn  that  his  son.  David,  obtained  his 
degree  of  philosophy  on  the  nineteenth  of  March 
in  1656.  and  also  obtained  a license  from  the  Pope, 
Clemens  the  Eighth.  To  his  son.  David,  he  left  his 
entire  library  of  books  written  in  Hebrew,  Latin, 
and  other  languages.  It  is  of  interest  that  he  lived 
seven  years  after  this  his  last  testament.  In  this  book 
he  enumerates  ten  foreign  languages  that  he  mas- 
tered: namely  Italian,  Aramaic.  German.  Bohemian. 
Greek,  Latin.  Spanish,  Arabic.  Persian  and  French. 
In  his  first  chapter  he  speaks  of  his  intense  love 
and  admiration  of  the  Holy  Land,  and  enumerates 
several  reasons  why  that  land  is  sacred.  He  de- 
scribes in  detail  the  structure  of  the  temple  and  the 
garments  of  the  high  priests.  Of  particular  interest 
is  the  charge  of  the  high  priests  to  the  soldiers  be- 
fore they  go  to  war.  He  describes  the  breast  plate 
and  vestments  of  the  high  priests.  On  the  breast 
plate  were  four  rows  of  precious  stones.  In  the  first 
row  were  sard,  topaz,  and  emeralds:  in  the  second 
carbuncle,  sapphires,  and  diamonds;  and  in  the 
third  opals,  turquoise,  and  amethysts.  In  the  fourth 
row  were  chrysolite,  onyx  and  Jasper.  He  describes 
each  precious  stone  and  their  colors.  He  gives  the 
Greek  and  Latin  equivalent  for  the  name  of  each, 
as  well  as  the  etymology  of  the  Hebrew  designation. 

Professor  David  Kaufman.  1852-1899,  possessed 
a large  library  which  contained  many  valuable  man- 
uscripts. Among  them  was  a manuscript  which  con- 
tained the  will  of  Doctor  Portaleone.  The  following 
is  his  description  of  the  will,  with  a biographical 
sketch: 

“The  circumstances  that  may  have  inclined  Por- 
taleone, Physician-in-Ordinary  to  Guglielmo  and 
Vincenzo,  Dukes  of  Mantua  and  ^lontserrat,  to 
draw  up  his  will  are  not  unknown.  Jewish  literature 
owes  one  of  its  most  notable  productions,  the  Ar- 
chaeological Work,  'Shiite  Ha  giborim.'  to  the  epi- 
demic which  suddenly  broke  out  in  July,  1605. 
Paralyzed  in  his  left  side,  probably  the  after  effect 
of  an  apoplectic  seizure,  and  deprived  for  nearly  a 
year  of  the  use  of  his  limbs.  Portaleone.  who  conic 
bined  the  intensest  piety  with  the  widest  culture, 
e.xamined  himself  while  lying  helpless  on  a sick  bed. 
in  order  to  discover  the  special  sin  which  he  was 
then  e.xpiating  by  his  sufferings,  and  found  it.  he 
thought,  in  his  exclusive  devotion  to  philosophy  and 
medicine,  and  consequent  neglect  of  Jewish  studies. 
The  monumental  work  to  which  he  dedicated  his 
energies  on  his  recovery  shows  how  nobly  he  ful- 


filled the  vow  he  had  taken  in  his  illness.  In  a 
similar  way,  the  will  before  us  is  a revelation  of  his 
innermost  soul  at  a time  when  he  believed  his  end 
was  approaching.  He  has  already  escape  greater 
danger,  and  so  he  cherished  now  also  the  hope  of 
complete  recovery.  Once,  on  a Sabbath,  the  25th 
of  February,  1576,  a desperado  called  Agostino,  son 
of  Raffaelo.  teacherously  attacked  him.  He  was 
struck  on  the  head,  but  otherwise  received  no  injury. 
Several  lunges  with  a sword  were  made  at  him  by 
his  assailant.  But  only  his  clothes  were  slit  in  six- 
teen places.  He  personally  escaped  unwounded,  and 
did  not  even  lose  a single  drop  of  blood.  Enjoying 
the  esteem  of  his  co-religionists  and  honoured  by 
his  prince,  who  in  a decree  dated  15th  of  ^lay,  1577, 
had  conferred  upon  him  the  appointment  of  physi- 
cian-in-ordinary, he  had  attained  his  sixty-third 
year,  when  a new  danger  reminded  him  of  the  fail- 
it\'  of  tlie  human  life,  and  decided  him  to  draw  up 
and  publish  his  last  will." 

The  will  is  of  great  importance,  according  to 
Kaufman,  as  it  not  only  affords  an  insight  into  the 
author's  mental  idiosyncrasies  but  is  also  of  extreme 
interest  in  the  history  of  religion.  It  reveals  the 
struggle  and  controversies  on  the  subject  of  history 
and  premature  burials.  He  requests  in  his  will  not 
to  allow  his  remains  to  be  committed  to  the  dust 
till  three  days  had  elapsed  after  his  decease.  Then 
he  gives  details  about  the  grave,  which  is  to  be 
paved  with  stones  and  cemented  with  lime  and  g\'p- 
sum  and  enclosed  b\'  four  walls.  He  impresses  on 
his  sons  the  duty  of  not  giving  away  to  overwhelm- 
ing grief  and  adheres  them  scrupulously  to  carry 
out  his  directions  and  ten  ductas  are  to  be  given 
after  his  death  to  the  poor  fund  in  fulfillment  of 
an  old  vow.  and  alms  are  to  be  distributed,  worthy 
of  his  and  his  children's  station.  The  widow  is  to 
remain  mistress  of  the  home. 

“To  his  son  David."  continued  Kaufman,  "who 
obtained  his  doctorate  in  philosophy  and  medicine 
at  Padua,  on  the  19th  of  March,  1596,  receiving  his 
license  to  practise  — which  as  a Jew,  he  had  to 
seek  specially  from  Pope  Clemens  \TI  — on  the 
13th  of  November,  1598,  and  was  accepted  on  the 
15th  day  of  December,  1599,  by  the  College  of 
Physicians  at  Mantua,  .\braham  leaves  his  entire 
medical  and  philosophical  library,  both  the  Hebrew 
and  Latin  works  in  these  departments,  as  well  as 
books  written  in  other  languages.  To  this  portion  of 
the  estate  the  other  brothers  shall  have  no  claim. 
The  remainder  of  the  Hebrew  library,  however,  is 
to  be  equally  divided  among  the  three  brothers.  . . . 

"The  witnesses  who  appended  their  signatures 


^Having  to  do  with  the  early  Hebrew  tradition  as  to 
the  correct  form  of  the  text  of  the  Bible. 

**.\  compendium  of  Xorzi’s  Masoretic  studies. 
•'•'^Gaon  was  a title  meaning  Excellency.  It  was  ap- 
plied to  Hebrew  scholars. 
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to  this  document  were  men  of  note;  one,  Jedidiah 
Salomon  ben  Moses  Xorzi,  eminent  in  iNIasoretic* 
study  and  research,  the  famous  author  of  'Minchat 
Shai,’**  was  Abraham's  friend.  Portaleone  grate- 
fully mentions  in  his  work  that  he  is  indebted  to 
him  for  a list  of  the  Psalms  recited  on  the  various 
Sabbaths  and  Festivals,  which  his  grandfather,  the 
Gaon  Xorzi,***  has  compiled. 

“Elieser  Provinciale,  the  second  witness,  was  the 
son  of  the  distinguished  Talmudist,  Philosopher  and 
Physician  whom  Portaleone,  at  the  end  of  his  book, 
names  as  his  teacher.  Both  XMrzi  and  Provinciale 
belonged  to  the  iMantua  Rabbinate,  on  the  10th  of 
July,  1605,  the  date  when  this  will  was  drawn  up. 

“Abraham  Portaleone  recovered  from  his  illness, 
and  lived  seven  years  longer.” 
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DIABETES  AND  PREGNANCY 

(Concluded  from  Page  414) 

acids  in  response  to  an  oral  glucose  load  is  little 
impaired.  ^Moreover,  the  secretion  of  insulin  in  re- 
sponse to  intravenously  administered  tolbutamide  is 
exaggerated.  These  findings  plus  the  clinical  data 
suggest  that  there  is  a hormonal  antagonism  to 
insulin  action  and  not  a failure  of  insulin  secretion 
or  increased  insulin  destruction  during  pregnancy. 

Although  increased  corticosteroid  or  sex  steroid 
have  been  suggested  as  antagonists  to  insulin  during 
pregnancy,  there  is  evidence  linking  the  secretion 
of  a placental  peptide  — human  placental  lactogen 
— with  the  metabolic  changes.  This  peptide  can 
be  measured  in  the  plasma  by  a specific  radioim- 
munoassay. There  is  some  experience  with  the  ad- 
ministration of  this  peptide  to  man. 

The  temporary  antagonism  to  insulin  action  may 
have  significance  in  the  eventual  development  of 
diabete  mellitus. 


IMPROVING  THE  NATION’S 
HEALTH 

(Concluded  from  Page  412) 

prove  health  care.  The  Federal  Government  will 
help  support  your  efforts.  It  does  not  plan  the 
buildings;  it  does  not  train  the  physicians  and 
nurses;  it  does  not  organize  the  community  health 
programs.  The  Federal  Government  did  not  build 
this  new  Greater  Miriam  Hospital.  You  did  the  job 
— and  very  well.  It  is  living  proof  of  the  kind  of 
creative  partnership  that  has  always  existed  in  this 
country  and  offers  proof  of  what  we  can  accom- 
plish in  the  future. 


EFFECT  OF  MEDICARE  ON 
PHYSICIANS 

( Concluded  from  Page  408) 

AMA’s  mission  of  service  to  the  profession  and  to 
the  public. 

Thus,  we  cannot  now  throw  in  the  sponge  and 
quit  the  struggle!  We  need  your  concern  and  your 
influence  more  than  ever  before.  We  need  your 
vigilance.  \\  e need  your  strength.  We  need  you  for 
the  unity  of  the  health  profession  that  these  critical 
times  demand.  We  need  your  keen  desire  for  free- 
dom in  medicine.  Without  it,  together  we  shall  fail 
in  our  stewardship  to  humanity. 

The  solution  to  the  problem  is  clear  to  me  — 
we  must  get  rid  of  the  “rubber-stamps”  in  Congress 
and  change  the  complexion  of  the  Congress. 

The  year  1966  is  the  year  of  decision. 


PERIPATETICS 

Three  more  Rhode  Island  physicians  were  elected 
to  membership  in  the  American  College  of  Physicians 
at  its  Annual  Meeting;  X.athan  Sonkin  of  Paw- 
tucket was  elected  to  Associateship;  Joseph  J. 
Baker  and  IMichael  DiIMaio,  both  of  Providence, 
were  elected  to  Fellowship.  M.arshall  X’.  Fulton, 
Regent  of  the  College,  presided  at  the  opening  clin- 
ical session.  Irving  A.  Beck  is  Governor  for  the 
State  of  Rhode  Island. 

The  Butler  Hospital  Staff  Association  has  elected 
Antonio  Capone  as  President;  Louis  V.  Sorren- 
TiNO,  Vice  President,  and  ^Manuel  Horvitz,  Secre- 
tary-treasurer. Elected  to  the  Executive  Commit- 
tee were  Constantine  Georas  and  !Max  Faintych. 

Recent  new  staff  appointments  at  Butler  Hospi- 
tal have  been  given  to  John  Karamanos,  Clinton 
B.  Potter,  Henry  F.  Izeman,  and  Max  Bloom. 

At  the  Kent  County  Hospital  Russell  P.  Hager 
was  recently  honored  when  he  retired  after  fifteen 
years  as  Chief  of  Medicine.  Francis  D.  Lamb  has 
been  appointed  the  new  Chief. 

Included  on  President  Johnson’s  21 -member 
“President’s  Committee  on  Mental  Retardation”  is 
Robert  Kugel  of  the  Depaartment  of  ^Medical 
Sciences  of  Brown  University.  Doctor  Kugel’s  ap- 
pointment is  for  a three  year  term. 

Inducted  as  Fellows  of  the  American  College  of 
Physicians  at  its  annual  meeting  recently  w'ere  Max 
Bloom  of  Cranston,  Alton  M.  Paull  of  Pawtuck- 
et, and  Joseph  J.  Baker,  William  J.  H.  Fischer, 
and  Milton  W.  Hamolsky,  all  of  Providence. 


ONE  SENTENCE  ESSAY 
Good  judgment  is  the  result  of  lessons 
learned  from  using  bad  judgment  previously. 
(As  every  physician  knows.) 

...From  S.AL.AD.A  (Tea)  Tag  Lines. 
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D E R M A Q U I Z 

Conducted  by  Francesco  Ronchese,  m.d. 


1.  Patches  of  parchment-like  skin,  shiny,  smooth,  sur- 
rounded by  a violaceous  halo.  Duration:  years; 
slowly  enlarging. 

Answers  on  Page  436 


2.  Dry  skin,  separating  in  scales  dried  - up  - water  - 
reservoir  - like  in  elderly  persons.  Duration  years. 


DISTRIBUTION  OF  THE  HEALTH  CARE  DOLLAR 
FOR  YEARS  1964,  1954,  AND  1944 


1944  1954  1964 


Health  Insurance 


Health  Insurance 


Health  Insurance 


SURVEY  OF  CURRENT  BUSINESS  Novembei  1965.  Vol  45  No  11 
SOURCE:  U S Department  of  Commerce.  Office  of  Business  Economics. 

pp.  20-23.  'Calculations  by  Department  of  Economics.  AMA) 


— AMA  News  Graphichart 


Editorials 


EXERCISE  THAT  DAMAGED  HEART 


The  serious  nature  of  organic  heart  disease  is  a 
matter  of  common  knowledge.  Everyone  knows  that 
the  work  load  on  a failing  heart  must  be  reduced 
as  far  as  such  reduction  can  reasonably  be  accom- 
plished in  order  to  favor  recovery.  However,  it  is 
not  generally  realized  by  the  laity  and  indeed  by 
many  physicians  that  when  recovery  from  many 
types  of  serious  heart  damage  has  taken  place,  max- 
imum improvement  will  not  be  achieved  unless 
physical  activity  is  gradually  increased.  The  degree 
of  activity  will  of  course  vary  with  the  response  of 
the  patient  and  with  the  nature  of  the  cardiac  dam- 
age that  has  occurred.  If,  for  example,  the  patient 
has  suffered  repeated  attacks  of  congestive  failure, 
an  exercise  regimen  should  be  undertaken  with  the 
greatest  caution,  as  repeated  failure  will  lead  to  a 
definite  deterioration  in  cardiac  function. 

In  the  case  of  the  coronery  arteries,  however,  the 
situation  is  quite  different.  Here  we  are  dealing 
with  a heart  which  is  suffering  from  a diminution 
or  a sudden  cessation  of  blood  supply  to  one  or 
more  areas  of  its  musculature.  Minor  obstruction 
to  coronary  blood  flow  which  produces  anginal 
symptoms  on  vigorous  exertion  only  is  a condition 
which  is  reasonably  well  understood,  although  we 
have  more  to  learn  about  the  exact  mechanism 
which  causes  the  pain  and  the  relief  by  nitroglyce- 
rine. What  is  not  so  generally  realized  about  this 
condition  is  that  by  exercising  consistently  within 
the  limits  established  by  the  pain,  one  can  improve 
his  exercise  tolerance  very  significantly.  This  also 
applies  to  severe  types  of  angina  in  which,  how- 
ever, more  care  in  the  planning  of  a regimen  of 
exercise  is  advisable.  There  have  been  a number  of 
studies  which  support  this  conclusion.  A recent  pub- 
lication by  Kaufman  and  Anslow'  is  of  interest  in 
this  connection.  They  studied  seventeen  patients, 
all  of  whom  had  angina  of  such  a degree  that  they 
required  15  to  25  nitroglycerin  tablets  a day  and 
none  of  whom  could  walk  a half  block  without 
bringing  on  the  pain.  Ten  of  the  seventeen  had  pre- 
viously suffered  a myocardial  infarction.  On  graded 
treadmill  exercises  all  improved  in  the  three  weeks 
during  which  they  were  treated,  and  at  the  end  of 
a year  all  but  two  had  contiued  Improvement.  Of 
these  two,  one  gave  up  exercising  on  the  advice  of 


friends  and  later  died.  The  other,  who  had  done 
very  well,  was  found  dead  near  a tree  which  was 
struck  by  lightning.  It  was  supposed  that  extreme 
fright  might  have  been  a factor  in  his  death  as  he 
had  apparently  not  himself  been  struck. 

In  another  investigation  McAlpin  and  Kattus^ 
studied  twelve  patients,  several  of  whom  were  able 
to  “walk  through”  an  attack  of  angina;  that  is,  they 
continued  walking  despite  anginal  pain,  and  they 
observed  the  gradual  disappearance  of  the  pain 
eventually  and  an  increase  in  their  exercise  tole- 
rance. The  phenomenon  was  allied  to  that  of  “sec- 
ond wind”  which  was  described  by  William.  Osier 
in  1897.  These  and  other  investigations  make  it 
clear  that  in  many  instances  exercise  improves  the 
condition  of  a patient  who  has  angina  of  effort. 
This  improvement  appears  to  be  due  to  increased 
blood  flow  through  collateral  vessels  with  a result- 
ing relief  of  the  anoxia  of  the  involved  area.  Eck- 
stein’* in  fact  has  found  that  rats  in  which  coronary 
arteries  were  artificially  constricted  manifested  di- 
lation of  collaterals  with  an  improved  flow  when 
made  to  exercise.  This  was  significantly  less  in  a 
group  hat  had  been  kept  quiet. 

There  is  another  situation  in  which  beneficial 
exercise  is  often  avoided  by  patients  to  their  detri- 
ment. Individuals  who  have  suffered  a myocardial 
infarction,  being  naturally  concerned  lest  they  dam- 
age their  hearts  by  over-doing,  are  often  inclined 
to  avoid  exertion  most  scrupulously.  It  should  be 
explained  to  them  that,  when  an  infarct  has  com- 
pletely healed,  there  is  left  a scar;  and  it  is  impor- 
tant that  the  rest  of  the  cardiac  musculature  should 
be  kept  in  top  condition  by  a plan  of  gradually  in- 
creasing physical  exercise.  This  does  not  mean  that 
one  should  go  out  and  fight  snowdrifts  or  do  any- 
thing else  that  represents  extremely  hard  labor,  but 
that  by  gradually  increasing  his  activities  he  should 
try  to  reach  a stage  in  which  he  can  do  most  of 
the  things  which  he  was  used  to  doing  before  the 
attack.  It  is  quite  probable  that  such  a regimen 
will  make  him  less  liable  to  a repetition  of  the  in- 
farct — especially  if  he  follows  the  advice  against 
over-eating  and  emotional  strain  that  his  physicians 
have  given  him.  The  fable  of  the  snow  shovel  as  a 
(Continued  on  next  page) 
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weapon  dangerous  to  the  shoveller  has  been  greatly 
overdone,  as  has  been  clearly  pointed  out.^ 
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III.  THE  HOI A^  FACTOR  AUTO  SAFETY:  MORE  ON  SEAT  BELTS 


The  Providence  Journal  of  April  5,  1966,  carried 
a report  of  a study  by  two  University  of  ^lichi- 
gan  scientists,  Dr.  Donald  F.  Huelke,  an  anatomist, 
and  Dr.  Paul  W.  Gikas,  a pathologist  and  medical 
examiner.  They  recently  completed  a four-year  on- 
the-spot  investigation  of  fatal  auto  accidents  in  the 
Ann  Arbor  area. 

In  the  139  accidents  analyzed,  177  persons  were 
killed.  The  following  are  the  major  findings: 

1.  Of  the  177  persons  killed,  71  would  have  lived 
had  they  been  wearing  seat  belts. 

2.  An  additional  35  of  the  victims  would  have 
survived  had  they  been  wearing  shoulder  har- 
nesses and  belts. 

3.  At  least  half  of  the  139  drivers  judged  to  be 
at  fault  had  been  drinking. 

4.  FifW-four  of  the  at-fault  drivers  were  25  or 
younger. 

5.  More  of  the  accidents  occurred  on  Friday 
evenings  and  Sunday  afternoons  than  at  other 
times. 

6.  The  single  leading  cause  of  death  was  ejection 
from  the  car,  which  killed  48  of  the  177  victims. 


Of  the  48,  38  would  have  been  saved  by  seat 
belts. 

7.  The  remaining  129  victims  died  in  the  “second 
collision,”  in  which  a part  of  the  body,  usually 
the  head  or  chest,  collided  with  a part  of  the 
car's  interior.  Seat  belts  would  have  prevented  33 
of  these  deaths,  shoulder  harnesses  32  more. 

8.  Thirt\'-one  deaths  were  blamed  on  doors  that 
were  pushed  in  and  collapsed  in  the  passenger 
compartment  as  the  result  of  side  impacts. 

9.  Instrument  panels  were  blamed  for  24  deaths, 
the  roof,  header  or  “a-post"  fcr  24.  and  rear  doors 

or  side  panels  for  14  more. 

The  authors  agree  that  “the  greatest  potential  for 
reducing  injury  and  death  is  the  safer  car  package,” 
which  could  save  several  hundred  or  several  thou- 
sand lives  annually.  Safer  highways,  compulsory* 
motor  vehicle  inspection,  and  implied  driver  con- 
sent for  intoxication  tests  could  add  more.  But  as 
many  as  12,600  lives  could  be  saved  each  year  if 
people  could  be  induced  to  use  seat  belts  and  lock 
their  car  doors.  iNIoney  spent  on  car  safety  is  money 
well  spent,  the  authors  believe,  but  this  alone  is 
not  sufficient  to  reduce  significantly  the  mayhem 
on  the  highways. 


CHANGING  ATTITUDES  TOWARD  THE  MENTALLY  ILL 


Xo  longer  is  the  psychiatrist  considered  solely 
the  keeper  of  the  insane,  the  lunatic,  and  the  mental 
defective.  Xo  longer  does  the  psychiatrist  remain 
behind  the  high  forbidding  walls  of  the  large  state 
hospital.  He  has  moved  into  the  mainstream  of 
medicine.  Psychiatry  is  no  longer  the  stepchild 
among  the  specialties  of  organized  medicine. 

The  psychiatrist  is  on  the  staff  of  every*  general 
hospital.  Most  general  hospitals  hay*e  a psychiatric 
service,  and  many  have  psychiatric  wards  for  the 
acute  mentally  ill.  Medical  schools  hay*e  groyving 
departments  of  psychiatry  with  increasing  numbers 
of  courses  and  lectures  in  all  four  years  of  medicine. 
More  e.xcellent  residencies  in  psychiatry*  than  ey*er 
before  are  offered.  Thus  the  ranks  of  psychiatry*  are 
rapidly  increasing,  even  though  demand  far  e.xceeds 
the  supply. 

The  majority*  of  psychiatrists  currently  are  in  the 
community  practicing  their  specialty.  The  public 
too  has  accepted  this  fast-groyving  branch  of  me- 
dicine. 


The  emphasis  now  is  on  treatment,  especially  in 
the  early  stages  of  sickness.  The  reluctance  of  a 
family  to  admit  that  a member  needs  care  has  dis- 
appeared to  a great  extent.  With  neyver  and  more 
effective  psychotropic  drugs  there  is  new  hope  for 
the  emotionally  disturbed,  the  mentally*  ill,  the  el- 
derly* patient  and  his  problems,  and  even  the  men- 
tally retarded. 

X’eyy*  attitudes  in  hospital  care  have  kept  many 
patients  in  the  community*  and  thus  productive  citi- 
zens in  our  growing  economy.  Day  care,  night  care, 
fast-groyving  mental  health  clinics,  and  out-patient 
departments  are  ay’ailable. 

The  alcoholic  is  noyv  accepted  for  treatment,  and 
some  progress  is  being  made  on  this  our  fourth  pub- 
lic health  problem  in  state  and  local  clinics. 

More  is  being  written  on  psychiatric  subjects  in 
popular  magazines  and  neyvspapers  than  ey*er  be- 
fore. The  theatre,  radio,  and  T\’  have  all  taken  up 
the  crusade  for  mental  health.  The  comic  strip  and 
the  cartoonist  have  helped  the  psychiatrist  to  laugh 
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at  himself;  this  is  evidence  of  healthy  growth  to- 
ward maturity. 

The  public  is  no  longer  as  fearful  of  mental  dis- 
ease in  the  recent  past.  While  there  is  an  increase 
in  the  number  of  patients  seeking  care,  there  has 
been  a constant  decline  during  the  past  decade  in 
the  mental  hospital  population.  The  emphasis  now 
is  on  early  intensive  care  and  early  return  to  the 
community  with  decreasing  restriction  and  hospital- 
ization. 

Public  apathy  has  turned  into  public  interest  and 
insistance  on  better  care,  treatment,  and  housing  of 
the  mentally  ill.  President  Kennedy  and  now  Presi- 
dent Johnson  have  shown  great  interest  in  and  have 


supported  measures  to  combat  this  problem.  A 
large  segment  of  the  public  resources  is  being  used 
to  set  up  new  centers  in  every  state  for  the  care 
and  treatment  of  the  mentally  ill  and  the  mentally 
retarded.  Research  in  this  vast  new  area  of  mental 
illness  is  paying  off  in  new  methods  of  treatment 
and  in  training  of  personnel. 

It  is  indeed  encouraging  to  see  such  great  strides 
taken  to  help  this  heretofore  relatively  neglected 
portion  of  our  population.  Plans  for  prevention  as 
well  as  treatment  are  being  energetically  pursued. 
This  all  adds  up  to  a new  and  vigorous  approach 
by  the  medical  profession,  the  public,  and  others 
to  matters  concerned  with  this  major  health  prob- 
lem, the  mentally  ill. 


FEW  SOULS 

It  has  been  said  that  “few  souls  are  saved  by  a 
sermon  which  lasts  more  than  twenty  minutes.”  In 
the  same  vein  we  can  say  that  few  valuable  ideas 
are  transmitted  to  hearers  in  an  address  which  lasts 
too  long  and  into  which  an  attempt  is  made  to 
cram  all  available  data  concerning  detailed  experi- 
mental work  that  has  occupied  the  speaker  during 
months  or  years.  If  the  average  hearer  leaves  a 
meeting  with  one  worthwhile  new  idea,  the  address 
has  been  a success.  Too  often,  however,  he  has  been 
so  fatigued  by  his  attempt  to  follow  the  speaker 
through  a maze  of  details  that  it  is  hard  for  him 
to  recognize  the  pearl  of  wisdom  when  it  appears. 

A course  in  public  speaking  for  physicians,  es- 
pecially those  in  the  field  of  medical  research,  might 
be  in  order.  This,  however,  should  not  be  an  attempt 
to  make  orators,  but  to  teach  the  doctors  the  value 
of  straightforward  simplicity  and  clearness  and  to 
give  them  the  ability  to  understand  their  audiences 
and  to  vary  their  addresses  according  to  the  fa- 
miliarity of  their  hearers  with  the  essentials  of  the 
subject  which  is  under  discussion. 

When  the  expert  from  the  great  university  turns 
out  to  be  another  — (word  deleted  by  the  censor) 
with  slides,  the  result  may  be  anything  but  satis- 
factory. If  the  slides  are  clear  and  simple  and 


ARE  SAVED 

easily  read  from  anywhere  in  the  hall,  they  will 
suffice  to  make  it  easier  for  the  audience  to  under- 
stand the  material  that  is  being  presented.  Their 
use  is  then  well  justified,  except  for  the  fact  that 
those  who  wish  to  take  notes  in  an  attempt  to 
retain  a clear  idea  of  what  he  has  heard  find  it  a 
difficult  thing  to  do  in  the  dark.  When,  however, 
the  slides  present  a mass  of  material,  even  if  in 
large  enough  print  to  be  readable,  which  even  a 
person  well-versed  in  the  subject  will  require  several 
minutes  to  read,  and  when  such  slides  are  taken 
off  before  even  a rapid  reader  has  had  time  to  cover 
more  than  a third  of  the  material,  they  are  worse 
than  useless.  In  the  same  way,  when  graphs  and 
diagrams,  even  when  seen  by  persons  familiar  with 
the  various  types  of  symbols  and  abbreviations  used, 
are  whisked  away  before  their  is  time  to  decipher 
their  meaning,  nothing  but  frustration  can  result. 
Also,  the  use  of  slides  which  are  many  years  old 
and  which  fail  to  include  half  the  material  which 
they  are  supposed  to  illustrate  is  inexcusable.  All 
of  these  things  medical  audiences  in  this  community 
have  recently  had  to  endure.  One  thing,  perhaps 
only  one,  is  gained  by  such  an  example  of  how  not 
to  give  a medical  address  — a clear  indication  of 
whom  not  to  invite  again  to  be  a speaker. 


INTESTINAL  INFARCTION  WITHOUT  MESENTERIC 
VASCULAR  OCCLUSION 


A troublesome  and  obscure  disorder,  first  de- 
scribed 15  years  ago  and  appearing  with  increasing 
frequency  in  all  clinics,  is  the  subject  of  two  recent 
studies.  The  report  of  Kligerman  and  Vidone*  of 
Grace  New  Haven  Hospital  (Yale  University)  is 
based  on  a recent  post  mortem  case,  8 others  from 
their  autopsy  files,  and  100  gathered  from  the  lit- 
erature. These  authors  point  out  that  most  of  the 
patients  are  elderly  and  have  some  form  of  heart 
disease  culminating  in  bouts  of  congestive  failure. 


Hypertension,  arrhythmias,  and  myocardia  infarcts 
are  common  precursors.  The  appearance  of  shock 
frequently  suggests  a diagnosis  of  mesenteric  vas- 
cular occlusion,  volvulus,  dissecting  aneurysm,  per- 
forated viscus,  gram-negative  septicemia,  or  pan- 
creatitis. 

The  most  striking  features  at  autopsy  are  the 
purple  color  of  most  of  the  small  and  large  bowel, 
with  occasional  involvement  of  the  stomach  and 
(Continued  on  next  page) 
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rectum,  and  the  complete  absence  of  occlusion  of 
the  mesenteric  arteries  or  veins.  Microscopic  studies 
revealed  extensive  mucosal  and  submucosal  hemor- 
rhage with  lymphocytic  infiltration,  and  necrosis  of 
the  muscular  layers.  Arterial  spasm  was  suggested 
as  a cause,  but  could  not  be  verified  at  post  mortem. 
Severe  congestion  was  almost  uniformly  present, 
often  in  the  presence  of  some  arterial  sclerosis. 

Fogarty  and  Fletcher^  of  the  University  of  Ore- 
gon hospitals  in  a perspicacious  study  appear  to 
have  come  closer  to  delineating  the  causes  of  this 
condition.  They  note  that  some  500  cases  have  been 
reported  in  the  literature  and  add  18  of  their  own. 
The  gross  pathological  picture,  they  too  point  out, 
is  one  of  hemorrhagic  necrosis.  The  bowel  wall  may 
show  segmental,  discrete,  or  diffuse  changes.  His- 
tologically the  mucosa  is  found  to  be  necrotic  and 
hemorrhagic,  while  the  sumucosal  vessels  are  grossly 
dilated  and  packed  with  erythrocytes.  The  remain- 
ing bowel  wall  shows  minimal  changes.  In  the  late 
stages,  gangrenous  changes  may  be  so  advanced  as 
to  allow  for  perforation,  and  bacterial  flora  may  be 
abundant.  Upon  surgical  exploration  the  mesenteric 
artery  and  vein  are  seen  to  be  patent.  The  smaller 
vascular  arcades  may  or  may  not  be  pulsatile.  The 
smaller  venules  may  appear  to  be  thrombosed,  but 
platelet  and  fibrin  thrombi  are  lacking.  In  the  18 
cases  there  was  some  evidence  of  chronic  occlusive 
disease,  but  no  artery  was  narrowed  more  than  50 
per  cent. 

To  delineate  the  features  characteristic  of  the  dis- 
order Forgarty  and  Fletcher  compared  their  18 
cases  of  nonocclusive  gangrene  wdth  102  cases  of 
occlusive  gangrene.  While  they  found  that  the  clini- 
cal picture  in  any  individual  instances  may  be  iden- 
tical in  occlusive  and  nonocclusive  disease,  analysis 
of  the  data  led  to  the  identification  of  criteria  which 
will  suggest  the  diagnosis  in  the  majority  of  cases. 

Class  IV  congestive  failure,  associated  with  rapid- 
ly changing  conduction  and  rhythm  defects,  was 
present  in  16  of  the  18  cases  (89  per  cent).  The 


remaining  two  cases  both  had  congestive  failure, 
of  class  II  and  class  III  respectively.  Severe  con- 
gestive failure  was  present  in  only  16  per  cent  of 
the  102  occlusive  cases. 

Digitalis  intoxication  was  observed  in  15  of  the 
18  patients  (83  per  cent),  but  in  only  13  per  cent 
of  the  occlusive  cases.  history  of  excess  digitalis 
intake,  characteristic  electrocardiographic  changes, 
or  both  were  present  in  the  15  cases.  The  ECG 
changes  embraced  marked  S-T  segment  depression 
and  T w'ave  inversion  with  multiple  premature  ven- 
tricular contractions.  Paro.xysmal  atrial  tachycardia 
and  rapid  atrial  fibrillation  were  present  for  varying 
periods  in  14  of  the  18  patients. 

Hemoconcentration  (defined  as  an  hematocrit 
above  48  volumes  per  cent)  was  present  in  15  of 
18  patients  (83  per  cent).  The  hematocrit  value  for 
the  group  averaged  10  per  cent  higher  in  the  non- 
occlusive as  compared  to  the  occlusive  group. 

Other  differences  between  the  groups  were  a 
higher  incidence  of  hypertension  in  the  nonocclusive 
group,  a higher  average  age,  and  a greater  average 
duration  of  acute  symptoms.  None  of  these,  how- 
ever. was  considered  definitive  or  useful  in  diagnosis. 

Three  persistent  findings  were:  1.  digitalis  in- 
toxication, 2.  severe  congestive  heart  failure,  and 
3.  marked  elevation  in  the  hematocrit.  The  authors 
believe  that  the  persistence  of  these  findings  tend 
to  implicate  them  etiologically  in  the  development 
of  the  signs  and  symptoms  of  bowel  ischemia  in 
the  absence  of  acute  arterial  obstruction.  The  triad, 
serving  to  differentiate  nonocclusive  from  occlusive 
ischemia  in  the  majority  of  cases,  should  facilitate 
the  early  clinical  recognition  of  the  syndrome  and 
lead  to  the  correction  of  those  factors  which  appear 
to  be  responsible. 
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COMMITTEE  REPORTS  TO  HOUSE  OE  DELEGATES 

(Concluded  from  the  June  Issue) 


DISASTER  COMMITTEE 

The  hospitals  in  Rhode  Island  have  been  polled 
by  mail  to  ascertain  their  individual  physician  dis- 
aster assignments,  if  any.  Replies  were  prompt, 
informative  and  conclusive  in  the  reporting  that 
variable  conditions  of  disaster  requirements  would 
govern,  for  most  hospitals,  the  individual  physician 
tasks  assigned.  That  is,  most  hospital  have  not  set 
up,  nor  feel  they  should  have,  a fixed  man-for-man 
assignment  list  within  the  hospital  area  at  times  of 
disaster. 

The  members  of  the  Disaster  Committee  were 
polled  by  mail  by  the  chairman,  reporting  to  each 
the  findings  of  the  hospital  survey,  and  requesting 
individual  opinions  relative  to  the  need,  practicality 
and  desirability  of  the  Committee  making  individ- 
ual physician  disaster  assignments  for  the  Society 
membership.  It  was  stipulated  that  such  a listing 
would  serve  primarily  as  a general  guide,  not  as  a 
hard-and-fast  assignment. 

The  majority  of  the  Disaster  Committee  replied 
that  they  favored  an  assignment  list  as  desirable. 
At  this  reporting  the  chairman  is  in  the  process  of 
preparing  a list  of  individual  physician-  to-hospital 
disaster  assignments  of  the  Society  membership, 
whose  completion  is  anticipated  by  May  1.  It  is 
anticipated  that  each  Society  member  will  then  be 
mailed  a letter  of  notification  of  his  tentative  hos- 
pital disaster  assignment. 

The  Committee  chairman  has  been  requested,  and 
has  agreed,  to  speak  on  April  20  and  on  May  11 
to  nursing  and  medical  secretarial  groups,  respec- 
tively, on  the  subject  of  disaster  medical  care. 

Respectfully  submitted, 

John  B.  Lawlor,  m.d.,  Chairman 

SCIEIVCE  EAIR 

The  Science  Fair  Committee  met  at  the  Brown 
University  Gymnasium  on  April  3,  1966.  The  fol- 
lowing students  received  Rhode  Island  Medical  So- 
ciety awards: 

Senior  High  Students:  Richard  Gabriele,  161 
Cumberland  Street,  Woonsocket,  Mt.  St.  Charles 
Academy  — exhibit,  “Probability  Applied  to  IMi- 
tosis;”  Debbie  Howard,  30  Circuit  Drive,  Cranston, 
Cranston  High  East  — exhibit,  “Development  of 
the  Ossicles  of  the  Ear;”  Celine  Welch,  13  Lakeside 


Drive,  Esmond,  Classical  High  — exhibit,  “Attitude 
and  Pupil  Size.” 

Junior  High  Students:  Steven  J.  Melamut,  175 
Irving  Avenue,  Providence,  Nathan  Bishop  School 
— exhibit,  "Basic  Cytology;”  Robert  C.  Schultz, 
415  County  Road,  Barrington,  West  Barrington 
Junior  High  — exhibit,  “Smoking;”  Joseanne  Goy- 
ette,  7 1 Poplar  Street,  Woonsocket,  St.  Joseph 
School  — exhibit,  “Heredity  and  Inheritance  of 
Characteristics.” 

In  general,  the  exhibits  were  of  moderately  high 
quality  and  reflected  a great  deal  of  work  and  origi- 
nality in  some  instances.  In  the  field  of  biology  and 
medicine  considerable  interest  was  shown  in  the 
application  of  statistical  methods  to  a variety  of 
problems.  One  Rhode  Island  Medical  Society  re- 
cipient, Debbie  Howard,  received  an  award  for  her 
continuing  study  of  the  comparative  anatomy  of 
the  ear.  Miss  Howard  received  an  award  last  year 
from  the  Society  but  the  extemely  detailed  and  su- 
perior work  presented  at  this  year’s  fair  prompted 
us  to  repeat  our  recognition  of  her  efforts. 

It  is  our  opinion  that  the  prizes  awarded  by  the 
Society  are  valued  highly  by  the  recipients  and  that 
the  practice  should  be  continued  with  the  hope  that 
secondary  school  students  will  be  stimulated  to  pur- 
sue their  special  interest  in  biology  and  medicine. 

This  report  is  respectfully  submitted. 

Louis  A.  Leone,  m.d.,  Chairman 
Leland  W.  Jones,  m.d. 

LIBRARY  COMMITTEE 

/ am  happy  again  to  present  the  report  of  the  Librarian 
for  the  year  demonstrating  the  great  worh  done  under 
difficult  circumstances  by  Mrs.  Helen  Defong  and  her 
assistant. 

Fr.cncesco  Ronchf.se,  m.[)..  Chairman 

We  welcomed  Mrs.  Shirley  Garreau,  a former 
Library  employee,  back  to  the  fold  this  fall  and 
we're  happy  to  have  her  on  the  staff  again.  With  her 
help  and  in  spite  of  the  telephone,  we 
. . . played  host  to  2,844  readers  (1,137  physi- 
cians; 1,707  general  publi) 

. . . prepared  251  bibliographies. 

. . . answered  86  letters  from  students  who  wished 
help  with  term  papers  and  science  fair  projects.  We 
didn't  count  those  who  came  to  the  Library  in  per- 
(Coiitinued  on  Page  426) 
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in  diarrhea 


Tablets 

Liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride  ....  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  full  therapeutic  effect  — Rx  full  therapeutic  dosage. 
The  recommended  initial  daily  dosages,  given  in  divided  doses,  until 
diarrhea  is  controlled,  are: 

Children:  3 to  6 months  — 3 mg.  (Vi  tsp.*  t.i.d.) 

6 to  12  months—  4 mg.  (Vi  tsp.  q.i.d.) 

1 to  2 years  — 5 mg.  (Vi  tsp.  5 times  daily) 

2 to  5 years  — 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years  — 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years  —10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily) 
*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  therapeutic 
dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  used  with  caution  in  patients  with 
impaired  liver  function  and  in  patients  taking  addicting  drugs  or 
barbiturates.  The  subtherapeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 
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LIBRARY  COMMITTEE 

( Continued  from  Page  423) 

son,  except  during  Christmas  vacation  when  there 
were  92.  The  "student  corner"  where  we  keep  tear- 
sheets,  discard  and  duplicate  material  for  distribu- 
tion has  been  very  popular. 

. . . processed  507  periodicals  and  serials  regularly. 

. . . prepared  134  volumes  for  the  bindery. 

. . . added  500  bound  volumes  to  our  holdings 
(making  our  total  45,362)  plus  numerous  unbound 
volumes,  pamphlets  and  reprints. 

...  catalogued  enough  items  to  make  our  total 
of  bound  volumes  processed  34,469.  The  total  of 
other  catalogued  items  is  6,553.  We  have  been  given 
permission  to  have  a student  helper  this  summer 
and  we  plan  to  finish  cataloguing  the  material 
housed  on  the  third  floor  (unbound  journals)  as  he 
cleans  and  moves  the  volumes  for  us. 

. . . replaced  165  missing  issues  of  journals  through 
the  Medical  Library  Association  Exchange. 

. . . offered  a list  of  duplicates  to  the  Exchange 
from  which  812  unbound  issues,  1 pamphlet,  and 
49  bound  volumes  have  been  (or  are  being)  pack- 
aged and  sent  to  libraries  all  over  the  world.  We 
had  over  200  requests  for  our  material. 

...  gave  to  local  libraries  a total  of  883  duplicates. 

. . . circulated  1,971  journals,  409  books,  2 scrap- 
books, 4 photographs,  and  25  reprints,  pamphlets 
and  reports. 

. . . participated  in  interlibrary  loan  activities  to 
the  tune  of  sending  out  1,145  items.  Of  these,  28 
requests  were  from  out-of-state.  Our  requests  to 
other  libraries  numbered  60. 

. . . used  our  copy  machine  to  answer  252  requests. 

. . . entertained  Doctor  Frances  Chin’s  class  in 
Medical  Librarianship  one  evening  and  had  a de- 
lightful time  sounding  off  on  the  joys  and  problems 
of  running  our  Library. 

. . . found  reviewers  for  70  books  sent  to  the 
RHODE  ISLAND  .MEDICAL  JOURX.\L. 

. . . attended  the  New  England  iMedical  Library 
A.ssociation  meeting  in  October  at  the  new  Francis 
A.  Countway  Library  of  iMedicine  in  Boston.  At 
this  meeting,  as  at  our  >ccal  meetings,  the  subject 
was  the  future  with  its  computer  cataloguing,  and 
instant  retrieval  and  what  we  should  or  shouldn’t 
do  to  prepare  for  it.  There  is  no  such  thing  as  a 
dull  library  meeting  these  days  I 

Other  matters  pertaining  to  the  Library  are  dis- 
cussed in  the  report  of  the  Trustees. 

d/RS.  Helen  E.  DeJong,  Librarian 

WORKMEN’S  COMPENSATION 
ADVISORY  COMMITTEE 

The  Workmen’s  Compensation  Medical  .Advisory 
Commission  has  held  several  meetings  since  we  sub- 
mitted the  previous  refM)rt.  Several  cases  have  been 


brought  to  our  attention  which  were  carefully  gone 
over,  following  which  a written  recommendation 
was  submitted  to  the  person  submitting  the  case 
to  us  for  review. 

In  each  case  the  recommendations  made  by  the 
committee  were  accepted. 

A full  committee  meeting  is  scheduled  in  two 
weeks  to  review-  two  additional  cases,  one  being 
submitted  by  a physician  and  another  by  an  in- 
surance carrier. 

We  feel  that  the  committee  is  serving  the  pur- 
pose for  w’hich  it  was  intended  wLen  it  was  formed 
by  the  officers  of  the  Rhode  Island  Medical  So- 
ciety. 

A.  .A.  Savastano,  M.D.,  Chairman 

FIRST  NATIONAL  CONFERENCE  ON 
MEDICAL  ETHICS 

Doctor  Berge,  Chairman  of  the  AMA  Judicial 
Council,  called  attention  to  the  favorable  status 
now'  enjoyed  by  the  Aledical  Profession.  Numerous 
polls  have  placed  the  practice  of  medicine  in  the 
highest  rating  of  all  occupations.  This  has  not  al- 
ways been  the  case.  .As  late  as  1904  when  the 
.American  Aledical  .Association  w'as  formed  it  was 
said  w’ith  some  truth  that  the  average  medical  stu- 
dent was  too  weak  to  work  on  the  farm,  too  stupid 
to  be  admitted  to  the  Bar,  and  too  immoral  for  the 
clergy.  The  change  in  sixty  years  has  been  phenom- 
enal. Now  the  top  students  of  our  colleges  are  at- 
tracted to  medical  schools.  The  speaker  called  at- 
tention to  the  duty  placed  on  the  Profession  to 
maintain  this  position  of  high  respect.  Service  to 
the  public  is  the  w'atchword  of  the  Medical  Pro- 
fession. Where  business  operates  for  profit,  the 
Aledical  Profession  is  operated  for  service.  In  busi- 
ness the  motto  is.  "Let  the  Buyer  Beware.'’  In  our 
profession  the  motto  must  be,  '“Let  the  Buyer  Have 
Trust."  Unless  our  Profession  sees  to  it  that  this 
accorded  us  bv  the  community  and  could  become 
a political’y  lun  business  utility.  Perhaps  the  public 
confidence  has  become  too  great.  It  will  tend  to 
hold  all  responsible  for  the  ethical  lapses  of  the 
few.  To  quote  the  words  of  Seneca,  “\’irtue  is  like 
a bubble  on  a placid  stream,  one  prick  and  it  is 
"one  forever.’’  \A’e  must  do  something  more  than 
become  just  vendors  of  medical  care.  We  have  been 
granted  a sacred  trust.  We  must  observe  that  trust 
and  inform  the  public  and  the  Profession  of  what 
is  being  done. 

Doctor  Stover  emphasized  the  fact  that  the  rug- 
sred  individual  in  the  Profession  is  on  his  w'ay  out. 
We  are  now'  in  th  post-industrial  age.  Services  are 
now  more  important  than  industry.  Alany  more 
people  are  engaged  in  services  than  are  engaged  in 
industry.  .All  of  us  have  to  work  not  only  with  the 
(Continued  on  Pajie  428) 
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Many 
anxious 
patients 
need  more 
than  just 
calming. 

Stelazine 

brand  of  trifluoperazine 

offers 

tranquilization 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  M uscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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help  of  other  physicians  but  also  with  the  various 
branches  of  paramedical  science.  Medicine  needs 
the  cooperation  of  others  in  the  heath  field.  There 
are  now  over  fifty  paramedical  specialists  dispens- 
ing medical  care  of  one  sort  or  another.  There  are 
eight  people  working  in  paramedical  specialties  for 
ever}'  practicing  physician.  We  should  delegate 
much  of  our  work  but  strive  to  keep  a measure  of 
control  over  those  working  in  paramedical  fields. 
The  podiatrists  and  optometrists,  for  e.xample,  are 
specialists  where  this  control  no  longer  exists.  Psy- 
chologists. audiologists,  and  similar  specialists  have 
become  borderline.  Many  others,  such  as  x-ray 
technicians,  laboratory  technicians,  and  physiothe- 
rapists work  closely  with  physicians.  Should  we  not 
strive  for  some  sort  of  control  over  the  schools  for 
graduate  specialties  operating  in  the  paramedical 
fields? 

Doctor  Appel.  President  of  the  American  Medical 
Association,  stressed  the  importance  of  self-discipline 
in  the  Profession.  He  specifically  called  attention 
to  the  Derbyshire  Report  which  urged  disciplinary 
action  against  the  incompetent  physician  by  hos- 
pital staff  committees,  by  grievance  committees  and 
disciplinary  committees  of  the  local  societies,  and  by 
the  board  of  Medical  Examiners. 

Doctor  Swenson  pointed  out  that  government 
medicine  may  introduce  some  new  ethical  problems. 
Final  regulations  by  the  government  on  medical  care 
are  being  awaited  with  some  concern.  The  doctors' 
major  concern  must  always  be  the  quality  of  medi- 
cal care.  A stringent  government  sometimes  threat- 
ens the  quality  of  our  care  for  the  indigent.  Re- 
gardless of  government  regulations  we  must  always 
first  strive  for  quality  care,  no  matter  how  unpalat- 
able government  regulations  may  be.  We  must  never 
abandon  a patient.  We  should  notify  the  patient  in 
advance  of  treatment  if  we  do  not  intend  to  parti- 
cipate in  the  government  plan,  and  we  should  al- 
ways be  ready  to  give  service  to  a patient  who  can- 
not otherwise  obtain  medical  care.  It  will  certainly 
be  unethical  to  participate  in  any  procedure  in 
which  the  government  puts  up  medical  care  for  bids. 

Relations  between  doctors  and  patients,  as  well 
as  between  doctors  and  doctors,  should  follow  the 
Golden  Rule.  The  feelings  of  other  doctors  must 
be  given  consideration.  Consultations  should  be  con- 
ducted in  the  best  interest  of  the  patient.  The  con- 
sulting physician  should  always  give  consideration 
to  the  wishes  of  the  referring  physician,  always 
remembering  that  the  welfare  of  the  patient  is  para- 
mount. As  far  as  osteopaths  are  concerned,  each 
osteopath  must  be  rated  on  an  individual  basis. 


Does  he  practice  a cult  or  scientific  medicine?  In 
spelling  out  medical  ethics,  it  should  be  remembered 
that  many  gray  areas  will  always  exist. 

Confidentiality  is  a legal  right  of  the  patient.  It 
cannot  be  violated  except  in  certain  court  proceed- 
ings. 

The  last  speaker.  Doctor  Gordon,  likened  the 
Medical  Profession  to  that  of  a mighty  river  which, 
having  been  fed  b\'  many  tributaries,  is  now  at  full 
crest.  These  tributaries  are  numbered  in  the  thou- 
sands and  bear  such  names  as  \’esalius.  Harvey, 
Pasteur,  and  later  Banting  and  Fleming.  Being  in 
a state  of  full  flood  our  river  is  in  danger  of  over- 
flowing; in  other  words  it  is  in  danger  of  fragmen- 
tation. History  demonstrates  that  when  any  group 
reaches  a state  of  excellence  there  is  danger  of  dis- 
solution from  within.  We  are  now  able  to  draw  to 
our  medical  student  body  the  brightest  boys  of  the 
country.  Many  of  these  are  unfamiliar  with  or  care 
little  about  the  personal  sacrifices  and  hard  work 
on  the  part  of  preceding  generations  of  physicians 
which  has  brought  medicine  to  its  present  favored 
state.  We  may  well  encounter  a variation  of  the 
teen-age  rebellion.  These  young  men  on  graduation 
find  themselves  enveloped  in  an  aura  of  greatness 
which  they  have  not  earned  and  do  not  deserve. 
Many  will  go  their  independent  ways,  be  loyal  to 
other  institutions  or  government,  and  forget  their 
debt  to  the  parent  medical  society  whose  work  in 
the  past  sixty  years  has  made  their  present  favored 
situation  possible.  This  catastrophe  can  only  be 
prevented  by  looking  for  something  beyond  good 
marks  in  considering  applicants  for  medical  schools, 
carefully  weeding  out  those  with  psychiatric  prob- 
lems. Recent  graduates  must  be  encouraged  to  take 
an  active  part  in  medical  societ}'  activities  before 
they  acquire  other  loyalties  which  might  prove  to 
be  subversive. 

The  discussion  of  public  relations  and  discipinary 
problems  has  been  omitted  from  this  resume. 

Fr.ancis  B.  S.argent,  m.d.,  Chairman 
Mediation  Committee 

THE  MEDICAL  ASPECT  OF  SPORTS 

Plans  have  beencomplete  for  the  Fifth  .\nnual 
Meeting  of  the  Committee  on  the  Medical  .\spects 
of  Sports.  This  meeting  will  be  held  at  the  L'niver- 
sity  of  R.I.  Department  of  .\thletics. 

Twenty-four  different  subjects  will  be  discussed 
at  the  meeting.  The  following  represent  some  of  the 
subjects  which  will  be  presented: 

1.  “Infectious  Mononucleosis  and  Athletic  Par- 
ticipation” 


(Continued  on  Page  430) 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults.  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6-3613 
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Function 


complete  the 

THYROID  PROFILE 

AT 

hdpkinb  medical  labdratdry 

!N  3 HOURS! 

a proved,  accurate  thyroid  function  test’-' 
(l-triiodothyronine 
test  for  determining 
the  thyrobinding  index 
of  serum  or  plasma) 


Unaffected  by  high  iodine  diets 
or  any  iodine  the  patient  may  be 
taking  therapeutically  or  diagnostically 
(opaque  dyes). 


Only  2 ml  of  patient's  serum  or 
plasma  is  required.  The  patient 
does  not  have  to  take  or  use  anything. 
The  I’”  is  used  in  vitro. 


Stat  orders  impeccably  executed. 

Economical  because  of  time  and- 
labor-saving  equipment  used. 

1.  Scholer,  J.  F.;  J.  Nuclear  Med.  3:41,  1962.  2. 
Foeckler.  F..  et  al..  Paper,  Meet.  Soc.  Nuclear  Med., 
June  1962.  3.  Sodee,  B.:  Paper,  Meet.  Soc.  Nuclear 
Med.,  June  1962.  4.  Nordyke,  A.  M..  et  al.:  Paper, 
Meet.  Soc.  Nuclear  Med.,  June  1962. 


HOPKINS 

MEDICAL  LABORATORY 

322  BROADWAY 

PROVIDENCE,  RHODE  ISLAND 

Telephone — GAspee  1^7244 
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(Concluded  from  Page  428) 

Willard  Dalrymple.  M.D.,  Director  of  Uni- 
versity Health  Services,  Princeton  University 

2.  “Scuba  Diving” 

Hurst  B.  Hatch.  Jr.,  M.D..  Department  of 
Medicine,  Ochsner  Clinic.  New  Orleans,  La. 

3.  “Fencing  for  a Purpose” 

Thomas  E.  Caulfield,  M.D.,  Rehabilitation 
Director,  St.  Paul’s  Rehabilitation  Center, 
Xewton.  Mass. 

4.  “Indiosyncracies  of  Professional  Football 
Players” 

James  Nicholas.  ^M.D.,  Team  Orthopedic 
Surgeon,  New  York  Football  Jets;  .Associate 
Professor  of  Orthopedic  Surgery,  Cornell 
Aledical  School. 

5.  “Care  of  the  Feet  in  Athletics” 

C.  Gwynne,  Head  .Athletic  Trainer,  West 
Virginia  University 

6.  “Sports  Activity  for  the  Older  Male” 

John  R.  Dudert,  Samuel  Gorton  Junior  High 
School,  Warwick,  Rhode  Island 

7.  “Women  and  Sports” 

Matthew  G.  Maetozo,  Professor  of  Physical 
Education,  Sargent  College,  Boston,  Mass. 

8.  “The  Estimation  of  Cardiovascular  Physical  \ 

Fitness”  I 

•Albert  S.  Hyman.  AI.D.,  Past  President,  j 
-American  College  of  Sports  Medicine;  Car- 
diologist, New  York  City 

9.  “Training  and  Conditioning  in  Rowing” 

Harry  Parker.  Head  Coach  of  Rowing.  Har- 
vard L'niversity 

10.  “Exercise  and  Sports  for  the  Pre-School  Child”  i 

Ma.x  Novich,  M.D.,  Chief  U.S.  Maccabiah  i 

Team  Phyician,  1965  | 

We  are  e.xpecting  to  have  a large  turnout  for  the  ] 
meeting. 

.A.  .A.  Savastano,  M.D.,  Chairman 


ONE  SENTENCE  ESSAY 
Referring  to  a proposal  by  Rhode  Island 
Governor  John  H.  Chafee  that  a study  con- 
ducted concerning  potential  future  medical 
uses  for  the  Charles  V.  Chapin  hospital  threat- 
ened with  imminent  closing,  Mayor  Joseph  .A. 
Doorley,  Jr.,  of  Providence,  stated:  ‘T  hope  we 
are  not  going  to  use  it  as  a political  football." 
—The  EVENING  BULLETIN, 

Providence.  R.  I.,  March  18,  1966 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PHOVIDEX'E  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Association 
was  held  at  the  Rhode  Island  Aledical  Society  Li- 
brary on  Monday,  February  7,  1966.  The  meeting 
was  called  to  order  by  the  President,  Dr.  Stanley 
D.  Simon,  at  8:35  p.m. 

Minutes  of  Previous  Meeting 
Doctor  Simon  stated  that  the  minutes  of  the 
January  meeting  would  not  be  read,  but  tliey  would 
be  published  in  the  Rhode  Island  Medical  Journal. 

Report  of  the  President 
Doctor  Simon  reported  receipt  of  replies  from 
Mayor  Joseph  Doorley  of  Providence,  and  Gover- 
nor John  H.  Chafee,  to  receipt  of  the  resolution 
adopted  by  the  Association  at  the  January  meeting 
relative  to  the  closing  of  Chapin  Hospital. 

Award  of  Membership  Certificates 
The  President  awarded  membership  certificates 
to  the  three  physicians  elected  to  active  member- 
ship at  the  January  meeting. 

Addresses  to  Membership 
Doctor  Simon  introduced  as  the  first  speaker 
of  the  evening  Mr.  Frederick  J.  Gorman,  District 
Manager  of  the  Social  Security  Administration,  who 
addressed  the  membership  on  “Social  Security  for 
Physicians.” 

i\Ir.  Gorman  discussed  the  philosophy  of  the  So- 
cial Security  Law  and  its  various  amendments 
which  contrive  to  recognize  the  presumptive  needs 
resulting  from  loss  of  income  due  to  death,  dis- 
ability, and  retirement,  as  well  as  underwrite  much 
of  the  cost  of  certain  medical  services  to  those 
over  age  65. 

The  last  item,  popularly  known  as  “^Medicare, 
Part  .A  and  B,"  is  generally  familiar  to  most  phy- 
sicians and  the  specific  parts  of  the  Social  Security 
program  will  become  more  familiar  to  the  partici- 
pating physicians  when  it  becomes  operative  in 
July,  1966. 

Social  Security  has  not  covered  self-employed 
physicians  until  this  year  and  the  first  Social  Se- 
curity tax  quarterly  payment  will  be  due  this  April. 
For  those  physicians  whose  estimated  income  from 
medical  practice  is  $6,600.00  or  more,  the  total 
amount  of  this  tax  for  1966  is  $405.00.  The  com- 
bined contribution  rate  for  self-employed  physi- 
cians for  death,  disability  retirement,  and  Medicare 
A benefits  total  6.15'/^  on  earnings  up  to  $6,600.00. 


There  will  be  a step  by  step  increase  in  this  com- 
bined contribution  rate  until  1987  when  it  will 
reach  7.8^^  • 

Mr.  Gorman  outlined  briefly  the  various  retire- 
ment, survival,  and  disablity  benefits  accruing  to 
either  the  “insured”  or  his  "beneficiaries.”  He  then 
explained  the  formula  by  which  certain  benefits 
were  calculated. 

In  response  to  questions  Mr.  Gorman  pointed 
out:  1)  That  military  service  would  entitle  a phy- 
sician to  certain  di'^ability  benefits  but  would  not 
increase  benefits  due  if  he  lived;  2)  that  income 
from  investment,  insurance,  or  savings  would  not 
count  as  earned  income  in  figuring  monthly  bene- 
fits after  age  65;  and  3)  that  after  age  72  monthly 
benefits  would  not  be  reduced  by  any  earned  in- 
come. 

Two  booklets  are  available  from  the  Lmited 
States  Department  of  Health,  Education,  and  Wel- 
fare to  furnish  concise  and  clear  explanations  of 
the  Social  Security  Law  and  its  various  benefits. 
These  are:  “Social  Security  O. A. S. 1.-35.  Nov. 
1965;”  and  “.A  Brief  Explanation  of  Social  Security 
for  Physicians  O..A.S.L-Aug.  7,  1965.”  Each  costs 
lOt. 

The  second  lecturer  was  Dr.  Jordan  J.  Cohen, 
.Assistant  Physician  and  Associate  in  the  Depart- 
ment of  Aledical  Research  at  Rhode  Island  Hos- 
pital, and  .Assistant  Professor  of  Medicine  at  Brown 
University.  Doctor  Cohen’s  address  was  on  “Re- 
cent .Advances  in  Renal  Physiology.” 

Doctor  Cohen  chose  to  confine  his  principle  re- 
marks to  the  mechanisms  of  renal  control  of  extra- 
cellular fluid  volume  and  the  mechanism  of  action 
of  various  diuretic  drugs. 

He  pointed  out  that  volume  regulation  of  extra- 
cellular fluid  is  fundamentally  carried  out  by  the 
level  of  Xa  ion  concentration  in  this  fluid.  When 
sodium  is  added  to  the  system  there  is  an  increase 
in  the  total  Xa  ion  concentration  with  increased 
osmolarity  of  the  extracellular  fluid.  This  induces 
secretion  of  anti-diuretic  hormone  from  the  poste- 
rior pituitary  leading  to  a decreased  renal  excretion 
of  water  which,  in  turn,  increases  the  volume  of 
extracellular  fluid.  .Although  the  total  mechanisms 
of  the  next  step  are  currently  not  clear,  increased 
Xa  excretion  by  the  renal  tubules  results  partially 
from  increased  glomerular  filtration  rates  and  de- 
creased aldosterone  levels.  .A  “third  factor”  has 
(Continued  on  next  page) 
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been  postulated  and  this  may  be  another  circulating 
hormone  which  modulates  renal  sodium  excretion 
with  consequent  increased  water  excretion  thus 
decreasing  extracellular  fluid  volume. 

The  presence  of  several  volume  receptors  has 
been  postulated  to  explain  how  an  organ  repsonds 
to  a change  in  Xa  ion  concentration  to  effect  a 
change  in  extracellular  fluid  volume.  Arterial  as 
well  as  venous  reservoirs  have  been  mentioned  as 
well  as  vaso-receptors  in  the  neck  and  stretch  re- 
ceptors in  the  left  and  right  atria.  Even  the  juxta- 
glomerular apparatus  has  been  postulated  as  having 
such  a function.  It  is  possible  that  all  these  mecha- 
nisms may  coexist  to  play  a role  in  allowing  cer- 
tain organs  to  appreciate  the  change  in  sodium  ion 
concentration  and  thus  to  react  appropriately. 

It  is  still  not  clear  just  how  the  change  in  volume 
through  the  action  of  the  receptor  takes  place.  Doc- 
tor Cohen  showed  that  the  amount  of  X'a  in  the 
urine  consisted  of  less  than  2^  of  the  total  amount 
of  sodium  in  the  glomerular  filtrate  which  means 
that  only  about  2^<  of  the  total  extracellular  so- 
dium is  involved  in  modulating  sodium  exchange. 

Doctor  Cohen  then  characterized  the  mechanics 
of  renal  sodium  reabsorption,  and  stated  that  the 
normal  kidney  can  be  viewed  as  an  organ  which 
selectively  absorbs  sodium  so  that  the  sodium  that 
is  taken  in  is  equal  to  the  sodium  that  is  excreted. 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treat- 
ment of  nervous  and  emotional  disorders  as  well  as 
long  term  geriatric  problems. 

Physical,  neurological  psychiatric  and  psychological 
examinations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  In  a beautiful  and 
conveniently  located  institution. 

L.  A.  Senseman  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzls,  M.A. 
Oliver  S.  LIndberg,  M.D.  William  H.  Dunn,  M.S.W. 
P.  Wendel  Johnson,  Ph.D.  Therba  Johnston,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays) 
9-12  A.M..  and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


Sodium  is  reabsorbed  along  with  70%  of  the  glome- 
rular filtrate  in  the  proximal  convoluted  tubule  in 
isotonic  proportion  with  other  solutes.  Further  Xa 
reabsorption  occurs  in  the  Loop  of  Henle  which 
frees  water  to  provide  for  a dilute  urine  and  thus 
actively  preserves  sodium.  In  the  distal  convoluted 
tubule  X'a  & K are  interchangeably  excreted  or 
preserved  as  is  demanded  by  body  hemeostasis. 
This  is  the  major  site  of  aldosterone  action,  as  well 
as  hydrogen  ion  exchange  in  affecting  appropriate 
acid-base  balance  by  the  kidney. 

Doctor  Cohen  characterized  the  use  of  diuretics 
as  irrational  and  not  a physiologic  situation.  Actu- 
ally it  is  adding  another  pathologic  process  on  an 
already  established  disturbed  situation,  when  we 
attempt  to  decrease  edema  by  increasing  sodium 
excretion.  The  untoward  reactions  secondary  to  the 
use  of  diuretics  may  occur  because  of  this. 

The  range  of  action  of  diuretics  available  today 
are  so  broad  that  no  longer  are  there  any  cases  of 
refractory  edema.  The  ideal  diuretic  should  provide 
a composition  of  excreted  urine  which  is  the  same 
as  that  of  edema  fluid,  leaving  a normal  patient 
with  sodium  and  potassium  balanced  with  the  bi- 
carbonate and  chloride  ions. 

There  is  no  "ideal’'  diuretic  available  today, 
however.  Doctor  Cohen  then  described  the  action 
of  the  various  diuretics.  The  “Mercurials”  cause 
increased  excretion  of  sodium,  potassium  and  clo- 
ride  but  not  bicarbonate.  Diamox  causes  increased 
potassium,  sodium  and  bicarbonate  e.xcretion  while 
the  Thiazides  cause  increased  loss  of  sodium  and 
potassium  with  greater  chloride  than  the  bicarbo- 
nate loss.  Ethacrynic  Acid  causes  increased  potas- 
sium. sodium  and  chloride  but  less  bicarbonate  loss. 
He  clearly  demonstrated  the  need  for  K supple- 
mentation during  clinical  use  of  diuretics  and  that 
the  K should  be  in  the  form  of  KCL. 

^lercuhdrin  and  Ethacrynic  Acid  both  cause 
metabolic  alkalosis.  iMercuhydrin  has  has  built  in 
factor  of  safety  in  that  it  has  limited  action  if  the 
patient  becomes  alkalotic.  The  effectiveness  of  the 
Thiazides  is  decreased  by  the  extracellular  fluid 
compartment  being  diminished  to  any  degree  and 
this  is  also  true  of  Diamox.  Aldactine  and  Dyre- 
nium  are  not  as  potent  as  many  of  the  newer  diu- 
retics and  the  loss  of  K is  limited. 

The  use  of  combinations  of  diuretics  promises  to 
be  an  efDctive  and  possibly  safer  therapeutic  tool 
in  the  treatment  of  edema  states. 

The  meeting  was  adjourned  at  10:15  p.m. 
Attendance  104. 

Collation  was  served. 

♦ sK  * ♦ 5*: 

meeting  of  the  Providence  Medical  Association 
was  held  at  the  Rhode  Island  Medical  Society  Li- 
(Continued  on  Page  434) 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
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brary  on  Monday,  March  7,  1966.  The  meeting 
was  called  to  order  by  the  President,  Dr.  Stanle\’ 
D.  Simon,  at  8:35  p.m. 

The  President  reported  that  the  minutes  of  the 
February  meeting  would  be  published  in  the  Rhode 
Island  Medical  Journal,  and,  therefore,  would  not 
be  read  at  this  meeting. 

The  President  announced  that  the  April  meeting 
of  the  Association  will  be  held  on  Monday,  April 
18,  instead  of  Monday,  April  4. 

Dr.  Albert  Tetreault  reported  on  the  Diabetes 
Symposium  to  be  held  under  the  auspices  of  the 
Xew  England  Diabetes  Association  and  the  Dia- 
betes Committee  of  the  Rhode  Island  Medical  So- 
ciety at  Brown  University  on  March  19.  He  urged 
the  attendance  of  all  members  of  the  Providence 
Medical  Association. 

Dr.  Bertram  H.  Buxton,  Secretary,  reported  that 
the  Executive  Committee  recommended  the  election 
of  the  following  physicians  to  active  membership 
in  the  Association: 

Joseph  J.  Baker,  M.D. 

Ricardo  Entenza,  M.D. 

Richard  E.  Frates,  M.D. 

.•\hmet  F.  CH’bir,  M.D. 

A motion  was  made,  seconded  and  voted  that 


NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Renewable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Medical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 


For  jurther  information,  send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 
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the  applicants  recommended  be  elected  to  active 
membership. 

The  President  noted  that  since  the  first  of  the 
year  the  Association  has  lost  three  members  by 
death.  He  called  for  a moment  of  silent  prayer  for 
late  Doctors  Henry  Moor,  Craig  Houston,  and 
James  Parkinson. 

Dr.  Stanley  D.  Simon,  President,  reporting  as 
Chairman  of  the  Medical  Economics  Committee  of 
the  State  Medical  Society,  discussed  the  poll  of 
the  Society's  membership  on  the  matter  of  usual 
and  customary  fees.  He  reviewed  the  reasons  for 
the  poll,  the  implications  of  the  medicare  legisla- 
tion and  other  third  party  programs  involved  in 
the  financing  of  health  costs,  and  he  urged  the 
cooperation  of  the  members  of  the  Association  in 
this  important  poll. 

Scientific  Program 

The  President  introduced  Dr.  Milton  Salhanick, 
Professor  of  Obstetrics  and  Gynecology  at  Harvard 
Medical  School,  who  lectured  on  ‘‘Problems  Relat- 
ing to  Ovulation.'- 

Doctor  Salhanick  confined  his  discussion  to  the 
patho-physiology  and  rationale  of  treatment  of 
anovulation  which  makes  up  a small  portion  of  the 
disorders  of  the  ovary. 

In  discussing  the  etiology  of  secondary  amenor- 
rhea due  to  anovulation  he  first  traced  the  hormon- 
al pathway  of  action  starting  in  the  hypothalamus, 
causing  pituitary  elaboration  of  FSH&LH  which 
act  upon  the  ovary  so  that  estrogen  and  progeste- 
rone are  produced  for  action  upon  the  various  tar- 
get organs. 

He  then  cataloged  anatomically  the  various  levels 
at  which  the  cause  for  amenorrhea  might  be  found, 
starting  with  vaginal  and  uterine  causes  as  in  con- 
genital absence,  and  ascending  through  those  stem- 
ing  from  ovarian,  adrenal,  pituitary,  and  finally 
hypothalamic  and  general  metabolic  pathological 
states. 

clinical  assessment  must  necessarily  be  able  to 
pin-point  the  “trouble  spot.”  Doctor  Salhanick’s 
suggested  assessment  includes  the  following:  Va- 
ginal examination  with  smear,  estrogen,  progeste- 
rone, and  combined  estrogen  and  progesterone  ad- 
ministration, endometrial  biopsy,  hysterosalpingo- 
gram,  cervical  mucus  e.xamination.  Basal  tempera- 
ture chart,  blood  estrogen  determination,  pregnan- 
ediol  and  estrogen  urinary  excretions,  gynecography, 
culdoscopy,  administration  of  human  pituitary 
gonadotropins,  FSH&LH  determinations.  X-ray  of 
sella  turcica,  psychiatric  evaluation,  PBI  or  other 
thyroid  evaluating  tests,  and  tests  for  adrenal  hor- 
monal activity  such  as  17,  19  and  11  Oxy-Ketoste- 
roids. 

Doctor  Salhanick  promoted  the  use  of  gynecogra- 
( Concluded  on  Page  436) 


one  mid-morning  one  mid-evening 


New 300  mg  tablet 
It's  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24hours  oftherapy...with  all  the  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day.. .proven  potency... 
1-2  days’  “extra”  activity  to  protect  against  relapse  or  secondary  infection. 

DECLOMYCIIV 

DEMETHYLCHLOBTETRACYCLINE 
SOOrng"  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill  — 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning  — In  renal  Impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 


allergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  Should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
"perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It's  been  that  way  with  us 
since  1881. 
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(Concluded  from  Page  434) 

phy  in  obese,  young  females  suspect  of  having  poly- 
cystic ovarian  disease  in  screening  them  for  pos- 
sible surgery  but  felt  that  pelvic  inflammation  and 
previous  surgery  were  contra-indications. 

He  characterized  polycystic  disease  of  the  ovary 
as  having  the  following  clinical  symptoms  and 
signs;  secondary  amenorrhea,  occasional  anovula- 
tory bleeding,  hirsutism  and  bilaterally  enlarged 
ovaries.  Usually  there  is  a correlated  infertility.  The 
laboratory  findings  indicate  an  increased  aldoste- 
rone production,  FSH&LH  and  ketosteroids  normal 
or  somewhat  increased.  There  is  often  endometrial 
hyperplasia  secondary  to  the  multiple  follicle  cysts 
with  a granulosa  cell  lining.  Often  in  the  classical 
Stein-Levinthal  cases  there  will  be  increased  testos- 
terone levels  due  to  the  Biosynthetic  conversion 
from  progesterone. 

He  divided  cystic  disease  of  the  ovary  into  three 
classifications,  according  to  symptomatology,  ova- 
rian findings  and  biosynthetic  hormonal  patterns. 
Thus  three  degrees  of  this  disorder  are  clinically 
and  laboratorily  recognizable. 

He  described  the  treatment  of  anovulation  as 
varied.  Cyclic  hormonal  treatment,  wedge  demedul- 
lation  and  corticosteroid  administration  have  of- 
fered beneficial  results  if  these  procedures  are  ap- 
plied appropriately  to  the  given  case  of  amenorrhea. 
Gonadotropins  both  human  and  animal  have  been 
utilized  and  are  now  being  evaluated  in  regard  to 
what  type,  source  and  degree  of  purity  is  superior, 
what  the  dosage  should  be,  the  best  route  of  admin- 
istration and  the  timing  of  combined  or  successive 
dosages. 

Clomiphebe,  a compound  similar  to  Tace  and 
stilbestrol.  was  discussed.  Its  action  resembles  that 
of  a gonadotrophic  hormone  with  slight  action  on 
the  uterus.  Actually  Clomiphene  prevents  action 
of  estrogen  on  the  pituitary  in  release  of  FSH  se- 
cretion. The  “safe”  dosage  of  Clomiphene  has  still 
to  be  established. 

Dr.  Salhanick  at  the  conclusion  of  his  presenta- 
tion answered  questions  concerned  mostly  with  the 
new  "ovulation  producing”  drugs. 

Adjournment 

The  meeting  was  adjourned  at  10:45  p.m. 
Collation  was  served. 

-Attendance  52. 

Respectfully  submitted, 

Bertram  H.  Bu.xton,  Jr.,  m.d. 
Secretary 

DERMAQUIZ  ANSWERS 
(See  Page  418) 

1.  Scleroderma  in  patches  (morphea). 

2.  Senile  ichthyosis  (fish  skin). 


Oell  GEneva  8-4450 
The  “Home  Service"  Dairy 
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DRUGS  OF  CHOICE  1966-1967.  Edited  by  Wal- 
ter Modell,  M.D.  The  C.  \’.  iVIosby  Company, 

St.  Louis,  ^lissouri,  1966.  S16.75 

Forty-six  authors,  each  an  authority  in  his  field, 
have  contributed  to  “Drugs  of  Choice,  1966-1967.” 
This  volume,  one  of  a series  first  published  in 
1858-59,  was  edited  by  Doctor  Walter  Wodell. 

The  previous  issue  must  have  been  well  received 
by  the  profession  to  have  justified  continued  publi- 
cation. The  reviewer  feels  that  “Drugs  of  Choice, 
1966-1967”  is  extremely  useful.  It  should  be  in 
the  library  of  every  phj^sician  and  especially  in 
every  hospital  library  or  pharmacy. 

The  volume  is  particularly  desirable  now,  when 
the  Federal  Drug  Administration  has  stopped  the 
flow  of  drugs  by  the  manufacturers  and  has  limited 
the  field  to  drugs  of  proven  value. 

The  volume  is  divided  into  chapters,  each  deal- 
ing with  a particular  disorder  and  discussing  the 
drugs  that  have  been  found  of  proven  therapeutic 
value  in  that  disease. 

For  instance.  Chapter  21  deals  with  drugs  for 
gastrointestinal  disturbances.  In  this  chapter  the 
authors,  Doctors  Herman  Steinberg  and  Thomas 
Almy,  discuss  such  topics  as  Duodenal  Ldcer,  Pan- 
creatitis, Diarrhea,  and  so  on.  Cnder  antispasmodic 
drugs  the  authors  recommend  two  therapeutic 
agents;  natural  alkaloids  and  synthetic  substances 
related  in  chemical  structure  to  the  natural  alka- 
loids. Of  the  natural  alkaloids,  two  drugs  have 
proved  of  lasting  value:  tincture  of  belladonna  and 
the  alkaloid  atropine. 

Of  the  synthetic  drugs  three  anticholinergic 
agents  have  been  found  useful.  They  are  methan- 
theline  (Banthine®),  propantheline  (Pro  - Ban- 
thine®),  and  pipenzolate  (Piptal®).  The  other  an- 
ticholinergic agents,  whose  number  is  legion,  are  not 
evaluated.  This  is  taken  to  mean  either  that  they 
are  not  standardized  enough  for  human  use,  or 
that  they  are  not  preferable  to  tincture  of  bella- 
donna or  atropine,  two  drugs  which  are  easily  avail- 
able and  inexpensive. 

Limiting  the  recommended  drugs  to  such  as  are 
discussed  above,  the  volume  contains  only  some 
3,600  listings  in  the  Drug  Index  at  the  end  of  the 
book  (Green  Section). 

What  a Godsend  it  would  be  to  pharmacists,  and 
especially  to  the  Hospital  Pharmacy,  where  the 
need  for  economy  in  space  and  in  expenditures  dic- 
tate limitation  in  duplications  and  variations  in 


drugs,  if  all  followed  the  principles  set  forth  in  this 
excellent  work. 

Bernard  Segal 
Chief  Pharmacist 
The  Miriam  Hospital 

CARING  FOR  THE  AGED,  by  Bertram  B.  Moss, 
iM.D.  With  Fraser  Kent.  Doubleday  & Company, 
Inc.,  Garden  City,  X.Y.,  1966.  $4.95 
The  author  clearly  did  not  intend  to  create  a work 
of  value  to  those  professionally  involved  in  the  care 
of  older  people,  and  has  not  done  so.  He  did,  how- 
ever, intend  to  develop  something  of  help  to  the 
lay  person  who  is  involved  in  the  care  of  older 
relatives  and  friends,  and  has,  in  the  opinion  of 
this  reviewer,  failed  in  the  attempt. 

iMore  than  half  of  the  book  is  devoted  to  brief 
and  superficial  descriptions  of  specific  diseases  and 
symptoms.  Because  much  of  this  material  is  not  in 
any  way  specific  for  the  aging  individual,  and  be- 
cause of  the  limitations  of  space,  he  has  succeeded 
only  in  producing,  as  a part  of  his  book,  a text  on 
‘■populaF~rnedicine”  which  is  inferior  to  many 
which  are  already  available  to  the  layman.  In  elect- 
ing to  do  this,  he  has  compressed  the  important  non- 
medical part  of  the  book  into  such  a small  compass 
that  it,  too,  suffers  acutely. 

In  the  non-disease-oriented  portion  of  the  book 
he  has  made  the  mistake  of  trying  to  do  too  many 
things,  and  we  see  sections  ranging  from  discussion 
of  theories  of  cellular  aging  to  the  importance  of 
employing  a travel  agent.  By  including  a great  deal 
that  comes  under  the  heading  of  homespun  philoso- 
phy, and  much  that  belabors  the  obvious,  the  author 
has  left  little  space  in  which  to  cover  the  real  mes- 
sage that  he  has  to  deliver. In  addition,  by  the  in- 
clusion of  specifics  on  the  present  regulations  and 
benefits  of  "iMedicare’’  he  has  assured  the  rapid 
obsolescence  of  his  work. 

In  his  introduction,  the  author  has  indicated  that 
there  is  need  of  a book  that  will  clearly  interpret 
the  needs  of  older  people.  L'nfortunately,  the  pres- 
ent work  does  not  change  this  situation. 

Alex  i\L  Burgess,  Jr.,  m.d. 

SYMPOSIUM  OX  C.AT.AR.ACTS.  Transactions  of 
the  New  Orleans  Academy  of  Ophthalmology. 
The  C.  V.  Mosby  Company,  Saint  Louis,  Mis- 
souri, 1965.  $19.50 

This  is  the  latest  of  a continuing  series  of  ophthal- 
(Continued  on  next  page) 
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niologic  subjects  from  the  Xew  Orleans  Academy. 

In  concise  fashion  the  management  of  the  patient 
with  cataract  is  discussed  with  special  emphasis  on 
the  complications  of  surgery.  Some  of  the  operative 
principles  are  open  to  debate;  especially  those  re- 
garding full  iridectomies,  limbus  vs.  fornix  flaps, 
and  gut  vs.  silk  sutures.  One  must  remember  that 
the  principles  of  surgery  discussed  do  not  represent 
the  onh'  way  of  performing  the  operation.  The  dis- 
cussion of  high  magnification  in  surgery  is  of  in- 
terest. More  on  cryosurgery  would  have  been  help- 
ful. This  text  is  a good  review  and  excellent  for  the 
resident  surgeon. 

Robert  S.  L.  Kinder,  m.d. 

SYXOPSIS  OF  CARDIOLOGY  by  William  I. 
Gefter,  iNI.D..  Bernard  H.  Pastor,  M.D.,  and 
Ralph  M.  *Myerson.  M.D.  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  1965.  S9.85 
On  reading  this  synopsis  of  cardiology,  one  can- 
not help  but  be  impressed  by  its  conciseness  and 
completeness.  The  entire  field  of  cardiology,  in- 
cluding a chapter  on  medicolegal  problems  and 
compensation  for  cardiac  disability,  is  covered  very 
adequately.  Another  pleasing  feature  of  this  book 
is  that  whenever  possible  and  applicable,  the  au- 
thors bring  out  present-day  physiological  data  to 
explain  cardiac  phenomena  in  health  and  in  disease. 


“BUT 

MAESTRO 

all  those  people  out  there! 
I’m  scared!”  The  young 
soprano,  waiting  for  the 
curtain  to  rise  on  her  New 
York  debut,  trembled. 
“Now,  now,  my  dear,” 
soothed  the  great  impre- 
sario, “never  mind  all  those 
people.  I shall  be  in  the 
back  row.  Just  walk  out 
there  and  sing  to  me! 
Keep  cool!” 

Ah,  she  thought,  that  was 
it!  Cool  — like  Warwick 
Club  Pale  Dry  Ginger  Ale, 
available  in  the  full  32- 
ounce  quart  bottle!  It  sings 
in  the  glass  . . . 


Excellent  and  up-to-date  references  are  available  at 
the  end  of  each  chapter.  The  x-ray  and  electrocar- 
diographic reproductions  are  of  high  quality  and 
easily  interpreted. 

This  book  is  highly  recommended  for  all  inte- 
rested in  Internal  Medicine  and  Cardiology. 

Donald  P.  Fitzp.atrick,  m.d. 

FIX  DAM  EXT  ALS  OF  CLIXICAL  HEMATOL- 
OGY by  Byrd  S.  Leavell,  ^I.D.,  and  Oscar  A. 
Thorup,  Jr.,  iNl.D.  Second  Edition.  W.  B.  Saun- 
ders Company,  Philadelphia,  1966.  $12.50 
Advances  in  hematology  over  the  past  decade 
have  necessitated  a comprehensive  review  and  re- 
orientation in  this  field.  Extensive  research,  aided 
by  the  introduction  of  radio-isotopes,  has  clarified 
to  a great  extent  the  metabolism  of  the  blood  com- 
ponents. This  is  particularly  evident  in  the  investi- 
gations of  iron  metabolism,  blood  coagulation,  and 
the  plasma  proteins. 

The  goal  of  the  authors  as  stated  in  the  preface 
of  this  book,  was  to  produce  a concise,  readable, 
and  yet  comprehensive  volume  on  clinical  hematol- 
ogy. 

The  organization  of  the  text,  with  particular  ref- 
erence to  the  portion  devoted  to  the  anemias,  offers 
an  orderly  and  concise  presentation  of  the  material 
without  duplication.  The  anemias  are  presented  in 
five  chapters  — Disorders  of  Vitamin  B12  and  Folic 
Acid  ^Metabolism,  Disorders  of  Metabolism,  Bone 
Marrow  Failures,  Hemolytic  Anemia,  and  Anemia 
Resulting  from  Other  Disorders. 

Lnlike  most  scientific  publications  medical  stu- 
dents and  clinicians  should  be  able  to  understand 
the  contents  without  any  special  qualifications  in 
this  field.  The  authors  have  proved  that  they  are 
able  educators,  with  more  than  a smattering  of  lite- 
rary ability,  in  presenting  their  subject  in  an  in- 
teresting and  readable  form. 

For  the  hematologist  this  textbook  offers  a com- 
prehensive review  of  a large  volume  of  publications. 
The  multiplicity  of  scientific  facts  and  theories  in 
this  field,  that  have  evolved  during  the  past  decade, 
are  neatly  Incorporated  into  their  proper  niche.  The- 
ories are  honestly  presented  and  offer  a compilation 
of  the  innumerable  bibliographies  in  this  field. 

I approached  the  review  of  this  book  with  a cri- 
tical attitude  and  was  fully  compensated.  Without 
reservation,  I recommend  this  book  as  an  excellent 
textbook  for  medical  students  and  as  an  up-to-date 
complete  reference  te.xt  for  physicians  in  active 
practice. 

James  F.  H.ardiman,  m.d. 

.V£ir  DRUGS.  Evaluated  by  the  .A.^l.A.  Council 
on  Drugs.  1965.  .American  Medical  .Association. 
Chicago,  1965.  $5.00 

The  1965  edition  of  New  Drugs  represents  a ma- 
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jor  contribution  by  the  AMA’s  Council  on  Drugs, 
under  the  chairmanship  of  Dr.  Harry  F.  Dowling, 
to  serve  as  a practical  clinical  guide  for  the  use  of 
drugs  introduced  within  the  past  ten  years.  The  book 
replaces  New  and  Nonofficial  Drugs  (NND),  the 
previous  annual  publication  of  the  AMA’s  Council 
on  Drugs,  which  had  served  as  an  interim  listing  of 
new  medications  until  they  were  entered  in  the 
United  States  Pharmacopoeia,  revised  every  five 
years.  NND  had  served  primarily  as  a pharmaco- 
logic and  chemical  reference  book.  Its  replacement, 
New  Drugs,  however,  represents  a major  change  in 
purpose  and  function.  The  practicing  physician  is 
provided  with  authoritative,  concise,  practical  in- 
formation on  over  300  new  drugs  marketed  within 
the  last  ten  years.  Evaluations  of  each  drug  have 
been  made  by  a group  of  expert  consultants  who 
reviewed  and  evaluated  data  from  the  world  litera- 
ture and  the  respective  manufacturers.  Their  expert 
conclusions  were  then  approved  by  the  AMA’s 
Council  on  Drugs. 

There  are  forty-six  chapters,  each  devoted  to  a 
specific  class  of  agents,  such  as  antibacterial  agents, 
antifungal  agents,  antidepressants,  tranquilizers, 
analgesics,  local  anesthetics,  autonomic  drugs,  anti- 
coagulants, and  adrenocortical  steroids.  There  is  an 
introductory  essay  on  the  major  drugs  in  the  par- 
ticular area  followed  by  a separate,  short  mono- 
graph for  each  drug.  Each  of  the  271  monographs 
gives  the  drugs’  generic,  chemical,  and  trade  names, 
their  actions  and  uses,  indications  and  contraindi- 
cations, adverse  reactions,  dosage  schedules,  prepa- 
rations, and  suppliers. 

The  book  will  be  revised  each  year.  A new  drug, 
therefore,  will  be  evaluated  for  a ten  year  period 
and  then  dropped  to  be  replaced  by  more  recent 
drugs.  It  is  anticipated  that  new  monographs  for 
the  book  will  be  published  in  JAMA  as  soon  as  they 
become  available. 

The  physician,  therefore,  will  have  available:  1. 
The  USP  whose  main  function  is  to  establish  and 
safeguard  pharmacologic  standards  but  offers  nei- 
ther evaluations  nor  comporarative  data;  2.  The 
Physicians  Desk  Reference  (PDR)  whose  mono- 
graphs are  solely  the  manufacturers’  statements; 
3.  Medical  Letter  — critical,  expert  evaluations  of 
specific  individual  drugs;  and  4.  New  Drugs  which 
both  lists  and  evaluates  the  products  of  all  manu- 
facturers and  provides  the  practicing  physician  with 
valuable  practical  drug  information. 

The  practical  orientation,  the  concise  background 
data,  the  comparative  evaluations,  the  authoritative 
and  comprehensive  delineations,  the  reasonable  price 
($5.00  for  practicing  physicians,  $4.00  for  house 
officers  or  medical  students)  lend  weight  to  Dr. 
Dowling’s  conclusion  that  “properly  used.  New 
( (.'oncluded  on  next  page) 


For  every  person  who 
wants  to  provide  for 
the  future... 


...  a proven,  organized 
savings  and  investment 
program  that’s  insured 
against  inflation... 
disability. . . death 
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Drugs  can  be  the  bible  of  therapeutics  for  the  doc- 
tor.” The  reviewer  considers  it  to  be  an  essential 
source  reference  book  for  the  physician. 

Milton  W.  Hamolsky,  m.d. 

SURGERY  OF  THE  FOOT,  by  Henri  L.  DuVries, 
M.D.  in  collaboration  with  [Members  of  the  Fac- 
ulty of  the  University  of  California  School  of 
Medicine,  Second  Edition.  The  C.  \.  Mosby 
Company,  St.  Louis,  1965.  $17.50 
The  epigram  by  Frederick  Wood  Jones  states: 
“Man’s  foot  is  all  his  own.  It  is  unlike  any  other 
foot.  It  is  the  most  distincly  human  part  of  the 
whole  of  his  anatomical  make-up.  It  is  a human 
specialization  and  whether  he  be  proud  of  it  or  not, 
it  is  his  hall-mark,  and  so  long  as  [Man  has  been 
Man  and  so  long  as  he  remains  Man,  it  is  by  his 
feet  he  will  be  knownfromall  other  members  of  the 
animal  kingdom.” 

Dr.  DuVries  and  his  collaborators  provide  a most 
comprehensive  study  of  surgery  of  the  foot.  The 
precise  and  detailed  information  on  the  therapy  of 
the  large  number  of  foot  disorders  will  prove  of 
great  value  to  the  specialist  and  general  practitioner 
who  is  faced  with  the  patient  who  state,  “My  feet 
are  killing  me!” 

The  book  is  well  written,  well  documented,  and 
contains  448  figures. 

Stanley  D.  Simon,  m.d. 


SCANNING  THE  LITERATURE 

(Continued  from  Page  398) 

THE  EMG^L-\  OF  MAXY  XAILS.  F.  Ronchese. 
Dermatologica  131:161,  1965 
In  a recent  paper  it  was  stated  that  clubbed  digits 
are  an  enigma.  They  are  indeed,  and  so  are  a 
number  of  other  nail  anomalies.  There  is  no  proof 
that  clubbing  is  a sign  or  a symptom  of  any  par- 
ticular internal  disease.  Some  nails  are  enigmatic 
to  some  extent.  Some,  like  the  nails  of  psoriasis, 
the  marks  of  occupation,  the  roentgen  damaged 
nails,  the  result  of  bitten  and  manicured  nails,  the 
nails  of  Darier’s  disease,  are  no  enigma. 

.■\  review  of  enigmatic,  semi-enigmatic,  non- 
enigmatic  nails,  was  presented. 

.1  Study  of  Ulcerative  Colitis  and  Circulating  Anti- 
bodies to  Milk  Proteins.  B.  Dudek,  H.  M.  Spiro 
and  W.  R.  Thayer,  Jr.  Gastroenterology  49:544, 
1965. 

In  an  attempt  to  correlate  the  high  incidence  of 
antibodies  to  milk  proteins  (lactalbumin,  lacto- 
globulin  and  casein ) in  ulcerative  colitis  to  the  re- 
ported increased  incidence  of  early  weaning  in  this 
disea.se,  a study  was  conducted  on  forty-one  patients 
aged  one  to  sixty-one  with  proven  ulcerative  colitis 
and  forty-one  age  and  sex  matched  controls.  All 


these  subjects  had  well  documented  history  of  their 
early  feeding  habits,  particularly  in  reference  to  the 
time  of  weaning.  The  tanned  red  cell  hemaggluti- 
nation technique  using  all  three  antigens  was  per- 
formed on  both  patients  and  control  sera.  Titres 
greater  than  1:4  were  considered  positive. 

In  the  ulcerative  colitis  group  sixteen  individuals 
were  breast  fed  and  twenty-five  were  bottle  fed. 
Xo  difference  (x^  test)  was  found  in  the  incidence 
of  positive  reactions  between  these  two  groups. 
Similarly  there  was  no  difference  in  the  over-all  in- 
cidence of  positive  reactions  to  the  milk  proteins 
in  the  ulcerative  colitis  group  when  compared  to 
the  normal  group  regardless  of  the  method  of  feed- 
ing. There  was  also  no  significant  difference  in  the 
titres  of  milk  antibodies  between  the  control  and 
ulcerative  colitis  patients.  Xo  significant  difference 
could  be  found  in  the  presence  of  circulating  anti- 
bodies to  milk  in  respect  of  age,  sex,  Jewish  descent, 
or  duration  of  disease;  further  the  presence  of,  or 
disposition  to,  allergic  disease,  or  the  amount  of 
milk  in  the  patient’s  diet  at  the  time  of  the  study 
were  not  related  to  the  results. 

Conclusion:  We  were  unable  to  confirm  the  re- 
ported increased  incidence  or  higher  titres  of  milk 
antibodies  between  ulcerative  colitis  patients  and 
those  in  matched  controls,  nor  did  there  seem  to  be 
any  relation  to  the  incidence  of  the  antibodies  be- 
tween breast  fed  and  bottle  fed  individuals.  It  is 
doubtful  that  the  presence  of  high  titre  antibodies 
to  milk  has  any  significance  in  the  etiology  of  ul- 
cerative colitis. 

PER/PHERAL  BRACHIAL  NEUROPATHY 
SECONDARY  TO  LIGHTNING  SHOCK 
WITH  RECURRENT  FRACTURES  OF  THE 
5TH  METACARPAL  BONE.  Case  Report. 
Stanley  D.  Simon,  Caroll  M.  Silver,  and  Henry 
M.  Litchman.  Clin.  Orthop.  32:100,  1964. 

An  unusual  case  is  presented  in  which  a man  who 
sustained  a fracture  of  his  5th  metacarpal,  after 
being  struck  by  lightning,  suffered  three  subsequent 
episodes  of  refracturing.  A cure  was  effected  by 
inlay  autogenous  bone  graft.  In  the  authors’  opin- 
ion, direct  effects  on  the  bone  of  the  lightning  shock 
and  accompanying  indirect  effects  on  the  sympa- 
thetic nervous  system  led  to  the  recurrent  fractures 
of  the  metacarpal. 
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mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
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LACTINEX  has  also  been  shown  to  be 
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Winthrop  announces 
new 

WinGe 

For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 


ANTACID 
TABLETS 
AND  LIQUID 


Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active-ingredient  weight 
in  gastric  acid  for  fast,  tong-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid- 
neutralizes  more  acid  faster  than  other  leading  antacids 


300- 


Rate  of  0.1  N hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* ^ 

*Hinkel,  E,  T.,  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity-2 tablets  or  teaspoons  about  Vi  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  Capacity.)WinGel.  trademark  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  | 


Finally  — a taste  your  patients  will  trujy  like 
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When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  PosturepediC  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 


Sealy  Posturepedic  is  designed  in  cooperation  with  leac 
ing  orthopedic  surgeons  for  good  sleeping  posture.  It 


have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


firmness,  providing  the  kind  of  support  acknowledge( 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  ti 
reduce  muscle  tension.  I 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


As  a doctor,  you  are  invited  to  take  advantage  of  a 
professional  discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic's  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,. Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr. 


Residence.. 


City. 


..Zone 


State 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN, 

OSealy.  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  0(1. 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 


Supplied;  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
sult package  circular. 


WALLACE  LABORATORIES 

iCranbury,  N.J.  CM' 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 
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USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

BURROUGHS  WELLCOME  & CO.  lU.S.A.)  INC.,Tllckahoe,N.Y. 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  m.d. 


1.  Round,  egg-like  tumors.  Grown  slowly  on  the 
scalp  for  years.  Pultaceous  consistency.  Color  of 
normal  skin  or  paler.  Common. 


2.  Lobulated,  pedunculated  masses  resembling  bunches 
of  grapes  on  the  scalp.  Rubber-like  consistency,  pink 
or  bluish.  Rare. 


For  Dermaquiz  Answers  — See  Page  503 


SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibilitg  of  organic  damage^ 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. i 
There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body. All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


‘‘Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.”^ 

‘‘[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. ”1° 

‘‘.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. ”i 

‘‘In  short,  treatment  is  indicated.”! 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 14 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.;  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  it  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTR  AX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


I 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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THE  RHODE  ISLAND  GENERAL  ASSEMBLY  — 1966 

Report  of  the  Committee  on  Public  Laivs  on  Health  and  Welfare 
Legislation  Considered  at  the  January  1966  Session 


With  the  passage  of  the  federal  r^Iedicare  legis- 
lation the  Rhode  Island  General  Assembh’  abolished 
the  state  medical  care  tax  of  wages  imposed 

on  employed  persons)  and  the  medical  care  fund, 
but  allowed  that  benefits  payable  under  the  pro- 
visions of  the  Medical  Care  Act  remain  unchanged. 
The  Assembly  also  passed  a resolution  memorial- 
izing the  Congress  to  enact  legislation  permitting 
persons  receiving  social  security  because  of  per- 
manent and  total  disability,  and  who  are  under 
the  age  65.  to  participate  in  the  federal  medicare 
program. 

h:ghway  safety 

Efforts  to  advance  programs  for  better  highway 
safety,  a project  the  Rhode  Island  Medical  Society 
has  actively  supported  for  years,  met  a more  fa- 
vorable response  from  the  legislators  than  in  any 
previous  session.  .\n  amendment  providing  for  given 
consent  to  a chemical  test,  to  determine  alcohol 
content  in  blood,  on  the  basis  of  having  a license 
to  drive  a motor  vehicle,  and  providing  a six  month 
license  suspension  for  refusal  to  submit  to  such  a 
test,  won  approval.  .Mso  passed  was  an  act  creating 
a permanent  joint  committee  on  highway  safety. 

Passed  by  the  House,  but  left  in  the  Senate  Ju- 
diciary Committee  file  was  an  important  bill  that 
would  have  protected  any  citizen  who  voluntarily 
and  gratuitously  rendered  reasonable  assistance  to 
any  person  injured  in  any  accident,  from  liability 
for  civil  damages  resulting  for  any  personal  injuries 
which  result  from  acts  or  omissions  by  such  persons 
rendering  aid.  Gross,  wilful  or  wanton  negligence, 
of  course,  would  not  be  protected.  In  spite  of  strong 
support  for  the  legislation  from  professional  health 
groups  and  interested  citizens,  the  bill  remained  in 
committee. 

Legislation  was  also  passed  amending  the  require- 
ments relating  to  written  reports  required  of  drivers 
of  vehicles  involved  in  accidents  resulting  in  injury 
or  death,  or  extensive  property  damage. 

EYE  protect:on 

A law  was  enacted  requiring  every  student,  teach- 
er, and  visitor  participating  in  certain  vocational, 
industrial  arts  and  chemical-physical  courses,  or 
laboratories  of  a school  or  college,  to  wear  eye  pro- 
tective devices  furnished  by  such  school  or  college 
and  approved  by  the  director  of  labor. 


Also  enacted  was  a statute  requiring  those  giving 
eye  examinations  to  report  within  30  days  to  the 
administrator  of  the  state  division  of  services  for 
the  blind  any  cases  of  persons  whose  eyesight  is 
20  '200th  or  less,  and  providing  penalties  for  non- 
compliance. 

HOSPITAL  CHARGES 

•A  thirteen  member  committee,  composed  mainly 
of  members  of  the  General  Assembly,  was  created 
to  investigate  hospital  room  rates  and  to  study  the 
advisability  of  placing  such  rates  under  state  regu- 
lation. 

.■\  bill  making  the  statute  relating  to  the  $1.25 
per  hour  minimum  wage  applicable  also  to  em- 
ployees of  hospitals  was  passed,  but  legislation  that 
would  repeal  the  section  of  the  general  laws  which 
grants  immunity  to  hospitals  from  liability  for  acts 
of  its  agents  as  a result  of  neglect,  carelessness, 
want  of  skill,  or  for  the  malicious  act,  or  for  the 
care  or  treatment  of  any  of  the  patients  or  inmates 
of  the  hospitals,  was  left  in  committee  files. 

MENTAL  HEALTH  LEGISLATION  PASSED 

Two  important  mental  health  acts  won  approval 
of  the  Assembly.  One  bill  provided  for  amendment 
of  the  existing  statutes  with  a new  chapter  relating 
to  the  provision  of  care  and  the  treatment  of  men- 
tally ill  persons,  and  it  stemmed  from  the  special 
commission  that  has  been  engaged  in  a study  of 
mental  health  in  Rhode  Island  for  the  past  year. 

The  second  bill  established  a Governor's  Coun- 
cil on  Mental  Health  consisting  of  the  state  di- 
rectors of  health,  education,  and  social  welfare, 
and  thirteen  other  members,  nine  of  whom  are  to 
be  named  by  the  Governor,  and  four  to  be  selected 
from  the  General  Assembly.  The  Governor's  ap- 
pointees are  to  be  drawn  from  medicine  (psychi- 
atry), psychology,  social  work,  nursing,  commerce 
and/or  industry,  labor,  law,  hospitals,  voluntary 
mental  health  organizations  and  community  health 
and  welfare  planning. 

WORKMEN'S  COMPENSATION 

The  state  Curative  Centre  Fund  was  increased 
by  raising  the  payments  by  insurance  companies 
and  self-insurers  from  1%  to  1^2%  on  gross  work- 
men’s compensation  premiums.  The  Assembly  also 
raised  the  payments  by  insurers  writing  workmen’s 
(Continued  on  page  450i 
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When  emergency  anesthesia  is 

complicated  by  the  common  cold 

Barry  Belonsky,  M.D.,  F.A.C.A. 

staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


lledical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 


Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.'  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out”^  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 


Complications  during  the  induction  ot  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.^ 

Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospasm  and  laryngospasm  can  result  frc 
secretions  penetrating  the  bronchi  and  bronchio 
In  laryngospasm,  there  are  both  inspiratory  and 
piratory  stridor  and  difficulty  in  inflating  the  che 
in  bronchospasm  there  is  an  expiratory  wheeze,  t 
not  as  much  difficulty  in  inflation,  although  soi 
resistance  may  be  felt.  Stridor  is  due  to  partial 
complete  closure  of  the  vocal  cords  in  spasm  and  t 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  produc 
difficulty  in  ventilation  through  the  mouth  until  t 
patient  is  deep  enough  to  place  an  oral  airway.  / 
intravenous  agent  can  be  given  to  facilitate  the 
duction  of  anesthesia. 

Difficulties  can  arise  if  intubation  is  performed  ^ 
ventilate  the  patient.  For  example,  teeth  can  i 
broken  by  too  vigorous  attempts  at  intubation, 
the  intubation  itself  may  be  technically  difficult  d 
to  secretions  obstructing  the  view  of  the  glottis.  T 
postoperative  sequelae  of  intubation  ranges  frc! 
mild  laryngitis  to  pneumonia  with  atelectasis,  a 
are  seen  far  more  commonly  in  patients  sufferi 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasm  which  produce  the  c ' 
acteristic  stridor  or  "crowing’  sound.  * 


implications  during  the  maintenance  of 

nesthesia  bi  'onchospasrn  can  occur  in  an  un- 
tubated  patient  due  to  secretions  entering  the  bron- 

Siial  tree  from  above,  and  acting  as  an  irritant  to 
le  bronchi  and  bronchioles.  Secretions  accumulate 
lickly  and  the  patient  has  to  be  suctioned  continu- 
|ly.  The  whole  cycle  of  coughing,  bucking,  laryngo- 
ijiasm  and  bronchospasm  may  ensue.  The  difficult 
'Incision  here  is  whether  it  is  better  to  suction  the 
ijitient  continually  or  to  use  an  endotracheal  tube 
hich  protects  the  cords  and  bronchi  but  introduces 
ue  risk  of  attendant  complications. 


[istoperative  complications  Postoperatively, 

nmplications  can  be  more  serious  than  even  the  intra- 
■lesthesia  complications,  and  occur  much  more  fre- 
lently  in  a patient  who  has  been  intubated. 

)re  throat  and  pharyngitis  can  result  both  from  the 
eoperative  upper  respiratory  infection  and  from 
e drying  of  the  mucous  membranes  which  occurs 
iring  anesthesia. 

acheitis  and  bronchitis  often  result  from  secre- 
ts trickling  down  the  tracheobronchial  tree. 

nyngitis  is  frequently  seen  in  patients  with  upper 
Ispiratory  infections  who  have  been  intubated, 
i here  is  a significant  increase  in  the  incidence  of 
ryngitis  compared  to  that  in  patients  without  up- 
i ;r  respiratory  infections. 

^ 'b glottic  edema  is  a condition  which  occurs  mainly 
children  who  have  been  intubated.  This  pathol- 
;ty  results  from  an  exudate  developing  in  the  areo- 
ly  tissue  just  below  the  cords.  Because  of  the  small 
‘ 'e  of  the  child’s  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatmenC’^’^’®  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

(concluded  on  following  page) 


Open  noses  nil  the  weay! 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed-release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 


Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


EachTriaminic’ 


timed-release  tablet  contains . . . 


Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


(Advertisement) 
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Cross  section  of  trachea  shoiving  subglottic  edema  and 
lumen  reduction  due  to  mucous  membrane  congestion. 

Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 

Prevention  of  oomplications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


come more  watery  under  humidification,  clear  morl] 
thoroughly  preoperatively  and  are  more  easily  su 
tioned  from  the  airway  during  anesthesia.  ! 

Give  intravenous  fluids  to  those  patients  who  appea| 
dehydrated  due  to  a cold.  In  a well  hydrated  patien  i 
the  respiratory  tract  secretions  are  less  viscid  an(j 
more  watery.  This  is  particularly  true  in  asthmatic!. 


Summary:  Administration  of  emergency  anesthi 
sia  to  a patient  with  a cold  or  upper  respiratory  ii! 
fection  can  lead  to  a chain  of  events  that  may  resul, 
in  increased  postoperative  morbidity  and  even  deatljl 
This  is  because  of  the  excess  secretions  formed  i)|' 
these  conditions.  Preoperative  measures  to  preveni: 
or  reduce  these  secretions  should  be  undertaken  an(| 
will  result  in  smoother  and  safer  anesthesia. 


lafarGDCGS  i.  eihs,  g.:  Anesthesia  and  the  Common  Cold,  Ane  v 
thesia,  1955,  Vol.  10,  p.  78.  2.  Smith,  R.  M.:  Anesthesia  for  Infants  an  « 
Children,  1963,  p.  353.  3.  Gillespie,  Noel  A.:  Endotracheal  Anesthesi  a 
1963,  p.  155  et  seq.  4.  Smith,  R.  M.:  Anesthesia  for  Infants  and  Childre 
1963,  p.  353.  5.  Written,  F.  W.:  Postoperative  Laryngeal  Stridor,  Britis  c 
Journal  of  Anesthesia,  1966,  Vol.  38,  p.  73.  6.  Snyder  & Gants:  Respir  I 
tory  Obstruction  at  the  Glottic  Level,  Anesthesiology,  1953,  Vol.  14,  ' 
195.  7.  Doming,  M.  V.  & Oech,  S.  R.:  Steroid  and  Antihistaminic  Therap 
for  Postintubation  Subglottic  Edema  in  Infants  and  Children,  Anesthes  • 
ology,  1961,  Vol.  22,  p.  933.  8.  Gillespie,  Noel  A.;  Endotracheal  Ane 
thesia,  1963,  p.  118. 


An  expectorant  that  makes  coughs  count  by  ir 
creasing  respiratory  tract  fluid  nearly  200%- 
plus  an  oral  decongestant  to  relieve  a probabk 
cause  of  cough,  postnasal  drip.  Your  patient: 
receive  these  benefits  when  you  prescribe... 

Triaminic"^  Expectorant 


Each  teaspoonful  (5  ml.)  contains; 

Phenylpropanolamine  hydrochloride  12.5  mg  , 

Pheniramine  maleate 6.25  mg  ' 

Pyrilamine  maleate  6.25  mg  | 

Glyceryl  guaiacolate  100  mg  I 

Alcohol  5%  ' 


Dosage:  Adults— 2 teaspoonfuls;  Children  6 tc 
12  years— 1 tsp.;  Children  1 to  6 years— % tsf 
Administer  every  four  hours.  Side  effects:  Occ< 
sional  drowsiness,  blurred  vision,  cardiac  palp 
tations,  flushing,  dizziness,  nervousness,  oi  i 
gastrointestinal  upsets.  Precautions:  The  pJ 
tient  should  be  advised  not  to  drive  a car  or  opei 
ate  dangerous  machinery  if  drowsiness  occurs 
Use  with  caution  in  patients  with  hypertensior 
heart  disease,  diabetes  or  thyrotoxicosis. 

(Advertisemen, 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


I 

\ 

/ 
/ 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island's  only  Producer  of  Certified  Milk 
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GENERAL  ASSEMBLY 

(Concluded  from  Page  448) 

compensation  insurance  from  1^  to  2%  for  the 
Second  Injur\-  Fund. 

The  workmen's  compensation  law  was  amended 
to  require  that  the  employer  pay  a totally  incapa- 
citated employee  receiving  temporary  disability  in- 
surance, 66  2/3 ‘/e  of  his  average  weekly  wage,  with 
a ma.ximum  of  $45  and  a minimum  of  $20,  and  to 
an  employee  not  receiving  such  insurance  66  2 '3/f 
of  his  average  weekly  wage  with  a maximum  of  $50 
and  a minimum  of  $25. 

AIR  AND  WATER  POLLUTION  ACTS 

.■\n  act  amending  in  its  entirety  the  chapter  in 
the  general  laws  relating  to  ‘‘smoke  abatement,” 
and  amending  the  statute  entitled  ‘‘Water  pollu- 
tion,’’ and  providing  for  the  consolidation  and  re- 
organization of  various  functions  in  the  field  on  air 
and  water  pollution  won  endorsement  of  the  As- 
sembly. Water  pollution  control,  by  a special  act, 
was  placed  under  the  jurisdiction  of  the  state  di- 
rector of  health,  and  a five  member  advisory  board 
w'as  established, 

MISCELLANEOUS  ACTS 

The  -Assembly  commended  the  Rhode  Island  Me- 
dical Society  for  its  outsanding  End  Measles  Cam- 
paign, voted  $3,000  each  to  the  .American  Legion 
and  the  Veterans  of  Foreign  Wars  for  their  blood- 
mobile  programs,  extended  to  January  1,  1967  the 
time  for  the  special  study  commission  on  drug  ad- 
diction to  report,  voted  to  extend  financial  assist- 
ance to  ontinue  the  operation  of  the  Chapin  Hos- 
pital in  Providence,  and  established  a consumer's 
council  over  the  Governor’s  veto  of  such  legislation. 

Legislation  of  particular  interest  to  physicians 
that  was  left  in  committee  files  included  a bill  that 
would  force  Physicians  Service  to  admit  chiroprac- 
tors as  participating  physicians  in  its  program, 
that  would  legalize  abortion  under  speified  condi- 
tions, and  that  would  provide  that  the  physician- 
patient  privilege  shall  not  be  a ground  for  excluding 
evidence  regarding  a child's  abuse,  neglect  or  injury, 
or  the  cause  thereof,  in  any  judicial  proceeding  re- 
sulting from  a report  piirsuant  to  the  child  abuse 
statute. 


Did  You  Knotc? 

• That  the  common  cold  costs  the  .American 
people  $5  billion  annually  in  lost  wages,  lost 
production,  and  medical  e.xpenses. 

• That  due  to  colds,  more  than  150  million 
days  per  year  are  lost  from  the  U.S.  work  force. 

• That  more  than  20  million  people  suffer 
from  colds  on  any  wintry  day. 


Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a Second  aid  for  a 

button  popper  button  popper 


Bamadex*  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine*  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 
hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 


lications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
sitive  organisms. 

le  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
:asional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
sinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
hts,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
ual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions, 
rked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
ef  convulsions  in  a few  patients. 

icautlons:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
e during  prolonged  treatment.  Pending  further  experience,  like  most 
smotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
rere  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
turred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
lecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
iction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
eful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

en  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
agent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
ie-positive  reaction. 

sage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
ly)  lor  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  is  indicated, 
dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
aroximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
ided  doses.  The  dosage  recommended  above  for  adults  and  children 
>uld  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
rsician.  Until  further  experience  is  gained,  Infants  under  1 month 
>uld  not  be  treated  with  the  drug. 

w supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
ntly  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
ties  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

ferences:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
luest.  (2)  Bush,  I.  M.,  Orkin,  L,  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
timicrobial  Agents  and  Chemotherapy -1964,  Ann  Arbor,  American 
ciety  lor  Microbiology,  1965,  p.  722. 


^infhrop 

inthrop  Laboratories,  New  York,  N.  Y.  10016 


nalidixic  acid 


a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystaliuria,  ototoxic. or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.^ 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli.  Klebsiella,  Aerobacter, 
Proteus.  Paracolon  or  Pseudomonas^. , . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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GLUCOLA. 

Carbonated  Preparation  for  j 
Carbohydrate  Tolerance  Tests  ’• 

NEW  I 


. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


i 


i 


Glucola' 

e»siio 

PREPARATION 
fOR  GLUCOSE 
TOLERANCE  TEST 

riiiHT  nasiiii: 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753, rz,*. 

•The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier:  I 

cartons  of  12  7 oz  bottles  (6  bottles  Ames  Company,  Inc.  y[,\ 

per  pack,  2 packs  per  carton).  ! Elkhart,  Indiana 


i 


4 

I 

J 

i 


in 

chronie 

illness 

B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  fonnulatcd  to  meet  the 
increased  metabolic  demands  of  patients  with  ph\'siologic  stress.  In  chronic  ill- 
ness, as  with  many  stre.ss  conditions,  STRESSCAPS  vitamins  are  therapy. 

Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B^  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake;  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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BLOOD  BANK  COMMITTEE 
Enold  H.  Dahlquist,  M.D..  Chairman 
Salvatore  R.  Allegra,  ^I.D. 

Jacob  Dyckman,  M.D. 

Leroy  W.  Falkinburg,  M.D. 

Joseph  Hansagi,  M.D.  (Kent) 

William  A.  McDonnell,  M.D. 

Gary  Paparo,  INl.D.  (Pawtucket) 

Richard  W.  Perry,  i\I.D. 

Richard  Singer,  M.D.  (Washington) 
CANCER  COMMITTEE 

George  \'.  Coleman,  iNI.D.  Chairman 
Ira  H.  Anjoorian,  M.D. 

Herbert  Fanger,  iSI.D. 

J.  Merrill  Gibson,  M.D.  (Washington) 
David  R.  Hallmann,  M.D.  (Pawtucket) 
Louis  A.  Leone,  M.D. 

Henry  C.  McDuff,  M.D. 

J.  Douglas  Xisbet,  iM.D.  (Kent) 

Thomas  Perry,  Jr.,  iM.D. 

Clarence  H.  Soderberg,  Jr.,  IM.D. 

George  W.  Waterman,  M.D. 
CHILD-SCHOOL  HEALTH  COMMITTEE 
John  E.  Farley,  M.D.,  Chairman 
John  T.  Barrett,  M.D. 

Briand  Beaudin,  M.D.  (Kent) 

Oscar  Dashef,  M.D.  (Woonsocket) 

Elmer  T.  Gale,  M.D.  (Washington) 
Rudolph  A.  Jaworski,  M.D.  (Pawtucket) 
^laurice  W.  Laufer,  M.D. 

William  L.  Leet,  IM.D. 

Robert  M.  Lord,  Jr.,  M.D. 

Betty  Mathieu,  M.D. 

Paul  X'eiberg,  M.D. 

William  P.  Shields,  M.D. 

Wilson  Utter,  M.D. 

DIABETES  COMMITTEE 

Bias  Moreno,  M.D.,  Chairman  ( F’awtucket) 
Paulo  A.  Botelho,  M.D.  (Bristol) 

Edward  A.  Casey,  M.D. 

William  P.  Corvese,  M.D. 

•Alton  Curran,  M.D. 

John  F.  W. Gilman,  M.D. 

Russell  P.  Hager,  M.D. 

Hubert  Holdsworth,  M.D.  (Bristol) 

Henry  F.  Izeman,  M.D. 

Edward  Keene,  M.D.  (Kent) 

William  L.  Leet,  M.D. 

Betty  B.  Mathieu,  M.D. 


William  E.  Reeves,  AI.D. 

Albert  F.  Tetreault,  M.D. 

DISASTER  COMMITTEE 

John  B.  Lawlor,  M.D.,  Chairman 
Richard  G.  Bertini,  M.D.  (Pawtucket) 
Joseph  Delfino,  AI.D. 

Robert  W.  Drew,  AI.D.  (Bristol) 

Wilfrid  V.  Ethier,  AI.D.  (Woonsocket) 
Stanley  Freedman,  AI.D. 

Francis  E.  Hanley,  AI.D.  (Pawtucket) 
Joseph  S.  Karas,  ALD. 

William  S.  Klutz,  AI.D. 

Henry  Litchman,  M.D. 

James  B.  Moran,  M.D. 

John  D.  Pitts,  AI.D. 

Gerald  Rock,  Al.D.  (Kent) 

John  R.  Stuart,  M.D. 

FUTURE  OF  THE  PRIVATE  PRACTICE  OF 
MEDICINE  COMMITTEE 
Albert  S.  Anderson,  M.D.,  Chairman 
Paulo  Botelho,  M.D.  (Bristol) 

Roger  Berard,  M.D.  (Woonsocket) 

.Albert  Gaudet,  AI.D.  (Pawtucket) 

Edward  L.  Gould,  M.D.  (Kent) 

Louis  Alorrone,  M.D.  (Washington) 
Frederick  Peirce,  M.D.  (Xewport) 

.Albert  F.  Tetreault,  M.D. 

HIGHWAY  SAFETY  COMMITTEE 
John  .A.  Dillon,  M.D.  Chairman 
Joseph  Caruolo,  M.D. 

Brian  .A.  Dorman,  M.D. 

Raymond  McKendall,  AI.D. 

Thomas  C.  AlcOsker,  AI.D. 

Thomas  Nestor,  AI.D.  (Washington) 

John  D.  Pitts,  M.D. 

MATERNAL  HEALTH  COMMITTEE 

Stanley  D.  Davies,  AI.D.,  Chairman  (Kent) 
Harold  L.  Beddoe,  AI.D. 

J.  Kenneth  Beezer,  M.D. 

Bertram  H.  Buxton,  Jr.,  M.D. 

John  E.  Carey,  AI.D.  (Newport) 

Francis  V.  Corrigan,  M.D. 

Ernest  L.  Dupre,  M.D.  (Woonsocket) 
Walter  R.  Durkin,  M.D. 

Herbert  Ebner,  M.D. 

Louis  J.  Fuhrmann,  M.D. 

William  J.  AlacDonald,  AI.D. 

Joseph  J.  O'Neill,  AI.D.  (Washington) 
(Continued  on  Page  458) 


For  multiple  contraceptive  action 

% 


inhibition  of  ovulation 


Norinyr..b^. 

(norethindrone  2 mg.  c mestranol  0,1  mg.) 

multiple  action  that  has  produced 
a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness, 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus’-i^  and  an  acceleration 
of  endometrial  changes. With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


f 

I 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications  ; Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning;  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions;  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation, Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects;  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References;  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans.  F.  E.:  Canad  Med  Ass  J 92  287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
43:529  (Mar.)  1964,  4.  Cohen,  M,  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calit..July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6,  Rice-Wray,  E,, 
Goidzieher,  J,  W,,  and  Aranda ■ Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964  9.  Tyler,  E.  T.: 
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CHRONIC  OBSTRUCTIVE  PULMONARY  EMPHYSEMA 

A Review,  With  Special  Reference  To  Its  Relation  To  Cigarette 

Smoking 

ALEX  :M.  burgess,  m.d.  and  SAMUEL  B.  BURGESS,  m.d. 


The  Authors.  Alex  M.  Burgess,  M.D.,  Director  of  Medi- 
cal Education,  Miriam  Hospital,  Providence,  R.l. 
Samuel  B.  Burgess,  M.D.,  Pathologist,  Glover  Hospital, 
Needham,  Massachusetts. 


It  has  long  been  realized  that  the  term  “chronic 
bronchitis”  has  been  used  in  England  in  recording 
cases  which  in  this  country  would  be  listed  as  “em- 
physema.” Recent  studies,  however,  especially  those 
of  Burrows,  Eletcher,  and  their  colleagues,^  ^ car- 
ried on  in  London  and  Chicago  simultaneously, 
have  indicated  that  obstructive  lung  disease  can  be 
( 1 ) characterized  by  marked  damage  to  respiratory 
ducts  and  alveoli  producing  the  lesions  which  are 
known  as  centrilobular  and  panacinar  emphysema 
(type  A);  or  (2)  showing  a preponderance  of  in- 
flamatory  lesions  of  the  smaller  and  terminal  bron- 
chi and  relatively  little  evidence  of  the  destruction 
of  the  structures  distal  to  these  air  passages  (type 
B).  They  describe  a third  group  in  which  they 
found  it  impossible  to  determine  which  type  of 
lesion  predominates  (type  C).  These  studies  were 
carried  out  by  these  authors  on  similar  groups  in 
London  and  Chicago.  We  feel  that  it  is  sufficient 
to  say  that  for  the  purposes  of  this  review,  the 
term  emphysema  will  be  used  to  indicate  all  of 
these  three  types  of  chronic  obstructive  lung  disease. 

Despite  the  mass  of  material  concerning  pulmo- 
nary emphysema  that  has  been  published  in  the 
medical  literature  of  this  and  other  countries  dur- 
ing the  past  ten  years,  the  profession  in  general 
does  not  seem  to  have  thoroughly  evaluated  the 
facts  concerning  this  condition.  These  facts,  we 
believe,  can  be  summarized  as  follows:  (1)  the 
mortality  resulting  from  this  condition  is  compara- 
ble to  that  caused  by  bronchogenic  carcinoma;  (2) 
the  morbidity  is  much  greater  than  that  due  to 
bronchogenic  carcinoma;  and  (3)  the  principal  ex- 
citing cause  of  these  two  conditions  is  identical. 
The  major  etiological  factor  in  both  conditions  is 
the  inhalation  of  polluted  atmosphere,  and  by  far 
the  commonest  pollutant  is  cigarette  smoke.  This, 
when  inhaled,  reaches  the  lungs  in  a concentration 
far  in  excess  of  any  other  noxious  pollutant  that 


is  found  in  the  air  to  which  human  beings  are  ex- 
posed even  in  the  most  highly  industrialized  areas 
of  the  modern  world.  It  should  be  regarded  as  in- 
tense, individual  air  pollution.  In  this  communica- 
tion we  shall  review  some  the  major  investigations 
on  which  these  opinions  are  based. 

Other  factors  undoubtedly  also  play  a role.  Cer- 
tainly the  occurrance  of  infection  greatly  increases 
the  damage  that  is  done,  and  often  acute  bronchitis 
or  penumonia  change  the  status  of  the  patient  from 
a respiratory  cripple  who  still  can  get  about  a little 
to  a person  who  is  critically  ill.  It  is  also  quite  pos- 
sible that  Individual  susceptibility  varies  considera- 
bly, and  a tendency  to  develop  the  condition  has 
been  noted  in  certain  families.^  ^ 

Daily  experience  in  medical  wards  and  even  a 
cursory  reading  of  what  has  been  observed  and 
recorded  makes  it  clear  that  this  disease  is  as  im- 
portant as  a cause  of  human  suffering  as  was  pul- 
monary tuberculosis  in  the  pre-antibiotic  era.  From 
a public  health  point  of  view,  of  course,  neither 
obstructive  pulmonary  emphysema  nor  bronchogenic 
carcinoma  can  be  compared  with  tuberculosis,  as 
they  are  not  transmittable.  They  cause  suffering  to 
the  patient  only,  and  no  harm  to  other  individuals 
except  as  the  medical  care  of  the  patient,  his  in- 
creasing invalidism,  and  his  death  may  be  a burden, 
an  economic  catastrophe,  and  a sorrow  to  his  fami- 
ly. They  are  basically  non-contagious  although  it 
is  possible  that  intercurrent  infections  which  may 
occur  might  be  transmitted. 

As  an  example  of  expert  opinion  on  the  impor- 
tance of  pulmonary  emphysema,  one  of  the  authors 
remembers  having  asked  one  and  later  another  of 
the  best  known  American  thoracic  surgeons  if  he 
believed  that  pulmonary  emphysema  is  a more  dam- 
aging result  of  cigarette  smoking  than  is  broncho- 
genic carcinoma.  In  both  instances  the  answer  was 
“yes.”  R.  H.  Kampmeier  has  stated:  “I  am  sure 
that  many  a clinician  will  agree  with  me  that  the 
terminal  months  from  decompensated  emphysema 
may  be  a more  horrible  e.xperience  than  it  is  in 
some  instances  of  bronchogenic  carcinoma.”®  In 
(Continued  on  next  page) 
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our  experience  this  is  an  understatement,  and  the 
many  months  and  often  years  of  life  as  a respiratory 
cripple  have  ordinarily  no  parallel  in  the  experi- 
ence of  the  sufferer  from  carcinoma  unless,  as  is 
very  often  the  case,  he  also  suffers  from  emphysema 
which  has  reached  the  disabling  stage.  Emphysema 
is  noted  to  be  the  most  common  cause  of  death 
among  recipients  of  Social  Security  payments  in 
the  U.S.A.'* 

We  believe  that  it  has  been  clearly  shown  that 
the  inhalation  of  cigarette  smoke  is  the  major  factor 
in  causing  bronchogenic  carcinoma.  In  this  com- 
munication we  plan  to  review  the  relation  of  ob- 
structive pulmonary  emphysema  to  the  same  atmos- 
pheric pollution.  We  shall  also  add  a short  study  of 
our  own,  the  result  of  which  stimulated  us  to  at- 
tempt this  summary  of  a number  of  most  significant 
investigations  of  the  subject  and  to  report  them  as  a 
review  with  the  addition  of  our  own  observations, 
PATHOLOGY  OF  EMPHYSEMA 

Emphysema  is  defined  as  ‘‘a  condition  of  the  lung 
characterized  by  increase  beyond  the  normal  in  the 
size  of  air  spaces  distal  to  the  terminal  bronchiole 
either  from  dilation  or  from  destruction  of  their 
walls.”  The  World  Health  Organization  and  the 
American  Thoracic  Society  propose  that  the  word 
•‘emphysema"  should  imply  destructive  changes  and 
should  be  defined  as  ‘‘a  condition  of  the  lung  char- 
acterized by  increase  beyond  the  normal  in  the  size 
of  air  spaces  distal'  to  the  terminal  bronchioles  with 
destructive  changes  in  their  walls.”  Accepting  this 
definition  does  not  commit  us  to  any  etiologic  me- 
chanism but  does  give  us  a basis  on  which  to  de- 
scribe the  anatomic  pathology  of  this  condition. 
Eurthermore,  it  effectively  excludes  so-called  ‘‘senile 
emphysema”  which  is  not  generally  accepted  as  true 
emphysema,^  and  it  largely  excludes  congenital  bleb 
formation  (most  of  these  are  generally  simple  di- 
latation without  destruction.) 

The  gross  pathology  of  emphysema  is  that  of  a 
large,  bulky  lung  which  does  not  collapse  as  exten- 
sively as  the  normal  when  removed  from  the  chest. 
^^'hile  this  failure  to  collapse  has  been  attributed  to 
loss  of  elasticity,  this  seems  insufficient  to  explain 
this  characteristic,  and  most  workers  now  feel  that 
collapse  of  airways  with  resultant  air  trapping  is 
probably  responsible.  Increased  collapsability  of  the 
medium-sized  bronchi  has  been  demonstrated  by 
\\'right*,  and  other  workers  have  demonstrated,  as 
noted  below,  obstruction  at  the  level  of  the  smaller 
air  passages. 

The  concept  of  the  pathogenesis  of  pulmonary 
emphysema,  as  originally  described  by  Laennec®  was 
that  of  the  over-inflation  of  the  lung  in  consequence 
of  narrowing  of  the  bronchi  by  inflammation  and 
accumulation  of  mucoid  secretions  and  trapping  of 
air  behind  this  obstructive  process  by  a valve  action. 


This  concept  has  been  refined  and  elaborated  by 
subsequent  workers  and  many  feel  that  the  obstruc- 
tion is  secondary  to  parenchymal  changes  but  never- 
the  less  an  important  factor  in  the  development  of 
the  condition. 

The  details  of  the  microscopic  damage  to  the 
respiratory  bronchioles  and  alveoli  in  emphysema 
have  been  studied  carefully  by  McLean^”  and  by 
Heppleston  and  Leopold.”  Although  they  are  not 
entirely  in  agreement  concerning  the  exact  location 
and  nature  of  the  damage  to  the  structures  distal 
to  the  terminal  bronchioles,  it  is  clear  from  their 
work  that  emphysema  of  the  centrilobular  or  com- 
bined centrilobular  and  panacinar  types,  such  as  are 
found  in  the  lungs  of  heavy  smokers,  involves  in- 
flamatory  changes  in  the  terminal  and  respiratory 
bronchioles  with  obstruction  to  the  outflow  of  air. 
iMcLean  states  his  opinion  that  the  structural 
change  in  emphysema  is  dilation  of  the  air  passages 
distal  to  the  terminal  bronchioles  and  the  break- 
down of  their  walls.  He  states  that  emphysema  is 
seen  to  be  the  result  of  mechanical  forces  exerted 
by  air  trapped  beyond  obstructed  bronchioles.  This, 
which  is  much  the  commonest  type  of  emphysema- 
tous change,  applies  especially  to  the  emphysema 
which  is  due  to  the  inhalation  of  cigarette  smoke. 
(Figs.  I and  H). 


ALVEOLUS 


*Fig  1.  Diagram  of  the  normal  anatomy  of  the  res- 
piratory potion  of  the  bronchiolar  tree.  T.B.^terminal 
bronchiole.  R.B.l,  2 and  3=  order  of  respiratory  bron- 
chiole. A. D. “alveolar  duct. 


By  ingenious  experiments  in  cows’  lungs,  Hilding 
determined  that  materials  contained  in  cigarette 
smoke  penerate  beyond  the  terminal  bronchioles. 
He  also  found  that  cigarette  smoke  definitely  slows 
or  stops  ciliary  action.”  In  discussing  these  experi- 
mental findings  and  on  the  basis  of  these  and  other 
studies,  Hilding  concludes  that  tar  droplets  from 
cigarette  smoke,  bypassing  of  course  the  cleansing 
action  of  the  nose,  are  deposited  throughout  the 
whole  trachea-bronchial  tree,  even  beyond  the  mov- 
ing blanket  of  mucus  which  would  carry  them  to- 
ward the  larynx  if  ciliary  action  were  normal.  It  is 
apparently  these  or  other  materials  in  the  smoke 
which  exert  damaging  action  on  the  walls  of  the 
respiratory  bronchioles  and  the  alveoli. 

In  discussing  the  histologic  changes  in  the  lungs 
of  cigarette  smokers,  .Auerbach^''^  describes  rupture 
of  alveolar  septums  as  well  as  fibrosis,  thickening 
and  ‘"pad-like”  attachments  to  them.  He  also  men- 
tions thickening  of  the  walls  of  arterioles  and  small 
arteries.  These  changes,  he  noted,  were  definitely 
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*Fig  2.  The  microanatomy  of  centrilobar  emphysema 
A,  diagrammatic  lesions.  Broken  arrows  indicate  the 
course  of  the  parent  bronchioles,  which  arose  from 
a common  stem.  Short  continuous  arrow  indicates  an 
alveolar  duct  in  free  communication  with  an  emphy- 
sematous space.  A lobular  septum  occurs  in  the  upper 
part  of  the  illustration.  Original  magnification  X 10. 

associated  with  cigarette  smoking.  They  increased 
with  age  but  were  considerably  less  marked  in  non- 
smokers  aged  70  than  in  smokers  even  under  age  45. 
These  observations  were  based  on  the  autopsy  find- 
ings in  1,582  autopsies  on  the  bodies  of  male  pa- 
tients. 

Mitchell’s  studies’^  indicated  that  when  inhaled 
cigarette  smoke  is  retained  30  seconds  before  ex- 
pelling it,  97  per  cent  of  the  smoke  particles,  tar, 
and  other  particulate  matter  is  retained  in  the 
respiratory  tract;  and  even  if  it  is  expelled  promptly 
after  inhaling,  82  per  cent  is  retained. 

STATISTICAL  DATA 

If  we  turn  to  statistical  studies  which  for  the 
most  part  consist  of  comparison  between  the  oc- 
currence of  clinical  and  pathological  evidence  of 
emphysema  and  impairment  of  pulmonary  function 
in  smokers  and  non-smokers,  there  are  very  many 

*Figures  reprinted  by  permission  of  American  Journal 
of  Medicine  and  the  authors,  G.  Heppleston  and 
J.  G.  Leopold. 
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such  reports  in  recent  literature.  few  of  them  will 
be  cited.  The  only  one  which  appears  to  suggest 
that  heavy  smoking  is  really  innocuous  is  a report 
by  Cohen  and  Heiman,  both  of  whom  are  connected 
with  the  American  Tobacco  Company. This  study 
involves  mortality  data  for  I43/2  years  of  11,000 
employees  of  cigarette  companies.  Their  statistics 
indicate  a lower  mortality  rate  “for  all  causes,  for 
cancer,  for  respiratory  cancer,  and  for  heart  and 
coronary  disease  than  the  expectancy  for  a popula- 
tion in  general!”  Chronic  bronchitis  and  emphyse- 
ma are  not  mentioned.  Statistical  studies  of  this 
type  are  difficult  to  evaluate,  but  the  report  con- 
trasts sharply  with  that  described  below. 

In  contrast  to  these  statistical  studies  of  the  em- 
ployees in  the  manufacture  of  cigarettes,  Hammond 
and  Horn*®  in  a 44  month  follow-up  study  of  187,- 
783  men,  aged  50  to  70,  found  in  smokers  increased 
death  from  many  diseases  including  cancer,  cardiac 
and  vascular  disease,  peptic  ulcer,  and  e.specially 
“non-malignant  pulmonary  disease.’’ 

That  pulmonary  damage  occurs  early  in  the  life 
of  the  smoker,  even  though  it  does  not  become  dis- 
abling until  later,  is  suggested  by  the  report  of 
Krumholz*”  and  his  associates.  They  studied  10 
young  chronic  cigarette  smokers  and  found  that 
after  three  weeks  of  abstinence  from  smoking  there 
occurred  increases  in  expiratory  peak  flow  and  pul- 
monary diffusing  capacity  while  the  heart  rate,  oxy- 
gen debt,  and  the  ratio  of  oxygen  debt  to  total 
increase  in  oxygen  function  were  significantly 
changed  for  the  better.  After  six  weeks  of  no  smok- 
ing the  improvement  increased  further.  Previously 
Krumholz*®  and  his  colleagues  had  studied  18  young 
subjects,  9 of  whom  had  smoked  one  package  a day 
for  at  least  five  years  and  9 of  whom  had  not 
smoked  at  all  for  5 years.  These  two  groups  av- 
eraged 30  and  31  years  in  age  respectively.  The 
smokers  showed  a greater  accumulation  of  oxygen 
debt  during  exercise,  decreased  diffusing  capacity 
at  rest  and  with  e.xercise,  and  decreased  total  lung 
capacity,  respiratory  capacity,  and  vital  capacity 
than  did  the  group  of  non-smokers. 

Studies  in  older  patients  who  were  up  and  about 
and  whose  average  age  was  70  years  were  carried 
out  by  Barker.*®  He  tested  19  male  non-smokers 
and  17  elderly  male  smokers  and  found  that  the 
non-smokers  were  superior  to  the  smokers  in  average 
vital  capacity,  in  one-second  forced  expiratory  vol- 
ume, and  in  maximum  breathing  capacity.  In  a 
somewhat  similar  study  Flick  and  Paton^®  tested 
222  male  patients  at  the  Seattle  Veterans  Adminis- 
tration Hospital  using  but  one  test,  maximum  expi- 
ratory flow,  (M.E.F.)  which  they  consider  to  be 
the  best  single  screening  test  for  emphysema.  They 
found  that  non-smokers  showed  minimal  changes 
(Continued  on  next  page) 
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in  M.E.F.  up  to  age  70.  Heavy  smokers,  they  noted, 
show  more  loss  in  M.E.F.  than  do  light  smokers, 
and  those  who  habitually  leave  short  butts  more 
than  those  who  leave  longer  ones.  Habitual  cough 
and  raising  of  sputum  and  “chest  colds”  they  noted 
are  commoner  in  smokers  than  in  non-smokers. 
They  found  that  smokers  show  a loss  of  M.E.F. 
in  their  30's  which  is  progressive  with  advancing 
age.  They  conclude  from  their  studies  that  cigarette 
smoking  is  the  likely  cause  of  diffuse  hypertrophic 
■‘idiopathic’’  emphysema. 

Many  other  significant  studies  of  a nature  similar 
to  those  mentioned  have  been  made  such  as  the 
study  of  133  women  (88  smokers  and  45  non- 
smokers)  by  Webster-^  which  showed  results  in 
general  similar  to  those  noted  in  the  men  by  Flick 
and  Paton. 

-A  large  number  of  other  studies  could  be  men- 
tioned which  appear  to  indicate  clearly  that  ob- 
structive emphysema  is  very  common  in  smokers 
and  very  rare  in  non-smokers.  One  very  significant 
report  by  Dysinger  and  his  associates  will  be  men- 
tioned.-- Its  title  is  ‘‘Pulmonary  Emphysema  in  a 
Xon-Smoking  Population.”  A group  of  47,866  Sev- 
enth Day  Adventists  who  traditionally  do  not  smoke 
were  registered  in  this  investigation.  The  number 
of  deaths  primarily  due  to  emphysema  or  with  em- 
physema as  a secondary  cause  in  a five  year  period 
was  recorded  and  compared  with  the  current  re- 
corded rate  in  the  general  population  of  California 
where  all  of  this  group  lived.  It  was  stated  that  the 
members  of  the  Seventh  Day  Adventists  group  were 
subjected  to  not  much  if  any  difference  in  air  pol- 
lution than  the  average  citizen  of  the  state.  The 
study  showed  4 deaths  due  to  emphysema  while 
the  current  California  rate  was  22.  Fourteen  deaths 
were  due  to  emphysema  as  a secondary  cause  where- 
as the  current  California  rate  was  51.  It  is  interest- 
ing that,  when  these  figures  had  been  obtained,  the 
ne.xt  of  kin  of  10  of  the  patients  in  whom  emphy- 
sema was  listed  as  a cause  of  death  were  contacted; 
and  every  one  had  been  a heavy  smoker,  despite 
his  religious  affiliation. 

There  have  been  a large  number  of  investigations 
similar  those  which  have  been  mentioned.  The  ex- 
tensive studies  at  Berlin,  Xew  Hampshire, a simi- 
lar survey  in  Chilliwack,  British  Columbia,'^  an 
e.xamination  of  1,584  postal  employees,  and  many 
others  are  worth  mentioning  but  need  not  be  re- 
viewed in  detail.  They  all  emphasize  the  correlation 
between  the  occurrence  of  chronic  pulmonary  em- 
physema and  the  inhalation  of  tobacco  smoke. 

Our  own  exjierience  with  this  disease  impelled  us 
to  make  a simple  study  of  clinical  records  in  three 
hospitals  in  Rhode  Island.  We  are  aware  that  many 
patients  who  deny  the  smoking  of  cigarettes  when 
their  history  is  being  recorded  will,  if  carefully  ques- 


tioned, later  admit  heavy  smoking  in  the  past.  We 
decided,  however,  to  use  the  information  exactly  as 
stated  in  the  records  and  find  out,  if  possible,  what 
correlation  we  could  discover  between  a history  of 
cigarette  smoking  and  a diagnosis  of  pulmonary 
emphysema. 

We  have  included  all  patients  for  whom  a diagno- 
sis of  emphysema  was  entered  on  the  record  and  a 
history  as  to  the  use  of  tobacco  was  recorded.  Be- 
yond a doubt  we  have  included  a number  of  pa- 
tients with  “senile  emphysema,”  and  in  several  in- 
stances this  diagnosis  was  made.  The  inclusion  of 
senile  emphysema  and  the  fact  that  a patient’s  state- 
ment that  he  does  not  smoke  may  mean  that  he  no 
longer  smokes  but  formerly  did,  introduce  an  error 
which  would  tend  to  increase  the  number  of  people 
listed  as  non-smokers.  Xevertheless,  there  were  but 
fifteen  emphysematous  patients  who  denied  smok- 
ing. (Table  I ). 

TABLE  I 

SMOKING  HABITS  OF  204  PATIENTS 


Alore  than 

1 pack  per  day 

97 

•Average 

1 pack  per  day 

79 

Less  than 

1 pack  per  day 

15 

Non-smokers 

15 

206 

Non-smokers  with  emphysema  72% 


A study  of  the  records  of  the  15  patients  who 
denied  having  been  smokers  (Table  II)  indicates 
that  at  least,  two  who  had  been  ‘‘gassed”  in  World 
^^’ar  I,  had  a reasonable  cause  for  their  emphysema 
which  began  at  an  age  which  they  were  apparently 
too  young  to  have  had  the  long  exposure  usually 
associated  with  the  development  of  the  condition  in 
smokers.  Although  it  has  been  shown  that  the  ten- 
dency to  emphysema  increases  with  age,  only  two 
elderly  individuals  (Table  II)  clinically  diagnosed 
as  having  emphysema  were  said  to  be  non-smokers 
and  probably  had  “senile  emphysema.” 

TABLE  II 

RECORDS  OF  THE  15  NON-SMOKERS 


(Male — 8 and  Female — 7) 

Gassed  in  World  War  I 2 

Exposed  to  cotton  dust  1 

Diagnosis  .Asthma  6 

Pulmonary  Embolism  1 

Employed  on  Chicken  Farm  1 

Old  .Age  (Male-89,  Female-81)  2 

No  possible  factor  known  2 


There  have  been  several  studies  that  have  indi- 
cated that  other  serious  conditions,  especially  peptic 
ulcer  and,  of  course,  bronchogenic  carcinoma,  are 
much  commoner  in  smokers  than  in  non-smokers. 
We  have  summarized  our  findings  in  Table  III. 

It  will  be  noted  that  in  the  records  of  45  of  these 
patients  asthma  was  mentioned,  though  in  only  six 
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instances  were  the  patients  non-smokers.  While  in 
some  the  diagnosis  was  doubtless  correct,  it  is  well- 
known  that  severe  asthma  of  long  duration  can  pro- 
duce a clinical  picture  similar  to  that  produced  by 
emphysema.  However,  Williams  and  Leopold^®  in 
their  study  of  asthmatics,  19  females  and  6 males 
who  died  as  the  result  of  their  disease  and  whose 
bodies  were  studied  at  autopsy,  showed  a condition 
which  was  distinctly  different  from  that  found  in 
emphysema  (except  in  the  case  of  two  of  the  males 
who  were  the  only  smokers  in  the  group.)  In  all 
but  these  two  the  lungs  showed  bronchi  plugged 
with  dense  mucus  and  with  eosinophile  infiltration 
in  contrast  to  the  destruction  of  the  walls  of  the  air 
spaces  found  in  emphysema. 

TABLE  III 

ASSOCIATED  CONDITIONS  IN  204  PATIENTS 


WITH  DIAGNOSIS  OF 

EMPHYSEMA 

Asthma 

45 

Peptic  Ulcer 

42 

Cor  Pulmonale 

35 

Carcinoma  of  Lung 

9 

Myocardial  Infarction 

6 

Carcinoma  of  Larynx 

2 

DISCUSSION 

Accurate  statistical  studies  are  difficult  to  carry 
out  in  assessing  the  importance  of  smoking  in  pro- 
ducing obstructive  emphysema,  for,  as  Ravenholt^® 
and  his  colleagues  have  noted  and  as  is  generally 
realized,  smoking  experience  is  hard  to  measure  be- 
cause some  individuals  habitually  inhale  much  more 
smoke  from  a single  cigarette  than  do  others.  Fur- 
thermore, a person’s  estimate  of  the  amount  of 
smoking  he  does  is  usually  an  inaccurate  guess,  and 
denial  of  smoking  may  of  course  be  an  offhand 
falsehood.  Nevertheless,  a simple  study  of  records 
such  as  we  have  made,  in  which  a careful  search 
for  instance  of  non-smokers  with  emphysema  has 
disclosed  such  a small  percentage  is,  to  say  the  least, 
suggestive. 

Since  the  classical  studies  of  the  Phillips  broth- 
ers-^ and  their  colleagues  and  of  Lowell  et  al.,^® 
there  has  been  so  much  written  on  this  subject  that 
it  is  almost  impossible  to  attain  adequate  coverage 
of  the  literature.  It  has  seemed  to  us,  however,  that 
a summary  of  some  of  the  more  important  investi- 
gations into  just  what  happens  to  the  air  passages 
exposed  to  cigarette  smoke  over  the  years,  coupled 
with  a report  of  the  studies  of  the  correlation  be- 
tween smoking  and  the  development  of  the  clinical 
picture  of  emphysema  in  large  groups  of  people,  and 
a report  of  our  own  study  of  our  hospital  records, 
would  be  worthwhile.  It  is  clear  that  people  are  not 
equally  susceptible  to  the  development  of  the  con- 
dition, and  as  noted,  it  seems  probable  that  individ- 
ual tissue  susceptibility  varies.  It  is  also  evident 
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that  previous  or  intercurrent  infection  plays  an  im- 
portant part  and  greatly  increases  the  seriousness  of 
the  situation  when  it  occurs  in  a lung  already  crip- 
pled. However,  it  is  equally  clear  that  the  usual 
cause  of  the  pulmonary  damage  that  produces  so 
many  respiratory  cripples,  most  of  whom  suffer  for 
years  and  die  before  their  time,  is  the  habitual  in- 
halation of  cigarette  smoke.  An  ounce  of  prevention 
is  worth  many  pounds  of  cure. 

REFERENCES 

^Burrows,  B. ; Niden,  A.  H. ; Fletcher,  C.  M.,  and 
Jones,  N.  L. : Clinical  Types  of  Chronic  Obstructive 
Lung  Disease  in  London  and  in  Chicago.  Am.  Rev. 
Resj.  Dis.  90:14,  1964 

^Fletcher,  C.  M. ; Jones,  N.  L. ; Burrows,  B.,  and 
Niden,  A.  H. ; American  Emphysema  and  British 
IBronchitis.  Am.  Rev.  Resp.  Dis.  90:1,  1964 
■^Larson,  R.  K.,  and  Barman,  M.  L. : The  Familial 
Occurrence  of  Chronic  Obstructive  Pulmonary  Dis- 
ease. Ann.  Int.  ^led.  63:1001,  1965 
^Hole,  (B.  V.,  and  Wasserman,  K. : Familial  Emphy- 
sema. Ann.  Int.  Med.  63:1009,  1965 
^R.  H.  Kampmeier  : Editorial.  Smoking  and  Noncan- 
cerous  Pulmonary  Disease.  South  M.J.  57:981,  1964 
®Mitchell,  R.  S. : In  Textbook  of  Pulmonary  Diseases. 
Edited  by  G.  L.  Baum.  Little  Brown  & Co..  Boston, 
1965,  P.  379 

^Norris,  G.  \-V.,  and  Landis,  H.  R.  M.:  Diseases  of  the 
Chest.  2nd  ed.  W.  B.  Saunders  Co.,  Philadelphia,  1920 
^Wright,  R.  R. : Pathologic  Changes  in  the  Elastic 
Tissue  and  Bronchi  in  Chronic  Pulmonary  Emphy- 
sema. Am.  Rev.  Resp.  Dis.  83:425,  1961 
**Laennec,  R.  T.  H. : A Treatise  on  Diseases  of  the 
Chest.  Translated  from  the  3rd  French  ed.  by  John 
Forbes,  S.  S.  & W.  Wood,  New  York,  1838 
i^McLean,  K.  H. : Pathogenesis  of  Pulmonary  Em- 
physema, Am.  J.  Med.  25:62,  1958 
I'Heppleston,  A.  G.,  and  Leopold,  J.  G. : Chronic  Pul- 
monary Emphysema : Anatomy  and  Pathogenesis. 
Am.  J.  Med.  31 :279,  1961 

i^Hilding,  A.  C. ; Cigarette  Smoke  and  the  Phyisiologic 
Drainage  of  the  Bronchial  Tree.  Dis.  Chest  39  :357, 
1961 

i3.\uerback.  A.,  et  al. : Smoking  Habits  and  Age  in 
Relation  to  Pulmonary  Changes.  New  England  J. 
Med.  268:1()45',  Nov.  14,  1963 
•■‘Mitchell,  R.  I. : Controlled  Measurement  of  Smoke- 
Particle  Retention  in  the  Respiratory  Tract.  Am. 
Rev.  Resp.  Dis.  85'  :526,  1962 
‘^Cohen,  J.,  and  Heimann,  R.  K. : Heavy  Smokers  with 
Low  Mortality.  Indust.  Med.  Surg.  31:115,  1962 
“>Hammond,  E.  C.,  and  Horn,  D. : Smoking  and  Death 
Rates : Report  on  Forty-four  months  of  follow-up 
of  187,783  Men.  J.A.M.A.  166:1294,  March  15,  1958 
‘"Krumholz,  R.  A.;  Chevalier,  R.  IB.,  and  Ross,  J.  C. : 
Cardiopulmonary  Function  in  Young  Smokers.  Ann. 
Int.  Med.  60:603,  1964 

‘•‘Krumholz,  R.  A. ; Chevalier,  R.  B.,  and  Ross,  J.  C. : 
Changes  in  Cardiopulmonary  Functions  Related  to 
Abstinence  from  Smoking.  Ann.  Int.  Med.  62:197, 
1965 

‘^Barker,  G.  S. : Lung  Function  in  Elderly  Male  Heavy 
Smokers  and  Non-Smokers.  Am.  Rev.  Resp.  Dis. 
91 :409,  1965 

20Flick,  A.  L.,  and  Paton,  R.  R. : Obstructive  Emphy- 
(Concluded  on  Page  494) 


466  RHODE  ISLAND  MEDICAL  JOURNAL 

TTTTTTTTTTTTTTTTTTTTTTTTTT  T T T T T TT T TT T T T T T T TTT TTT T T T T T T T T T T T T T T T T T T T T T T TTTT 


PROGRESS  NOTES— 

ASPECTS  OF  THE  MANAGEMENT  OF  HEMOPHILIA  IN 

CHILDHOOD* 

Availability  of  ISeiver  Concentrates  of  Antihemophilic  Factor 
Facilitates  Management 

HERBERT  S.  STR.\USS,  m.d. 


The  Author.  Herbert  S.  Strauss,  M.D.  of  Boston,  Massa- 
chusetts. Assistant  in  Hematology,  Children’s  Hospital, 
and  Instructor  in  Pediatrics,  Harvard  Medical  School. 


The  care  of  the  hemophiliac  in  infancy  and 
childhood  offers  both  an  opportunity  and  a 
challenge.  We  deal  with  human  beings  who  are 
undamaged  to  start  with  except  for  their  hemo- 
static defect.  We  have  the  chance  and  the  obliga- 
tion to  keep  them  this  way  and  prevent  the  crip- 
pling that  results  from  chronic  damage  to  muscles, 
nerves,  and  joints.  These  crippling  changes  are  hard 
or  impossible  to  correct  later  in  life,  but  barring 
the  emergence  of  inhibitors  they  are  largely  pre- 
ventable b\'  proper  care  for  each  bleeding  episode 
as  it  occurs.  This  care  includes  both  transfusion 
therapy  and  orthopedic  measures. 

Hemorrhage,  generally  speaking,  endangers  the 
hemophiliac  in  two  ways.  Eirst,  the  patient  may 
be  threatened  by  rapid  blood  loss  per  se,  and  go 
into  hypovolemic  shock.  If  hemorrhage  is  more 
protracted  profound  anemia  may  ensue.  Blood  may 
be  lost  to  the  outside  (for  instance,  after  injury 
to  the  tongue  or  lip,  or  from  gastrointestinal  bleed- 
ing) or  extravasated  blood  may  accumulate  within 
the  body  tissue  ( for  instance  in  case  of  hemorrhage 
into  the  gluteal  muscles  or  into  the  retroperitoneal 
space).  This  danger  of  blood  loss  is  readily  con- 
ceived by  laymen  and  physicians.  Second,  hemor- 
rhage may  harm  the  hemophiliac  or  even  threaten 
his  life  by  damaging  tissue  locally  or  by  compress- 
ing vital  structures.  Hemorrhages  are  liable  to 
cause  chronic  disability  by  producing  deformities 
of  joints,  atrophy  and  contracture  of  muscles,  and 
paralysis  of  motor  and  sensory  nerves.  An  example 
for  this  is  partial  atrophy  of  the  quadriceps  muscle 
accompanied  by  sensory  loss  over  the  anterior  as- 
pect of  the  thigh  due  to  nerve  compressing  hema- 
toma within  the  iliopsoas  muscle  group.  This  kind 
of  danger  is  often  not  appreciated  by  physicians 
who  only  occasionally  care  for  hemophiliacs.  Just 
the  other  night  a patient  with  such  a hemorrhage 
received  narcotics  for  the  severe  pain  in  his  hip 

•Presented  at  a Hemophilia  Symposium  at  Rhode 
Island  Hospital,  Providence,  R.I.,  on  June  18,  1966. 


but  no  replacement  therapy  until  a day  later  when 
he  developed  paralysis  of  his  quadriceps  muscle. 
Replacement  therapy  with  plasma  — or  if  necessary 
with  concentrates  — in  conjunction  with  certain 
orthopedic  measures  at  the  proper  time  are  essential 
for  the  long-term  well-being  of  the  hemophiliac.  A 
close  cooperation  with  an  orthopedic  surgeon,  who 
is  trained  and  interested  in  the  care  of  the  hemo- 
philiac. is  indispensable.  Hemorrhage  may  rapidly 
become  life-threatening  when  it  involves  vital  areas. 
Bleeding  into  the  floor  of  the  mouth,  the  neck,  or 
mediastinum  may  spread  rapidly,  leading  to  com- 
pression of  the  airway.  Intracranial  hemorrhage, 
spontaneous  or  trauma-induced,  is  relatively  un- 
common, but  is  a significant  cause  of  death.  It 
has  to  be  treated  early  on  mere  suspicion  alone. 

In  the  active  treatment  of  a patient  with  hemo- 
philia certain  facts  concerning  his  disease,  as  well 
as  the  nature  of  his  current  problem,  have  to  be 
considered,  as  they  determine  the  course  of  action 
to  be  taken  in  each  particular  instance: 

1.  Xature  of  the  deficiency.  Does  the  patient 
have  classic  hemophilia,  also  called  hemophilia  A, 
with  a deficiency  of  Factor  VHI,  antihemophilic 
factor  AHF),  or  does  he  have  Christmas  disease, 
also  called  hemophilia  B,  with  a deficiency  of  Fac- 
tor IX  or  plasma  thromboplastin  component 
(PTC)?  The  type  of  plasma  to  be  used  in  classic 
hemophilia  is  fresh  or  freshly  frozen,  or  freeze- 
dried  fresh  plasma,  because  of  the  storage  lability 
of  Factor  \TH.  In  Christmas  disease,  however, 
banked  plasma,  which  had  been  kept  in  the  refri- 
gerator up  to  3-4  weeks  before  freezing,  can  be 
used  with  equal  benefit.  Also  in  vivo  Christmas 
factor  is  more  stable  than  AHF,  and  therefore 
transfusions  of  plasma  can  often  be  given  less  fre- 
quently during  the  course  of  therapy.  Differentia- 
tion of  the  two  varieties  of  hemophilia  becomes 
crucial  when  facing  a surgical  situation.  In  classic 
hemophilia,  replacement  therapy  with  fresh  or  fresh 
frozen  plasma  alone  is  insufficient  for  adequate 
hemostasis  under  such  circumstances  and  use  of  a 
Factor  VHI  concentrate  is  indispensable.  In  Christ- 
mas disease  use  of  plasma  may  be  sufficient  for 
surgery.  Use  of  Factor  \TH  concentrates  in  Christ- 
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mas  disease  would  be  disastrous  since  these  prepa- 
rations do  not  possess  Christmas  factor  activity. 

2.  Severity  oj  the  clotting  deject.  Severe  hemo- 
philiacs are  those  who  have  a prolonged  glass  clot- 
ting time  with  plasma  level  of  their  deficient  clot- 
ting factor  of  less  than  0.5  per  cent.  They  are  liable 
to  spontaneous  hemorrhages,  not  preceded  by  trau- 
ma. A little  over  half  of  all  hemophiliacs  are  severe- 
ly affected.  Seventy-six  of  134  patients  with  classic 
hemophilia  at  the  Children’s  Hospital,  Boston,  were 
severely  affected.  The  remainder  had  a partial  fac- 
tor VIII  deficiency  spanning  the  range  between  1 
and  35  per  cent  of  average  normal.  Accordingly 
these  patients  have  bleeding  troubles  only  after 
injuries  or  with  surgery. 

Knowledge  of  the  severity  of  the  disease  helps 
to  evaluate  the  current  problem  and  decide  on  the 
proper  treatment.  I shall  cite  2 e.xamples  to  illus- 
trate this  point:  (a)  When  faced  with  an  acute 
abdominal  condition  in  the  absence  of  preceding 
trauma,  the  diagnostic  considerations  in  the  case 
of  a mild  hemophiliac  are  not  essentially  different 
from  those  in  a non-hemophiliac,  because  such  a 
patient  is  not  expected  to  bleed  spontaneously.  If, 
however,  the  hemophilia  is  of  severe  degree,  the 
primary  consideration  is  hemorrhage,  although 
other  diagnostic  possibilities  ought  to  be  kept  in 
mind,  (b)  If  a hemophiliac  is  seen  with  a soft  tissue 
swelling  a few  hours  after  an  injury  to  that  area, 
plasma  therapy  will  probably  be  called  for  if  the 
hemophilia  is  severe,  as  hemorrhage  is  likely  to  pro- 
gress. If,  however,  the  disease  is  non-severe,  further 
extension  of  hemorrhage  may  not  occur  and  plasma 
therapy  is  best  withheld  pending  further  observa- 
tion. If  progression  of  hemorrhage  does  occur  in  the 
mild  hemophiliac,  this  indicates  that  e.xtensive  tis- 
sue damage  had  occurred.  Under  these  circumstan- 
ces plasma  therapy  may  be  inadequate  in  classic 
hemophilia  despite  the  mildness  of  the  disease,  and 
Factor  VIII  concentrates  may  have  to  be  used. 

3.  Nature  oj  the  bleeding  problem.  From  a the- 
rapeutic point  of  view  it  is  important  to  differen- 
tiate between  2 main  categories  of  hemorrhage: 
enclosed  soft  tissue  bleeding  and  surface  wound 
bleeding.  Enclosed  soft  tissue  bleeding,  such  as 
hemorrhage  into  joints,  muscles  and  subcutis,  re- 
sponds very  readily,  as  a rule,  to  short-term  treat- 
ment with  plasma,  which  achieves  moderate  rises 
(10-15  per  cent)  of  the  deficient  clotting  factor 
for  just  a few  hours  or  a day  or  two.  If  the  hem- 
orrhage is  not  extensive,  patients  can  often  be 
treated  as  outpatients  with  a single  does  of  plasma 
and  proper  immobilization.  During  1964,  45  of  136 
(33  per  cent)  bleeding  episodes  of  all  kinds  were 
managed  on  an  out-patient  basis  at  the  Children’s 
Hospital  in  Boston.  On  the  other  hand,  a surface 


wound  hemorrhage,  particularly  in  an  area  where 
local  pressure  cannot  be  applied,  such  as  in  the  oral 
cavity,  usually  requires  treatment  that  will  attain 
higher  blood  levels  of  the  deficient  clotting  factor 
for  a longer  period  of  time.  This  of  course  also  ap- 
plies to  any  surgery. 

4.  Presence  oj  inhibitor.  When  treating  a hemo- 
philiac it  is  important  to  establish  whether  or  not 
he  has  acquired  a circulating  anticoagulant  against 
the  deficient  clotting  factor.  These  inhibitors  had 
been  thought  to  operate  by  enzymatic  action.  How- 
ever, they  have  characteristics  of  gamma  globulin, 
and  the  notion  that  they  may  be  antibodies  has 
recently  gained  fresh  support.  The  emergence  of 
an  inhibitory  state  is  a most  serious  complication, 
as  it  limits  the  possibilities  of  therapy,  particularly 
in  respect  to  surgical  situations.  This  complication 
develops  almost  exclusively  in  some  of  the  patients 
who  have  a severe  deficiency  from  the  outset,  and 
not  usually  in  the  non-severely  affected  cases.  It 
is  not  our  policy  to  withhold  replacement  therapy 
when  indicated  in  severely  affected  patients  in  the 
hope  of  reducing  the  chances  for  appearance  of 
inhibitors.  We  limit  transfusions,  however,  to  the 
minimum  number  that  has  proven  effective  in  con- 
trolling hemorrhage  in  the  particular  situation  at 
hand.  Eleven  of  94  severely  affected  patients  with 
hemophilia  A and  B seen  at  The  Children’s  Hospi- 
tal over  the  past  6 years  have  had  inhibitors,  an 
incidence  of  12  per  cent.  Only  one  of  76  non- 
severely  affected  patients,  a now  13  year  old  clas- 
sic hemophiliac  with  a Eactor  VHI  level  of  2 per 
cent,  twice  during  a period  of  5 years  transiently 
developed  an  inhibitor  while  under  replacement  the- 
rapy. Once  an  inhibitor  has  developed,  it  persists  in 
the  majority  of  patients,  although  its  potency  may 
fluctuate  within  a wide  range,  become  greater  after 
further  exposure  to  transfusions,  and  decline  after 
prolonged  periods  in  which  no  transfusions  are 
given.  In  the  presence  of  inhibitors  either  no  rise 
of  the  clotting  factor  occurs  after  transfusions  of 
plasma  or  concentrates,  or  — in  the  presence  of 
only  mild  inhibition  — a slight  rise  with  rapid 
subsequent  decline  to  zero  level  occurs.  If  clotting 
factor  measurements  are  not  available,  one  can 
simply  employ  the  glass  clotting  time  of  whole  blood 
for  the  detection  of  an  inhibition.  The  glass  clot- 
ting time  is  prolonged  only  with  Factor  XIII  or  IX 
levels  below  1 per  cent  of  normal.  If  immediately 
after  a rapid  infusion  of  plasma,  10  ml.  per  kg.  the 
glass  clotting  time  remains  prolonged,  one  probably 
is  dealing  with  a severe  degree  of  inhibition.  If  it 
becomes  normal  at  first,  but  again  becomes  pro- 
longed within  4-6  hours  after  the  infusion,  a mildly 
inhibitory  state  probably  exists.  In  the  presence 
(Continued  on  ne.xt  page) 
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of  a potent  inhibitor  no  clinical  response  can  be 
expected  even  after  infusions  of  large  amounts  of 
plasma  or  concentrate.  The  inhibitor  is  potentiated 
by  such  infusions;  they  are  therefore  contraindi- 
cated. In  4 of  our  patients  exchange  transfusions 
with  fresh  blood  was  the  only  recourse  in  7 situa- 
tions of  life-threatening  enclosed  soft  tissue  bleed- 
ing (bleeding  into  the  neck  and  mediastinum,  in- 
tracranial hemorrhage). 

I would  like  to  say  a few  words  about  replace- 
ment therapy.  There  are  limitations  placed  on  the 
amounts  of  plasma  one  can  safely  infuse.  The  dan- 
ger of  circulatory  overloading  stems  not  so  much 
from  the  volume  of  fluids  infused,  but  rather  from 
the  osmotic  load  of  infused  protein,  which  causes 
expansion  of  blood  volume  and  hypertension,  and 
eventually  may  produce  cardiac  failure,  if  given  in 
excess.  The  rule  of  thumb  for  the  dosage  of  plasma 
in  our  hospital  is  5 ml.  per  lb.  of  body  weight 
given  at  12-hourly  intervals.  This  has  proven  ef- 
fective and  safe. 

The  advantage  of  concentrates,  which  are  pre- 
pared from  plasma,  over  plasma  itself  is  their  lower 
ratio  of  protein  concentration  over  clotting  factor 
activity.  Hence  large  doses  can  be  infused  ■without 
danger  of  circulatory  overloading,  and  satisfactory 
levels  for  major  injuries  and  surgery  are  achieved. 

Essentially  3 forms  of  Factor  VIII  concentrate 
are  being  used  in  this  country: 

1.  Cohn’s  Fraction  I,  derived  by  ethanol  precipi- 
tation, has  been  commercially  available  for  several 
years  as  ‘‘Human  Fibrinogen,’"  AHF-rich,  prepared 
by  Merck,  Sharp  and  Dohme.  It  constitutes  a 7- 
fold  Factor  \'III  purification  over  plasma.  The  re- 
constituted solution  is  approximately  equivalent  in 
its  Factor  VIII  concentration  to  fresh  plasma.  It 
has  the  disadvantage  of  causing  hemolytic  reactions 
in  some  patients  after  use  for  several  days.  This 
occurs  particularh'  in  patients  of  group  A.  The  ma- 
terial is  prepared  from  pooled  plasma  and  contains 
anti-A  agglutinins.  A high  plasma  fibrinogen  level 
(over  1000  mg.  per  cent)  often  appears  during  the 
course  of  therapy  and  may  contribute  to  hemolysis 
due  to  spontaneous  agglutination  of  red  cells.  A 
further  drawback  of  the  preparation  is  the  neces- 
sity for  infusing  large  volumes  in  surgical  patients, 
particularly  in  adults,  and  the  relatively  high  cost 
(S33  per  2 gm.  unit,  which  contains  about  200 
units  of  .AHF,  i.e.,  has  AHF  activity  of  200  ml.  of 
average  normal  fresh  plasma). 

2.  A cryoprecipitate  obtained  by  slow  thawing  of 
freshly  frozen  plasma  at  S^C  has  been  found  to 
be  rich  in  Factor  VIII.  simple  and  inexpensive 
procedure  has  been  devised  for  preparing  this  ciy- 
oprecipitate  from  individual  fresh  plasma  units  in 


local  blood  banks.  The  supernatant  plasma  can  be 
used  for  other  purposes,  for  instance  as  plasma  vol- 
ume expander  in  burn  cases.  This  material  consti- 
tutes about  20-fold  Factor  VIII  purification  com- 
pared to  fresh  plasma  and  contains  about  half  to 
three  quarters  of  the  Factor  VIII  originally  present 
in  the  plasma,  as  judged  by  the  in  vivo  response 
after  infusions  to  patients.  This  concentrate  prom- 
ises to  offer  effective  and  inexpensive  treatment  in 
surgery  of  hemophiliacs. 

3.  A glycine- precipitated  concentrate,  commerci- 
ally made  by  Hyland  Laboratories,  with  about  a 
20-fold  purification  of  Factor  VIII,  is  an  e.xcellent 
preparation  according  to  preliminary  information. 

vial,  reconstituted  with  30  ml.  of  distilled  water, 
is  equivalent  to  about  300  ml.  of  fresh  plasma.  Un- 
fortunately it  is  costly,  a vial  being  priced  at  540. 

Comparative  dosages  of  the  various  Factor  VIII 
concentrates  for  surgical  coverage  are  given  in 
Table  I. 

TABLE  I 

Comparative  dosage  of  various  Factor  VIII 
concentrates  for  surgical  coverage. 

I.  Loading  Dose,  per  10  kg.  body  weight,  aimed  at 

raising  Factor  \TI  by  30%  of  normal : 

1.  Fraction  I (Merck,  Sharp  & Dohme)  : 2.0-3.0  gm. 

2.  Cryoprecipitate:  approximately  0.75-1.0  units* 

3.  Glycine-precipitated  Factor  VIII:  approximately 
20  ml.  (2/3  of  a vial) 

II.  Maintenance:  2/3  of  loading  dose  every  12  hours. 

*A  unit  is  derived  from  one  unit  of  plasma,  approxi- 
mately 250  ml. 

Questions  have  been  raised  about  the  possible 
prophylactic  use  of  the  newer  concentrates  by  daily 
administration  to  severe  hemophiliacs.  The  prob- 
lems in  this  connection  are  the  availability  of  suf- 
ficient material,  the  high  cost,  and  last  but  not 
least,  the  possibly  increased  chances  for  develop- 
ment of  resistance. 


HARRIl\GTD!V  WEST 

Professional  Office  Space 
Ideal  for  Doctor  or  Dentist 
Excellent  Location  and  Anijile  Parkinir. 
Situated  (ni  Hus  Line. 

Will  Divide  to  .Suit  Tenant 
Sinirle  Offices  Also  Available. 

( all  24(>- 17:11  or  •>4({-(H:iS 


EDUCATION  FOR  DENTAL  HEALTH 


469 


TTTTTTTTTTTTT  TT  T'T7"rr  T T T T T T T T T T T T T T T TT  T7  T T T rTTTT  TTTTTTTTTTTTTTTTTTTT'TTTTTTT 

PROGRESS  NOTES— 

EDUCATION  FOR  DENTAL  HEALTH 

L BASIC  CONCEPTS  FOR  A HEALTH  EDUCATION  PROGRAM 
IN  THE  SCHOOLS. 

JOSEPH  A.  YACOVOxXE,  d.m.d.,  m.p.h. 


The  Author.  Joseph  A.  Yacovone,  D.M.D. , M.P.H. , of 

Providence,  R.l.  Chief,  Division  of  Dental  Health,  Rhode 

Island  Department  of  Health. 

INTRODUCTION 

The  concept  of  health  education  is  difficult  to 
define.  The  term,  as  stated,  gives  the  impression 
that  “health  education”  is  a specific  subject  similar 
to  mathematics  or  spelling.  In  these  studies  the 
student  can  be  taught  a standardized  concept  and 
then,  because  of  the  generalized  acceptance  of  this 
concept,  can  be  expected  to  adopt  it.  The  child  soon 
realizes  that  any  variation  from  the  expected  re- 
sponse will  not  be  accepted  either  by  his  superiors 
or  his  peers. 

The  child  who  is  taught  that  two  plus  two  equals 
four  realizes  quickly  that  his  arrival  at  an  answer 
of  three  or  five  will  not  be  accepted  by  his  teachers, 
his  family,  his  friends,  or  his  fellow  students.  He 
is  brought  to  the  realization  that  the  basic  concepts 
of  mathematics,  of  spelling,  and  of  most  other  di- 
dactic subjects  are  concrete.  They  must  not  only  be 
learned  but  must  also  be  reproduced  correctly  each 
time  the  opportunity  arises. 

It  is  obvious  that  health  education  does  not  fit 
into  this  category.  In  many  phases  of  health  no 
definite  concept  is  accepted  by  the  entire  profession 
as  the  total  answer  to  the  prevention  of  disease. 
This  is  seen  in  the  disagreement  among  physicians 
with  respect  to  the  etiologic  relationship  of  tobacco 
to  malignancies  of  the  respiratory  tract.  It  is  also 
visible  in  the  dental  profession  where  some  practi- 
tioners still  do  not  endorse  fluoridation. 

In  addition,  no  definite  standard  of  physical  or 
oral  health  is  accepted  by  the  general  population 
nor  possible  for  all.  Health  levels  obtainable  are 
highly  individualistic.  The  child  is  not,  and  cannot 
legally  be  required  to  reproduce  a definite  pro- 
ficiency in  health.  There  is  no  clear-cut  “right”  and 
“wrong”  with  health  and  there  is  no  easy  way  of 
evaluating  the  effects  of  what  a child  is  taught 
about  health. 

Consequently,  “health  education”  cannot  be  de- 
fined in  terms  of  an  educational  entity.  A more 
dynamic  way  of  thinking  of  the  subject  is  to  con- 
sider health  education  in  terms  of  “education  for 
health.”*  This  implies  a condition  more  closely 
approaching  reality. 


DEVELOPMENT  OF  A PROGRAM 

The  use  of  this  terminology  infers  that  the  for- 
mulation of  any  program  designed  for  health  edu- 
cation cannot  be  developed  with  merely  the  inten- 
tion of  presenting  a catalogued  type  of  material  for 
absorption  by  those  to  be  “educated.”  The  program 
will  have  to  be  formulated  in  much  broader  terms. 
It  will  have  to  consider  the  characteristics  of  the 
individuals  comprising  the  audience,  their  interest 
in  the  subject  to  be  taught,  their  previous  exposure 
to  the  subject,  their  mental  range,  and  their  ability 
to  reason.  In  general,  for  every  member  of  the 
audience,  every  factor  which  will  affect  the  recep- 
tion and  implementation  of  the  message  must  be 
considered. 

The  adoption  of  the  term  “education  for  health” 
injects  the  educator  into  the  process  to  a much 
greater  degree  than  is  implied  by  the  narrower  term 
“health  education.”  The  teacher  becomes  more  than 
a mere  transmitter  of  standardized  information.  His 
full  capacity  of  knowledge  of  teaching  methods  will 
be  called  upon  to  relay  the  message  to  each  indi- 
vidual in  the  group  to  be  educated. 

The  idea  of  education  for  health  also  brings  into 
prominence  the  nature  of  the  message  itself.  This 
includes  the  basic  concepts  which  are  to  be  trans- 
mitted to  the  audience  by  the  teacher.  As  the  fore- 
going discussion  implies,  these  basic  concepts  will 
be  quite  varied  in  a school  program  of  education 
for  any  specific  aspect  of  health.  They  will  vary 
according  to  the  grade  level  of  the  children,  accord- 
ing to  the  intelligence  and  background  of  the  chil- 
dren, and,  in  the  final  analysis,  according  to  the 
interests  which  the  individual  child  has  in  health. 
They  will  be  influenced,  too,  by  their  personal  de- 
sire to  acquire  and  obtain  good  health,  as  well  as 
by  the  total  environment  in  which  they  live. 

Thus,  education  for  health  is  not  easy.  Indeed, 
the  procedure  is  even  more  complex  than  it  appears 
on  the  surface,  since  education  for  health  of  any 
type  involves  not  only  the  process  of  education  — 
i.e.  shaping  the  attitudes  and  desires  of  the  audience 
— but  also  the  re-education  of  the  audience. 

The  behavior  of  the  child  who  enters  school  has 
already  been  influenced  by  the  information,  or  mis- 
information. that  he  has  accumulated  from  his 
family  and  his  friends.  Although  the  primary  ob- 
(Continued  on  next  page) 
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jective  of  the  health  educator  is  to  inculcate  the 
correct  health  concepts  in  individuals  comprising 
the  audience,  he  will,  in  addition,  have  to  persuade 
each  person  to  throw  away  those  already  ingrained 
habits  and  attitudes  which  are  preventing  him  from 
acquiring  an  optimal  status  of  health. 

Dental  health  is  probably  the  most  difficult  form 
of  health  to  teach  in  a school  program.  Therefore, 
this  paper  will  develop  a thesis  of  ‘‘education  for 
health”  in  the  specific  field  of  dental  health.  How- 
ever, there  is  every  reason  to  apply  the  same  prin- 
ciples to  education  for  health  in  general. 

One  complicating  factor  in  the  process  of  edu- 
ating  for  dental  health  is  the  low  value  that  is 
placed  by  most  people  upon  health  in  general.  This 
is  especially  true  of  the  values  placed  upon  dental 
health.  Gebhard-  in  his  public  acceptance  scale  for 
fourteen  health  education  subjects  listed  dental 
health  at  the  bottom  of  his  group  having  low  public 
acceptance.  Other  levels  of  public  acceptance  in 
this  study  were  rated  as  “medium,”  “high,”  and 
“very  high.” 

However,  in  spite  of  the  complexity  of  the  prob- 
lem, and  the  low  salience  of  dental  health,  there  is 
no  doubt  that  efforts  to  educate  for  health,  includ- 
ing dental  health,  will  continue.  The  challenge  to 
the  educator  is  intriguing.  The  desires  of  the  dental 
and  medical  professions  to  improve  health  standards 
is  stimulating;  and  the  willingness  of  voluntary 
agencies  and  school  administrators  to  assist  in  these 
programs  is  inspiring.  It  appears  then  that  conditions 
in  the  schools  are  at  least  fortuitous  for  educational 
programs  to  develop  in  the  field  of  dental  health. 

Program  development  alone,  however,  is  not 
enough.  The  schools  of  the  nation  have  not  been 
wanting  for  dental  health  education  programs.  In 
fact,  in  almost  every  state  an  attempt  is  made  to 
present  at  least  some  material  on  dental  health  in 
the  schools. 

MAGNITUDE  OF  THE  PROBLEM 

The  lack  of  success  of  such  attempts  is  w’ell  doc- 
umented. Dental  caries  is  still  unquestionably  the 
most  prevalent  chronic  disease  affecting  the  Ameri- 
can people  today.  Studies  at  the  Guggenheim  Clinic 
show  that  58  per  cent  of  the  preschool  children 
e.xamined  had  already  experienced  dental  caries.  By- 
age  16,  caries  experience  is  almost  universal  except 
among  those  fortunate  enough  to  have  resided  in 
fluoride  areas  when  their  teeth  were  being  formed. 

Periodontal  disease  among  adults  is  almost  as 
prevalent,  being  present  in  over  50  per  cent  of  the 
people  in  the  45-49  age  group  anl  up  to  85  per  cent 
in  those  over  65  years  of  age.*  The  inclusion  of 
persons  in  need  of  orthodontic,  prosthedontic,  and 
surgical  treatment  augments  the  dental  need  prob- 
lem. 


If  this  tremendous  prevalence  of  dental  illness 
were  not  sufficient  indication  of  the  inadequacies 
of  our  attempts  to  educate  the  American  public 
for  dental  health,  our  efforts  appear  even  more 
futile  when  we  realize  that  only  34  per  cent  of 
the  population  sees  a dentist  within  a year.  This 
includes  those  whose  visit  is  for  emergency  treat- 
ment only.  Even  among  families  with  incomes  above 
$7,500  only  about  56  per  cent  of  the  individuals 
makes  one  or  more  visits  to  a dentist  during  the 
year.  In  families  with  incomes  of  less  than  $2,000 
only  17  per  cent  of  the  individuals  sees  a dentist 
within  any  given  year.'* 

It  is  quite  apparent  that  something  must  be  done 
to  improve  the  appreciation  of  the  population  for 
good  oral  health.  Our  present  methods  are  neither 
effective  nor  adequate.  A re-evaluation  of  our  meth- 
ods of  education  for  dental  health  are  in  order.  An 
educational  program  that  will  help  the  individual 
to  understand  his  problems  and  which  will  help 
him  to  control  the  factors  that  lead  to  optimal  oral 
health  is  urgently  needed. 

One  of  the  primary  questions  to  be  answered 
when  considering  education  for  dental  health  is, 
‘■Where  does  one  begin?”  It  is  generally  agreed  that 
the  prevention  of  disabilities  whether  physical,  men- 
tal, or  emotional  are  most  effective  when  efforts 
are  begun  early  in  life.  In  view  of  this,  education 
for  dental  health  should  be  started  as  early  as  pos- 
sible and  continued  throughout  life.  Education  for 
dental  health  should  occur  in  the  home,  in  the 
school,  and  in  the  community.  Idealistically,  this 
means  utilizing  prenatal  clinics,  maternity  wards, 
physicians’  offices,  well  baby  clinics  and  preschool 
clinics  to  begin  the  procedure  of  educating  for 
dental  health. 

The  schools,  however,  have  been  and  will  con- 
tinue to  be  the  prime  locus  for  formalized  education 
for  dental  health.  All  states  have  some  provision  in 
their  education  laws  for  medical  e.xaminations.  Al- 
though the  content  of  the  state  laws  varies  widely, 
most  school  systems  make  an  attempt  to  include  at 
least  some  dental  health  material  in  their  educa- 
tional program. 

One  of  the  primary  reasons  cited  for  the  provi- 
sion of  health  programs  in  the  schools  is  to  promote 
the  health  of  the  child  so  that  he  will  be  in  optimal 
condition,  both  physical  and  emotional,  to  benefit 
from  the  learning  e.xperience.  A second  reason  given 
for  school  health  programs  is  that  both  the  child’s 
family  and  the  community  have  a responsibility  to 
help  each  child  grow  in  a healthy  state  and  develop 
so  that  he  may  reach  his  maximum  potential  ca- 
pacity for  a full  and  creative  life.  The  presence  of 
either  physical  or  psychological  problems  which  may 
be  corrected  or  alleviated  may  be  the  cause  of 
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school  failure  in  some  children,  and  may  therefore 
be  the  cause  of  the  child’s  inability  to  reach  his 
maximum  potential.^ 

THE  FIRST  SCHOOL  DENTIST 

Through  the  years,  since  1903  when  the  first 
dentist  was  employed  by  the  school  system  of  Read- 
ing, Pennsylvania,  to  perform  dental  examinations, 
the  schools  have  assumed  several  responsibilities  in 
an  effort  to  improve  the  dental  health  of  children. 
Among  these  are  (a)  dental  screenings  and  exami- 
nations, (b)  informing  parents  of  dental  defects, 
(c)  referral  of  children  for  treatment,  (d)  estab- 
lishing school  dental  clinics  for  treatment  and  pro- 
phylaxis, (e)  application  of  topical  fluorides,  and 
(f)  provision  of  dental  personnel.  Another  most 
important  responsibility  assumed  by  the  schools  is 
that  of  educational  instruction  in  dental  health. 

However,  although  the  educators  have  assumed 
the  responsibility  of  educating  for  dental  health, 
in  most  instances  those  responsible  for  the  educating 
are  quite  confused  as  to  what  is  expected  of  them. 
Very  few  educators  have  specific  training  in  dental 
health.  The  big  question  as  far  as  teachers  are  con- 
cerned is:  “'What  do  we  teach  in  dental  health,  and 
when  do  we  teach  it?” 

It  appears  clear  that  there  is  dissatisfaction  with 
the  present  programs  in  education  for  dental  health, 
not  only  on  the  part  of  the  educators  but  also  with- 
in the  profession.  The  time  appears  appropriate  to 
attempt  to  formulate  a program  with  specific  basic 
concepts  which  can  be  inserted  into  the  school  cur- 
riculum at  specific  places  and  which  will  fit  into 
the  growth  and  development  pattern  and  interest  of 
the  student  at  each  particular  grade  level. 

GOALS 

As  with  any  public  health  program  of  education 
for  health,  there  should  be  stated  goals.  Stoll®  has 
listed  the  following  ideal  goals  of  a school  dental 
health  program: 

1.  To  help  every  child  to  appreciate  the  im- 
portance of  a complete  set  of  teeth  in  a healthy 
mouth. 

2.  To  show  the  relationship  of  dental  health  to 
general  health  and  appearance. 

3.  To  encourage  good  dental  practice,  including 
personal  dental  hygiene,  avoiding  accidents  to  teeth, 
and  habits  harmful  to  the  growth  and  development 
of  teeth  and  gums. 

4.  To  encourage  children  to  seek  and  accept 
regular  periodic  dental  treatment  including  correc- 
tion of  remediable  defects  and  preventive  and  pro- 
tective measures. 

5.  To  enlist  the  cooperation  of  parents  in  these 
efforts  to  obtain  adequate  dental  care. 

6.  To  provide  authentic  information  concerning 
diet  and  nutrition  for  optimal  general  health  with 
specific  reference  to  dental  health. 


7.  To  provide  learning  experiences  for  the  pur- 
pose of  influencing  knowledge,  attitudes,  and  con- 
duct relating  to  dental  health. 

8.  To  instruct  children  so  that  they  can  conserve 
and  improve  dental  health  through  well-founded 
motivation  based  on  knowledge. 

9.  To  improve  the  individual’s  dental  health 
status  and  thus  provide  better  dental  health  for 
this  generation  and  future  generations. 

Stated  in  more  simple  terms,  our  goal  should  be 
to  provide  the  child  with  information  on  dental 
health  in  such  a way  as  to  gain  his  present  interest 
and  not  only  maintain  it  throughout  his  lifetime, 
but  make  it  sufficiently  ingrained  to  retain  high 
salience  for  him.  This  can  only  be  done  by  a pro- 
gram of  education  for  dental  health  which  will  be 
interesting,  dynamic,  and  geared  to  the  learning 
ability  exemplified  by  the  child  at  each  particular 
grade  level. 

The  obvious  corollary  of  this  is  that  the  job  of 
educating  children  for  dental  health  will  fall  on  the 
classroom  teacher.  The  teacher  is  the  person  trained 
in  the  psychological  aspects  of  education.  The 
teacher  is  acquainted  with  the  mental  and  emotional 
development  of  the  child  at  the  various  grade  levels. 
Given  the  basic  dental  concepts,  the  teacher  will  be 
best  fitted  to  incorporate  them  into  the  program 
of  education  for  dental  health. 

FACTORS  DETERMINING  EFFECTIVENESS 

However,  it  must  be  remembered  that  program 
content  alone  does  not  insure  a successful  educa- 
tional program  for  dental  health.  Bonta^  states  sev- 
eral factors  which  might  determine  the  effectiveness 
of  a school  dental  health  education  program.  They 
are: 

1.  The  interest  of  the  administration  and  teach- 
ers in  improving  classroom  instruction. 

2.  The  willingness  of  the  administrative  staff  to 
assume  a leadership  role  in  curricular  development. 

3.  The  willingness  of  the  teachers  to  give  freely 
of  their  time  in  improving  the  curriculum. 

4.  The  preparation  and  teaching  habits  of  the 
participating  teachers. 

5.  The  degree  to  which  the  administrative  and 
teaching  staff  are  agreed  on  a common  educational 
philosophy  in  regard  to  child  growth  and  develop- 
ment and  the  educative  process. 

6.  The  quality  of  relationship  existing  between 
the  administration  and  the  teachers  as  well  as  the 
interrelationship  of  teachers. 

7.  The  willingness  on  the  part  of  the  adminis- 
trative and  teaching  staff  to  accept  the  basic  as- 
sumptions of  curriculum  development  proposed  by 
the  dental  profession. 

8.  The  provisions  made  by  the  local  board  of 
education  to  release  time  of  teachers  during  the 

(Continued  on  next  page) 
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school  year  for  curriculum  study,  committee  meet- 
ings. and  workshops. 

9.  The  budgeting  of  funds  for  educational  aids. 

10.  The  attitude  of  teachers  and  administrators 
in  regard  to  the  status  quo  vs.  e.xploration  and  ex- 
perimentation. 

Once  again,  the  indication  is  clear  that  the  teach- 
er is  the  basic  ingredient  in  programs  of  education 
for  dental  health.  Fraley  states  that  basically  the 
role  of  the  classroom  teacher  in  dental  health  edu- 
cation programs  implies  the  instilling  of  attitudes, 
habits,  and  knowledge  which  will  encourage  pupils 
to  assume  a more  effective  responsibility  for  their 
personal  dental  health.  Teachers  have  long  accepted 
a responsibility  for  developing  desirable  attitudes 
towards  values  such  as  dental  health.  They  realize 
that  their  ingenuity  is  challenged  to  the  utmost  in 
motivating  for  the  learning  of  values.  The  educa- 
tional cliche  — that  values  are  taught,  not  caught 
— is  especially  true  in  the  teaching  of  dental 
health.® 

In  formulating  an  educational  program  for  dental 
health  in  the  school,  great  consideration  must  be 
given  to  the  audience  — i.e.  to  the  child.  To  what 
dental  concepts  will  a child  be  receptive,  and  at 
which  ages?  It  is  clearly  better  to  present  to  a child 
a program  which  is  formulated  to  his  level  of  com- 
prehension, interest,  and  acquired  skills. 

STAGES  OF  DEVELOPMENT 

It  is  important  then  that  we  look  at  the  child  at 
the  various  stages  of  development,  find  out  his  skills 
and  interests  at  each  level,  and  then  attempt  to 
insert  into  our  program  the  basic  dental  concepts 
that  will  fit  into  his  mental  and  neuro-physical  de- 
velopment level. 

Breckenridge  and  A'incent®  discuss  the  physical 
and  psychological  growth  of  school  children.  Ac- 
cording to  these  authors,  by  the  time  the  child  en- 
ters kindergarten  (5  years  of  age)  all  motor  skills 
are  rapidly  progressing  toward  perfection,  includ- 
ing those  required  in  washing,  feeding,  dressing,  and 
undressing.  There  is  an  eagerness  to  meet  new 
things  and  new  e.xperiences.  The  child  is  conscious 
of  how  he  looks  in  that  he  is  unhappy  if  he  is  dif- 
ferent from  other  children.  He  constantly  asks  “Is 
this  the  right  way?”  — “Am  I doing  it  right?” 
There  is  an  eagerness  to  please  and  to  follow  the 
“right  wa}'.”  He  wants  to  find  out  what  he  can 
do  and  closely  observes  adults  around  him,  par- 
ticularly his  mother  and  father. 

From  ages  six  through  nine  years  (grades  1-4), 
children  strengthen  their  habits  of  good  physical  hy- 
gience  by  learning  the  reasons  for  such  habits.  They 
become  more  efficient  in  self  care.  They  develop  a 
“sense  of  industry.”  The  child  enters  a period  of 
developing  a sense  of  duty  and  accomplishment. 


Learning  how  to  do  things  and  to  do  them  well  is 
said  by  these  authors  to  be  an  important  aspect  of 
this  stage  of  development. 

The  older  elementary  school  child  presents  dif- 
ferent psychological  problems  for  the  health  edu- 
cator. The  boisterous,  noisy,  clumsy  haste  of  the 
ten  to  twelve  year  old  is  well-known  to  all  parents 
and  teachers.  Boys  and  girls  of  this  age  are  prone 
to  show  carelessness,  disorder,  disobedience,  and 
disrespect.  On  the  other  hand,  it  is  also  a period  of 
shyness,  daydreaming,  a passive  failure  to  coop- 
erate, fears,  and  hurt  feelings. 

The  process  of  physical  and  psychological  growth 
in  the  junior  and  senior  high  school  child  is  com- 
plicated by  the  onset  of  puberty  and  the  problems 
of  adolescence.  This  is  the  age  of  the  soda  fountain 
snack  and  of  ill-chosen  lunches.  Nutrition  is  likely 
to  be  poor.  Health  habits  during  this  period  should 
receive  careful  attention  both  at  home  and  at  school 
since  at  this  time  even  the  most  carefully  trained 
child  may  appear  to  forget  all  he  knows  about  self 
care.  Periodic  health  e.xaminations,  including  dental 
e.xaminations,  are  important  now.  There  is  a steady 
widening  and  deepening  of  the  capacity  to  think  and 
reason.  There  is  a concentration  by  the  child  on 
social  and  personal  problems.  Conflicts  and  confu- 
sion are  common.  All  the  person’s  physical  and 
psychological  strengths  and  weaknesses,  habits, 
skills,  and  attitudes  are  likely  to  be  called  into 
action. 

This  is  but  a brief  resume  of  the  physical  and 
psychological  growth  of  the  school  child  as  described 
by  these  authors.  The  subject  that  will  now  require 
consideration  is,  how  do  we  fit  our  basic  dental 
concepts  into  this  pattern  of  a complicated,  matur- 
ing individual  in  such  a way  as  to  make  certain 
these  concepts  are  assimilated,  retained,  and  trans- 
formed into  positive  health  actions.  It  is  not  an 
easy  task  if,  indeed,  it  is  possible  at  all.  In  Part  II, 
certain  basic  dental  concepts  will  be  associated  with 
this  growth  and  development  pattern  in  a manner 
which  the  classroom  teacher  can  utilize  in  a teach- 
ing program  for  education  for  dental  health. 
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ONE  OF  THE  FOUNDATIONS  of  effective  pre- 
ventive medicine  is  accurate  disease  morbidity 
reporting.  Accurate  reporting,  however,  is  a rare 
phenomenon.  Because  of  the  recent  consolidation 
of  local  health  services  in  the  State  Health  Depart- 
ment, the  Division  of  Epidemiology  has  re-examined 
its  communicable  disease  reporting  regulations  and 
has  in  several  instances  drastically  revised  proce- 
dures in  an  effort  to  produce  a more  efficient,  accu- 
rate system  which  minimizes  the  demands  on  the 
reporting  physician. 

Below  are  published  the  amended  law  of  1963 
and  the  new  regulations.  The  amended  law,  written 
in  general  terms,  permits  rapid  up-dating  of  pro- 
cedures to  conform  with  changing  concepts  of  dis- 
ease etiology  and  treatment.  The  new  disease  mor- 
bidity reporting  regulations  have  been  further  sim- 
plified and  made  more  realistic.  Many  diseases 
which  occur  with  high  frequency  are  now  to  be 
reported  only  by  a representative  panel  of  physi- 
cian-consultants who  report  the  total  number  of 
cases  of  each  disease  seen  during  a given  period  of 
time.  This  will  free  most  other  physicians  from  the 
responsibility  of  the  routine  reporting  of  such  dis- 
eases as  mumps,  chickenpox  and  streptococcal  in- 
fections. At  the  same  time  more  complete  reporting 
from  the  panel  of  consultants  will  permit  more 
accurate  determination  of  morbidity  trends  of  these 
high  frequency  diseases.  All  physicians  will  con- 
tinue to  be  responsible  for  the  reporting  of  those 
diseases  which  occur  with  low  frequency  but  which 
are  of  high  epidemiological  interest  such  as  viral 
hepatitis,  salmonellosis,  encephalitis  and  meningitis. 
Specific  case  identity  and  other  epidemiological  in- 
formation must  be  reported  for  these  diseases  by 
the  attending  physician  within  24  hours  of  diagno- 
sis or  suspected  diagnosis.  Reporting  physicians  are 

*Froni  the  Rhode  Island  Department  of  Health,  Divi- 
sion of  Epidemiology. 


free  to  choose  the  most  convenient  means  of  com- 
munication (e.g.  telephone,  letter,  etc.);  however, 
morbidity  report  forms  will  be  supplied  by  the 
Division  of  Epidemiology  for  this  purpose.  The 
regulations  specifically  guarantee  the  confidentiality 
of  the  information  reported  by  the  physician. 

While  physicians  bear  the  major  responsibility 
for  disease  reporting,  the  Department  of  Health 
bears  a reciprocal  responsibility  to  them  to  make 
morbidity  information  readily  available.  Prior  to 
1963  this  was  not  done  with  any  regularity.  Since 
then  the  Division  of  Epidemiology  has  published  a 
bi-weekly  Communicable  Disease  Report  which  is 
mailed  free  of  charge  to  all  licensed  physicians  and 
ancillary  health  personnel  in  this  State,  other  state 
health  departments,  medical  centers,  and  federal 
health  agencies.  This  report,  in  the  past,  has  pre- 
sented morbidity  data  and  additional  information 
of  current  importance.  Under  the  new  reporting 
system  the  Communicable  Disease  Report  will  con- 
tinue its  present  pattern  of  distribution  but  will 
become  a monthly  summary  of  morbidity  data. 
Augmenting  it  will  a new  weekly  publication, 
the  Communicable  Disease  Newsletter,  which  is  in- 
tended primarily  for  physicians  interested  in  com- 
municable diseases.  It  too  will  be  distributed  free 
of  charge.  This  new  weekly  publication,  telegraphic 
in  form,  is  designed  to  provide  rapid  notification 
of  trends  in  infectious  disease  activity.  The  antici- 
pated time  period  from  collection  of  data  to  publi- 
cation will  be  one  week  or  less. 

IN  AMENDMENT  OF  SECTION  23-8-1  OF  THE 

GENERAL  LAWS,  IN  CHAPTER  23-8  ENTITLED, 
"QUARANTINE  GENERALLY." 

Section  1.  — Section  23-8-1  of  the  general  laws  in 
chapter  23-8  entitled,  “Quarantine  Generally,”  is 
hereby  amended  to  read  as  follows: 

“23-8-1.  Reports  of  Communicable  Diseases. — 
In  addition  to  the  provisions  of  chapters  10  and  11 
of  this  title,  the  director  of  the  department  of  health 
may  by  regulation  declare  any  disease  to  be  a re- 
reportable disease  and  every  physician  or  other  per- 
son having  knowledge  of  a case  or  suspected  case 
of  a reportable  disease  shall  give  notice  to  the  de- 
partment of  health  in  a manner  prescribed  by  the 
(Continued  on  next  page) 
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director.  The  director  may  add  or  remove,  at  any 
time,  the  name  of  any  disease  to  or  from  the  list  of 
diseases  which  he  shall  declare  to  be  reportable  and 
may.  at  any  time,  revise  the  manner  of  reporting. 
The  regulations  in  respect  to  the  reportable  dis- 
eases shall  state  the  time  wdthin  which  the  notifi- 
cation to  the  department  of  health  must  be  made, 
the  individual  by  whom  it  is  to  be  made,  the  meth- 
od, whether  by  writing,  telegraph  or  telephone,  in 
which  it  shall  be  made,  and  whether  the  case  or 
suspected  case  is  to  be  identified  by  name,  address 
and  date  of  onset  of  illness.’' 

Section  2 — This  act  shall  take  effect  upon  its 
passage  and  all  acts  and  parts  of  acts  inconsistent 
herewith  are  hereby  repealed. 

DEPARTMENT  OF  HEALTH 
RULES  AND  REGULATIONS 

In  accordance  with  Sections  1,  2,  17,  18,  and  26 
of  Chapter  I,  Title  23  of  the  General  Laws  of  1956, 
as  amended,  the  following  rules  and  regulations  are 
promulgated  by  the  Director  of  Health. 

REPORTING  OF  COMMUNICABLE  DISEASES 

Responsibility  for  Reporting. 

The  basic  responsibility  for  reporting  the  below 
listed  diseases  lies  with  those  individuals  licensed 
to  practice  the  healing  arts,  as  defined  in  Section 
5-28-2  of  the  General  Laws  of  1956,  attending  the 
case  or  suspected  case.  When  diagnosis  or  suspected 
diagnosis  of  a case  is  made  within  a hospital,  the 
hospital  superintendent  is  additionally  charged  with 
the  responsibility  of  insuring  the  reporting  of  the 
case  in  accordance  with  the  below  outlined  pro- 
cedures. The  State  Department  of  Health  shall  do 
all  in  its  power  to  insure  that  the  above-named  in- 
dividuals are  aware  of  their  responsibilities  and  that 
the  reporting  procedures  shall  be  made  known  to 
those  concerned  therewith  and  that  they  are  ob- 
served. 

The  reportable  diseases  listed  below  fall  into  one 
of  three  categories.  The  first  category  consists  of 
those  diseases  which  are  reportable  but  in  which  the 
identity  of  the  person  afflicted  with  such  disease 
is  not  required.  The  second  category  consists  of 
those  diseases  which  are  reportable  and  in  which 
the  identity  of  the  person  afflicted  is  required.  The 
third  category  consists  of  those  diseases  in  which 
the  procedure  for  their  reporting  and  the  ramifica- 
tions thereof  are  more  explicitly  covered  in  Chap- 
ters 10,  11,  and  13,  Title  23,  of  the  General  Laws 
of  1956. 

Reportable  Diseases.  Category  1:  Identity  of 
persons  afflicted  not  required. 

Chickenpox  Mumps  Staphylococcal  Infections 

Inflnenza  Rubella  .Streptococcal  Infections 

(German  measles) 

Whooping  Cough 
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These  diseases  are  to  be  reported  at  weekly  in- 
tervals to  the  State  Health  Department  by  the  total 
number  of  cases  of  each  disease  attended  during 
the  preceding  seven  day  period.  Not  all  physicians 
are  required  to  report  diseases  in  this  category^. 
Reporting  will  be  by  physicians  who  are  consul- 
tants to  the  Division  of  Epidemiology.  It  is  sug- 
gested that  reports  by  consultants  be  submitted  on 
Fridays  by  mail. 


B.  Reportable  Diseases.  Category  2:  Identity  of 
person  afflicted  required. 


-Anthra.x 

Meningitis,  bacterial 

-•Cmehiasi.s 

Clrnithosis  ( Psittacosis) 

Brucellosis 

*Plague 

Botulism 

Poliomyelitis 

*Cholera 

Rabies 

Dengue 

*Relapsing  Fever 

Diphtheria 

Rheumatic  Fever 

Epidemic  diarrhea 

Rickettsioses 

of  the  newborn 

*(including  Typhus) 

Hepatitis,  infectious 

Salmonellosis 

Hepatitis,  serum 

(including  Typhoid) 

Histoplasmosis 

Shigellosis 

Leptospirosis 

*Smallpox 

Leprosy 

Tetanus 

Malaria 

Trachoma 

Measles 

Trichinosis 

Meningitis,  aseptic 

Tularemia 
*Yellow  Fever 

*Internationally  quarantinahle  disea.ses. 


These  diseases  are  to  be  reported  by  the  most 
convenient  means  within  twenty-four  hours  of  diag- 
nosis or  suspected  diagnosis  to  the  Division  of  Epi- 
demiology, State  Health  Department,  giving  the 
name  of  the  case,  or  suspected  case,  usual  address, 
age,  and  sex.  These  reports  are  to  be  considered 
confidential  and  not  open  to  public  inspection. 

C.  Reportable  Diseases.  Category  3:  Tuberculosis, 
\’enereal  Diseases. 

•Syphilis  (all  stages) 
Tuberculosis  Conorrhea 

(all  forms)  Chancroid 

Lymphogranuloma  venereum 
fjranuloma  inguinale 

Reporting  of  these  diseases  is  detailed  in  Chap- 
ters 10,  11,  and  13  in  Title  23  of  the  General  Laws 
of  1956,  as  amended.  Briefly,  reporting  is  by  con- 
fidential morbidity  cards  mailed  by  the  attending 
physician  directly  to  the  State  Health  Department 
by  first  class  mail.  ^Morbidity  report  cards  are  sup- 
plied by  the  State  Health  Department.  different 
form  is  used  for  tuberculosis  and  for  venereal  dis- 
eases. -All  information  concerning  cases  or  suspected 
cases  is  considered  confidential  and  not  open  to 
public  inspection. 
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TOBACCO  AND  PULMONARY  EMPHYSEMA 


Published  elsewhere  in  this  issue  (Page  461)  is 
a paper  by  Alex  M.  and  Samuel  B.  Burgess  sup- 
porting the  increasingly  prevalent  conviction  that 
there  is  a close  causal  relationship  between  cigarette 
smoking  and  pulmonary  emphysema.  While  the  re- 
lationship between  smoking  and  both  lung  cancer 
and  coronary  artery  disease  has  in  recent  years 
received  much  publicity,  the  significantly  larger 
problem  of  emphysema  has  just  begun  to  receive 
attention  in  the  public  media. 

Pertinent  clinical  and  laboratory  studies  have  yet 
been  relatively  few  in  number.  But  there  is  a grow- 
ing body  of  evidence.  Oscar  Auerbach,  of  the  Vet- 
erans Administration  Hospital  of  East  Orange,  N.J. 
produced  emphysema  in  pedigreed  beagle  hounds 
by  experimental  smoking.  Beagles  were  chosen  be- 
cause they  are  large  animals  with  lung  and  bron- 
chial tissue  closely  resembling  the  human.  They 
were  gradually  trained  to  tolerate  direct  inhalation 
of  the  smoke  through  a tracheostomy  tube.  The 
dogs  averaged  12  cigarettes  a day,  some  smoking  in 
excess  of  4,000  in  a year  or  more.  The  dogs  wagged 
their  tails  and  jumped  into  their  e.xperimental 
smoking  box  after  learning  to  smoke.  Five  of  the 
original  10  animals  died  in  24  to  415  days.  Causes 
of  death  included  pulmonary  embolism  and  bron- 
chopneumonia. The  remaining  five  dogs  were  sacri- 
ficed. According  to  Auerbach,  “Advanced  changes 
were  found  in  the  lung  parenchyma  of  every  one. 
. . . Grossly  the  surface  of  the  lungs  showed  mul- 
tiple white  patches  together  with  dilation  of  air 
spaces  indicative  of  emphysema.  Microscopically 
the  white  areas  showed  irregularly  arranged  zones 
of  connective  tissue  surrounding  dilated  air  sacs 


of  varying  sizes.”  These  changes  were  not  found  in 
control  animals,  some  having  a tracheostomy.  They 
were  similar  to  parenchymal  lung  changes  in  human 
subjects  who  had  smoked.  Auerbach  concludes: 
‘‘Cigarette  smoking  is  the  single  most  important 
factor  in  development  of  emphysema.” 

A report  from  Sweden  (T.  Dalhamn  and  R.  Ry- 
lander:  Arch.  Environ.  Health  13:47,  July,  1966) 
indicates  that  cigarette  smoke  is  highly  toxic  for 
cilia  of  mucous  membranes  of  experimental  animals. 
This  supports  earlier  studies  of  Auerbach  and  pro- 
vides at  least  one  mechanism  for  the  obstructive 
phenomenon. 

Reginald  H.  Smart  of  the  University  of  Southern 
California  has  stated:  ‘‘We  rarely  see  a patient  with 
emphysema,  over  age  45,  who  has  not  been  a heavy 
smoker  for  over  20  years.” 

A cooperative  study  from  15  Veterans  xAdminis- 
tration  Hospitals  on  487  patients  having  chronic 
obstructive  pulmonary  emphysema  has  produced  a 
history  of  cigarette  smoking  in  96.4  per  cent  of 
the  patients  ( Renzetti,  A.D.;  iMcClement,  J.  H.; 
and  Litt.  B.D.:  Am.  J.  Med.  41:115,  July,  1966). 
This  contrasted  with  a 70  per  cent  rate  in  a random 
sample  of  249,000  veterans.  This  relationship  is 
further  supported  by  the  Study  on  Smoking  and 
Health  of  the  Advisory  Committee  to  the  Surgeon 
General  of  the  United  States  Public  Health  Service 
(1964). 

The  Tobacco  Institute,  financed  by  the  tobacco 
industry,  serves  its  supporters  poorly  in  repeatedly 
and  consistently  taking  issue  with  studies  such  as 
the  above,  conducted  in  the  public  interest  and  by 
scientists  having  no  axe  to  grind. 


IV.  HIGHWAY  SAFETY:  DRIVING  TIPS  AND  SUPERHIGHWAY  HAZARDS 


Because  of  the  increasing  mileage  of  its  express- 
ways, the  most  famous  of  which  is  the  129  mile 
Connecticut  Turnpike,  and  their  rapidly  increasing 
use,  Connecticut,  our  neighbor  to  the  south  and 
west,  has  become  concerned  about  the  hazards  of 
expressway  driving.  Because  of  the  special  idiosyn- 
cracies  of  this  type  of  travel,  two  agencies  in  the 
State,  one  private  and  one  public,  have  taken  an 
interest  in  the  formidable  problems  involved.  The 


private  agency,  the  Connecticut  Motor  Club,  an 
affiliate  of  the  American  Automobile  Association, 
has  scheduled  a series  of  expressway  driving  clinics 
in  several  centers.  Each  clinic  will  consist  of  two 
hours  of  lectures  and  films  and  will  have  audience 
participation  in  driving  reaction  tests. 

The  public  agency,  the  Connecticut  Highway 
Department,  responsible  for  three  Interstate  Routes 
(Continued  on  next  page) 
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(84,  91  and  95),  has  published  a folder  which  it 
is  hoped  will  help  the  novice  expressway  driver  to 
cope  with  the  dangers  and  intricacies  of  these  high 
speed  limited  access  highways.  While  some  of  the 
advice  may  seem  rudimentary  to  the  experienced 
driver,  it  lays  down  sound  general  principles  that 
should  be  observed  by  all: 

Have  a tank  full  of  gas  before  starting  a trip. 

If  3’ou  pass  your  exit,  proceed  to  the  next  one. 
Don't  back  up. 

Remember  that  expressways  often  bypass  cities. 

Study  your  map  before  you  start  your  trip. 
Know  your  route  in  advance. 

Plan  ahead  your  stops  for  fuel,  food,  and  lodging. 

Don't  stop  on  the  ramps. 

.Avoid  indecision. 

Don't  join  the  main  traffic  flow  until  there  is  a 
safe  entrance  from  the  acceleration  lane. 

Because  average  driving  speeds  are  high,  allow 
ample  distance  between  cars  — one  car  length 
for  every  10  m.p.h. 

Use  directional  signals  when  changing  lanes. 

Check  mirrors  frequently. 


Dim  lights  at  night  when  overtaking,  or  when 
a vehicle  is  approaching  in  opposite  roadway. 

Don't  cut  in  close  to  a vehicle  you  have  over- 
taken. 

In  making  emergency  stops,  don't  slam  on  brakes. 
Slow  down  gradually  and  get  off  road  as  far  to 
right  as  possible. 

Know  in  advance  where  you  are  going  to  leave 
the  expressway,  \^'atch  for  signs. 

When  leaving  the  expressway,  use  turning  signals 
and  don't  slow  down  too  abruptly.  Do  not 
slow  down  until  you  get  into  the  deceleration 
lane. 

There  are  special  warnings  for  motorists  with  car 
trouble  — get  off  to  the  right  as  far  as  pos- 
sible and  use  some  warning  device,  or  turning 
signals  at  night.  Passing  motorists  should  no- 
tify police,  service  officials,  or  toll-booth  at- 
tendants rather  than  stop. 

.A  special  reminder  to  well-intentioned  travellers 
is  this  brief  warning:  ‘Tt  is  not  safe  to  pick 
up  hitchhikers  (who  have  no  place  on  express- 
ways) or  to  stop  to  help  strangers.” 


THE  NURSING  SHORTAGE  GROWS  MORE  ACUTE 


A report  recently  released  by  the  Alichigan 
League  for  Nursing  indicates  that  by  1970  Michi- 
gan will  need  16,000  more  active  nurses  than  are 
now  practicing.  It  further  showed  that  the  flow  of 
new  graduates  from  Alichigan  schools  of  nursing 
in  1965  was  not  sufficient  to  replace  nurses  who 
during  that  period  left  the  field  temporarily,  retired 
permanently,  or  died.  While  the  ratio  of  nurses  to 
population  in  that  state  is  already  somewhat  below 
the  national  average,  the  general  picture  there  is  a 
reflection  of  a serious  national  problem. 

In  1964  there  were  582,000  professional  nurses 
practicing  in  the  L^nited  States.  But  at  this  level 
2 1 per  cent  of  positions  for  professional  nurses  were 
unfilled.  The  Surgeon  General's  Consultant  Group 
on  Nursing  has  estimated  that  we  should  have 
available  850,000  professional  nurses  by  1970  to 
"meet  the  needs  of  the  Nation  for  safe,  therapeu- 
tically effective,  and  efficient  nursing  service.” 
Based  on  the  potential  supply  of  students  and  the 
capacity  of  nursing  schools  a more  realistic  goal 
of  680,000  by  1970  was  set  by  the  Consultant 
Group.  This  envisions  a shortage  of  the  order  of 
20  per  cent  if  that  goal  is  met,  a grim  outlook 
indeed. 

The  federal  Nursing  Training  .Act  of  1964  takes 
cognizance  of  this  critical  shortage.  It  provides: 
construction  grants  to  collegiate,  associate  degree, 
and  diploma  schools  of  nursing  for  new  facilities 
or  the  improvement  of  present  ones;  project  grants 


to  such  schools  to  improve  teaching  programs;  pay- 
ments to  diploma  schools  to  defray  some  of  the 
costs  of  increased  enrollments  and  to  improve  in- 
struction; traineeships  for  professional  nurses  so 
that  more  may  qualify  to  be  administrators,  su- 
pervisors, clinical  specialists,  and  teachers;  and 
loans  to  student  nurses  (a  part  of  the  debt  is  can- 
celled for  every  year  of  active  practice). 

It  is  important  that  nurses'  salaries  be  raised, 
so  that  they  are  competitive  with  those  in  other 
pursuits  in  the  Community,  such  as  industry,  busi- 
ness, and  government.  The  present  escalation  will 
help  to  bring  them  in  line,  but  further  raises  will 
be  necessary  before  they  are  genuinely  competitive. 

The  ^Michigan  League  for  Nursing  emphasizes 
that  much  needs  to  be  done  at  the  State  level.  We 
believe  that  a similar  lack  of  understanding  of  the 
critical  nature  of  the  problem  exists  in  Rhode  Island 
in  both  the  legislative  and  executive  branches. 
There  must  be  a maximum  effort  to  support  and 
expand  our  programs  in  all  branches  and  levels  of 
nursing  education:  baccalaureate  (senior  colleges), 
associate  degree  (junior  colleges),  diploma  (hospital 
schools  of  nursing),  and  practical  nursing  programs. 

We  can  well  take  as  our  theme  this  e.xhortation 
included  in  the  Alichigan  League  for  Nursing  recom- 
mendations: "The  state  legislators  should  be  bom- 
barded with  evidence  of  the  gap  between  what 
(our  State)  ...  is  now  doing  and  what  it  needs 
to  do  to  educate  the  nurses  it  needs.” 
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THE  OTHER  SIDE  OF  THE  COIN 


.Much  has  been  written  about  the  curse  of  over- 
utilization of  hospital  beds.  It  has  been  broadly 
implied  that  we  have  plenty  of  hospital  beds  if  only 
unnecessary  admissions  were  curtailed  and  the  hos- 
pital stay  were  reduced  0.1  of  a day.  That  the  prob- 
lem is  in  nowise  that  simple  is  abundantly  clear. 
In  the  first  place  population  growth,  increasing 
longevity,  medicare,  and  fedicare  (Title  XIX)  will 
generate  progressively  greater  need  for  beds.  The 
obsolescence  of  hospital  beds  has  been  almost  to- 
tally disregarded  in  the  hue  and  cry. 

Of  the  720,000  general  hospital  beds  in  the 
United  Staees  almost  one-third  are  deemed  obso- 
lete in  terms  of  the  buildings  of  which  they  are  a 
part  and  the  services  which  support  them.  There 
is  a higher  proportion  of  out-of-date  and  run-down 
hospitals  in  the  large  urban  areas,  where  the  need 
is  greatest,  than  in  the  small  towns.  Rhode  Island 
is  currently  in  relatively  healthy  situation  in  this 
respect,  but  it  is  not  immune. 


Over  the  past  20  years  the  Federal  Government 
has  dispersed  $2  billion  in  Hill-Burton  funds  to  add 

283.000  new  hospital  beds,  all  in  new  construction; 
75  per  cent  of  this  has  been  in  communities  of  less 
than  100,000.  Virtually  nothing  was  provided  for 
modernizing  existing  hospitals,  one-sixth  of  which 
are  50  or  more  years  old. 

A survey  by  the  United  States  Public  Health 
Service  completed  in  31  states  indicates  that  32.4 
per  cent  of  general  hospital  beds  now  in  use  fail 
to  meet  acceptable  standards.  This  would  indicate 
that  an  amazing  260,000  beds  fall  within  this  cate- 
gory. It  is  further  indicated  that  an  additional 

13.000  beds  are  becoming  obsolete  each  year. 
Legislation  to  suport  modernization  programs 

with  federal  loans  and  grants  is  now  being  formu- 
lated. It  is  endorsed  by  the  American  Hospital  As- 
sociation and  merits  the  support  of  the  medical 
profession  as  well.  .Area-wide  planning  groups  take 
notice  I 


THE  WISDOM  OF  .4LFRED  NEWTON  RICHARDS  (1876-1966) 


■‘Ready  access  to  abundant  research  funds  is 
associated  with  subtle  temptations  not  easy  to  rec- 
ognize and  resist.  Those  are  the  temptations  to 
ask  for  more  than  is  needed  or  justified;  to  over- 
estimate the  influence  of  volume  or  results,  perhaps 
at  the  expense  of  quality;  to  delegate  too  much  of 
the  work  to  assistants  or  technicians  and  thus  for 
the  investigator  to  be  deprived  of  opportunity  of 
seeing  the  chance  breaks  which  nature  so  frequently 
yields.  There  is  also  the  temptation  to  shape  the 
plan  a research  to  suit  wLat  are  believed  to  be 
the  aims  of  the  granting  agency  or  to  the  peculi- 
arities of  the  expert  advisors;  the  temptation  to 
forget  that  a reasonable  degree  of  austerity  is  a 
wholesome  stimulant;  that  excessively  elaborate 
equipment  can  convert  the  investigator  into  a tech- 
nologist and  may  obstruct  his  direct  vision  of  the 
living  system  which  he  studies  and  of  its  beauties; 
that  discoveries  are  usually  made,  not  by  teams, 
but  by  an  individual,  lonely  and  tormented  by  a 
passion  to  break  through  the  blank  wall  which 
stands  in  the  way  of  his  understanding." 

.Alfred  Xewton  Richards  knew  of  what  he  spoke. 
One  of  the  most  original  and  significant  investi- 
gators in  renal  physiology,  with  ingenuity  and  pio- 
neering skill,  he  first  ‘catheterized’  a glomerulus, 
and  thereby  stimulated  the  whole  field  of  research 
in  the  physiology  of  renal  excretion.  He  was  the 
Chairman  of  the  Department  of  Pharmacology  at 
the  F’niversity  of  Pennsylvania  for  thirty  years. 
Vice  President  for  Medical  .Affairs  at  the  same 
university  from  1939  to  1948,  and  one  of  the  lead- 


ing members  of  the  Committee  on  Medical  Re- 
search for  World  War  II.  His  contributions  are 
sufficiently  significant  that  the  great  new  medical 
research  building  at  the  University  of  Pennsylvania 
is  dedicated  in  his  honor.  His  words  of  wfisdom  — 
for  only  wisdom  increases  with  age  — made  at  the 
dedication  of  this  building  were  recently  reprinted 
in  the  Aledical  .Affairs  Journal  of  the  University 
of  Pennsylvania  for  June,  1966.  Seldom  have  years 
of  perspective,  the  genius  of  an  original  investigator, 
and  a great  administrator  been  united  in  one  man. 
Heed  his  words  of  wisdom  1 

ILLEGIBILITY  HAS  ITS  CHARMS 

In  reply  to  a letter  from  Prof.  Edward  Syl- 
vester Morse  (1838-1925,  .American  Zoolo- 
gist); “It  was  very  pleasant  to  me  to  get  a 
letter  from  you  the  other  day.  Perhaps  I should 
have  found  it  pleasanter  if  I had  been  able  to 
decipher  it.  I dont  think  that  I mastered  any- 
thing beyond  the  date  (which  I knew)  and  the 
signature  (which  I guessed  at).  There’s  a sin- 
gular and  a perpetual  charm  in  a letter  of 
yours;  it  never  grows  old,  it  never  loses  it 
novelty.  . . . Other  letters  are  read  and  thrown 
away  and  forgotten,  but  yours  are  kept  fore- 
ever  — unread.  One  of  them  will  last  a reason- 
able man  a lifetime.” 

— Thomas  Bailey  .Aldrich  (1836-1907, 
.American  .Author  and  Editor) 

. . . Extracted  from  Alilitary  Medicine, 
131;351.  1966 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 
Report  of  Meeting  Held  July  6,  1966 


A special  meeting  of  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  was  held  at  the 
Medical  Library  on  Wednesday,  July  6,  1966.  The 
meeting  was  called  to  order  by  the  President,  Dr. 
Harr\'  E.  Darrah,  at  8:12  p.m. 

The  following  delegates  were  in  attendance: 

Drs.  John  iM.  Vesey,  Joseph  E.  Wittig,  Charles 
Serbst,  Edmund  Billings,  Earl  J.  ^lara,  .^Iton  Pauli, 
Ereeman  B.  Agnelli,  James  .A.  McGrath,  Roger 
Eontaine,  Leonard  Staudinger,  Harry  E.  Darrah, 
Stanley  D.  Davies,  Alichael  DiMaio,  Stephen  J. 
Hoye,  William  .A.  Reid,  J.  Robert  Bowen,  Nathan 
Chaset,  Henry  B.  Fletcher,  Warren  W.  Francis, 
P'rank  Fratantuono,  .Alvdn  G.  Gendreau,  Seebert  J. 
Goldowsky,  John  P.  Grady,  Alilton  W.  Hamolsky, 
James  Hardiman,  Walter  E.  Hayes,  Robert  V. 
Lewis,  Thomas  Littleton,  Peter  Alathieu,  William 
AlcDonnell,  James  B.  Aloran,  Gustavo  .A.  Motta, 
Raul  Xodarse,  Edwin  B.  O’Reilly,  Arnold  Porter, 
Carl  S.  Sawyer,  Richard  P.  Se.xton,  Stanley  D. 
Simon,  Edwin  \’ieira,  Banice  Webber,  Elihu  S. 
Wing,  Jr.,  and  Arthur  E.  Hardy. 

The  following  delegates  were  absent: 

Drs.  Paul  .A.  Botelho,  Joseph  Barrett,  John  E. 
Alurphy,  Charles  Dotterer,  Robert  C.  Hayes,  Earl 
F.  Kelly,  Joseph  Ruisi,  Roger  Berard,  John  .A. 
Dillon.  Joseph  E.  Cannon,  John  T.  Barrett,  Joseph 
Caruolo,  John  ¥.  W.  Gilman,  Herbert  F.  Hager, 
William  J.  AlacDonald,  Ralph  Richardson,  John 
Turner  II,  and  Edmund  T.  Hackman. 

•Also  present  at  the  meeting  were  Air.  Charles  P. 
Williamson,  legal  counsel,  John  E.  Farrell,  execu- 
tive secretary,  and  Drs.  .Albert  Anderson,  Albert 
Tetreault,  and  John  J.  Cunningham. 

REPORT  OF  THE  PRESIDENT 

Doctor  Darrah  gave  a brief  oral  report  of  the 
White  House  Conference  on  Aledicare,  held  in 
Washington,  D.C.,  and  the  AAI.A  Conference  on 
Aledicare,  both  of  which  he  attended  as  the  presi- 
dent of  the  Society. 

REPORT  OF  THE  MEDICAL  ECONOMICS 
COMMITTEE 

Doctor  Darrah  reported  that  the  main  reason 
for  the  call  of  the  special  session  of  the  House 
was  to  consider  the  rejxirt  of  the  Aledical  Econom- 
ics Committee.  He  called  upon  the  chairman  of 
the  committee,  Dr.  Stanley  1).  Simon,  for  the  report. 


Doctor  Simon  distributed  a copy  of  his  report 
to  each  delegate  and  read  it,  explaining  the  back- 
ground and  reason  for  the  recommendations  made 
by  the  committee,  utilizing  statistical  charts  to 
show  the  validity  of  the  prevailing  fee  ranges  de- 
veloped from  the  analysis  of  the  fee  questionnaires 
received  from  more  than  700  members  of  the 
Society. 

The  report  was  discussed  at  length  by  members 
of  the  House,  and  various  facets  of  the  fee  study 
were  discussed  and  explained. 

At  the  conclusion  of  the  discussion  the  following 
actions  were  taken: 

1.  A motion  was  made,  seconded  and  voted 
that  recommendation  six  (6)  made  in  the  report 
of  the  committee  on  Aledical  Economics  be  amend- 
ed as  follows 

"6.  That,  for  the  purpose  of  implementing  the 
federal  Aledicare  program,  the  Rhode  Island 
Aledical  Society  furnish  Physicians  Service  only 
with  the  range  of  fees  determined  to  be  reason- 
able and  customary  in  this  State  on  the  basis 
of  information  submitted  by  the  physicians  to 
the  Society  in  the  special  confidential  survey  of 
charges.’’ 

2.  .A  mation  was  made,  seconded  and  voted 
that  the  report  of  the  Committee  on  Aledical  Eco- 
nomics, and  the  recommendations  therein,  as 
amended,  be  approved. 

CONTRACT  BETWEEN  PHYSICIANS  SERVICE  AND 
THE  FEDERAL  DEPARTMENT  OF  HEALTH, 
EDUCATION  AND  WELFARE 
The  President  noted  that  delegates  had  received 
in  their  handbook  a copy  of  the  contract  between 
the  Secretary  of  the  federal  Department  of  Health, 
Education  and  Welfare  and  the  R.I.  Aledical  So- 
ciety Physicians  Service  as  the  carrier  in  Rhode 
Island  for  the  federal  Aledicare  program.  He  noted 
that  the  contract  had  been  approved  by  the  board 
of  directors  of  Physicians  Service  after  review  by 
legal  counsel  of  the  Society,  and  he  asked  Air. 
Williamson  to  explain  the  contract  to  the  members 
of  the  House. 

Air.  Williamson  briefly  discussed  the  various 
articles  of  the  contract,  and  noted  in  particular 
-Article  \'  under  which  provision  is  made  for  the 
payment  to  physicians  on  assignment  with  the 
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understanding  that  in  such  procedure  the  physician 
may  not  charge  the  patient  more  than  20%  of  the 
usual  and  customary  charge  as  established  by  the 
carrier. 

Mr.  Williamson  answered  many  questions  regard- 
ing the  contract  posed  by  members  of  the  House. 

REPORT  OF  DELEGATE  TO  THE  HOUSE  OF 
DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSN. 

Dr.  Arthur  E.  Hardy,  delegate  from  Rhode  Is- 
land to  the  House  of  Delegates  of  the  American 
Medical  Association,  reported  on  the  major  actions 
taken  by  the  House.  He  noted  that  Dr.  Charles  J. 
Ashworth  of  Providence  had  been  re-elected  for  a 
five-year  term  on  the  .AMA  Council  on  Medical 
Service,  that  AMA  dues  will  be  $70  effective  Jan- 
uary 1,  1967,  that  the  council  on  constitution  and 
bylaws  had  been  authorized  to  report  on  changes 
in  the  Association’s  bylaws  to  permit  the  Judicial 
Council  to  receive  and  act  upon  appeals  filed  by 
applicants  who  allege  they  have  been  unfairly  de- 
nied membership  in  a local  and/or  state  society, 
and  on  a recommendation  that  fees  provided  under 
the  Dependent’s  Medical  Care  Act  (for  military 
personnel)  be  the  physician’s  ‘‘usual  and  customary 
charges.” 

He  then  reviewed  in  some  detail  the  various  re- 
ports and  actions  taken  by  the  AMA  House  of 
Delegates  on  phases  of  the  Medicare  program,  as 
included  in  the  handbook  for  the  meeting  under 
the  following  titles; 

1.  “Medicare  — Views  and  Recommendations 
of  the  Board  of  Trustees” 

2.  ‘‘Recommendations  on  the  Physician’s  Role 
in  Medicare” 

3.  “Direct  Billing  Under  ^Medicare  — Part  B” 

4.  ‘‘Section  1801  — Public  Law  89-97” 

5.  “Statistical  Reporting  Under  Public  Law 
89-97” 

6.  ‘‘The  Doctrine  of  Individual  Responsibility” 

The  various  reports  were  discussed  by  members 

of  the  House. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  AMA  actions  on  the  federal 
Medicare  program,  as  set  forth  in  the  handbook  for 
this  meeting,  be  accepted  and  placed  on  file,  and 
that  such  information  as  may  be  pertinent  be 
brought  to  the  attention  of  Physicians  Service. 
REPORT  OF  THE  COMMITTEE  ON  THE  FUTURE 

OF  THE  PRIVATE  PRACTICE  OF  MEDICINE 

The  President  asked  Dr.  Albert  Anderson,  Chair- 
man of  the  Society’s  Committee  on  the  Future  of 
the  Private  Practice  of  Medicine,  to  present  his 
report,  copy  of  which  was  included  in  the  delegates’ 
handbook. 

Doctor  Anderson  reviewed  the  report. 

Actions:  A motion  was  made  and  seconded  to  ap- 
prove the  recommendation  regarding  billing  pro- 
cedures under  the  Medicare  program. 


motion  was  made  to  amend  the  wording  from 
“approve  the  recommendation”  to  “accept  the  rec- 
ommendation.” 

motion  was  made,  seconded  and  voted  to  table 
the  original  motion. 

A motion  was  made,  seconded  and  voted  to  ac- 
cept the  second  recommendation  in  the  report  which 
read  as  follows: 

“The  Council  on  Medical  Service  stresses  the 
need  for  reporting  by  individual  physicians  and  by 
hospital  staff  organizations  problems  arising  in  re- 
spect to  the  Medicare  program..  This  should  en- 
compass any  factors  which  complicate  the  provision 
of  medical  care  or  cause  a deterioration  in  the 
quality  of  the  care  provided.  Such  reporting  should 
be  specific  and  should  document  any  allegations 
which  may  be  made.  These  reports  should  be  sub- 
mitted to  the  appropriate  county  medical  societies 
for  transmission  to  the  state  medical  societies  and 
thd  the  American  Medical  Association”;  and  the 
Committee  also  recommends  adoption  of  Section  2 
of  the  same  report  as  follows: 

‘‘In  the  event  that  such  difficulties  develop,  it  is 
recommended  that  these  be  carefully  documented. 
Utilization  study  should  be  kept  scrupulously 
distinct  from  extended  case  review  (i.e.  claims 
review)  and,  if  necessary,  due  notification  should 
be  given  the  Administration  of  the  hospital  that 
some  extra-mural  mechanism  for  extended-stay  case 
review  will  be  required  if  this  staff  function  cannot 
conscientiously  be  continued.  The  documentation  of 
the  difficulties  in  extended-stay  case  review'  should 
be  fully  provided  to  the  local  county  medical  so- 
ciety for  transmission  to  the  state  society  and  the 
.American  Medical  Association.” 

UTILIZATION  REVIEW  REPORTS  . 

The  President  asked  for  an  opinion  from  legal 
counsel  regarding  the  legal  implications  of  utiliza- 
tion review  reports.  Mr.  Williamson  discussed  the 
issue  at  length,  pointing  out  the  new  discovery  pro- 
cedures adopted  this  year  by  the  court  in  Rhode 
Island  which  would  permit  the  subpoena  of  such 
records  unless  the  reports  are  kept  in  the  custody 
of  the  hospital’s  attorney. 

\'arious  phases  of  the  problem  were  discussed 
by  members  of  the  House. 

Action:  A motion  w'as  made,  seconded  and  voted 
that  the  House  of  Delegates  of  the  Rhode  Island 
Medical  Society  recommend  that  utilization  review 
reports  not  be  made  part  of  the  patient's  record, 
that  code  numbers  and  not  names  be  used  to  desig- 
nate physicians  involved  in  the  report,  and  that 
such  reports  be  retained  in  the  custody  of  the  hos- 
pital’s attorney  where  they  would  be  privileged  and 
not  subject  to  subpoena;  and  further,  that  notifi- 
cation of  this  recommendation  be  sent  to  the  Presi- 
dent and  the  Secretary  of  each  hosptial  staff  asso- 
('Continued  on  Page  482) 
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ciation  in  Rhode  Island,  to  each  hospital  adminis- 
trator, and  to  the  Hospital  Association  of  Rhode 
Island. 

REPORT  OF  INDUSTRIAL  HEALTH  COMMITTEE 

The  President  noted  that  a report  from  the  In- 
dustrial Health  Committee  submitted  subsequent 
to  the  April  meeting  of  the  House  was  included  in 
the  delegates'  handbook. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Industrial  Health  Committee, 
as  submitted,  be  received  and  placed  on  file. 

AM  A .ACTIONS  OX  TITLE  19  OF  SOCI.AL 
SECURITY  .ACT 

Dr.  Peter  Mathieu,  Chairman  of  the  Social  Wel- 
fare Committee,  noted  that  the  House  had  received 
copy  of  major  actions  taken  by  the  House  of  Dele- 
gates of  the  .American  Medical  .Association  at  its 
recent  meeting  on  Title  19  of  the  Social  Security 
-Act.  He  stated  that  at  this  time  the  delegates  of 
the  Rhode  Island  Medical  Society  should  consider 
the  recommendations  regarding  the  right  to  bill 
patients,  and  the  report  on  the  Definition  and  Prin- 
ciples for  the  Determination  of  Medical  Indigency. 
He  briefly  reviewed  the  importance  of  these  two 
.AM.A  actions. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  House  of  Delegates  approve  the  principle 
set  forth  by  the  .AM.A  delegates  that  direct  billing 
of  patients  under  title  19  of  the  Social  Security  .Act 
be  authorized,  and  that  the  definition  and  principles 
for  the  determination  of  medical  indigency,  as  set 
forth  in  the  report  of  the  .AAI.A  Council  on  Aledical 
Service  and  as  approved  by  the  .AAI.A  House  of 
Delegates,  be  accepted  for  the  development  of  pro- 
grams for  the  medically  needy  in  Rhode  Island. 
ADJOURNMENT 

The  meeting  of  the  House  was  adjourned  at 
11:10  p.m. 

Respectfully  submitted, 

Stephen  J.  Hove,  m.d. 

Secretary 

MEDICAL  ECONOMICS  COMMITTEE 

In  accordance  with  the  instructions  of  this  House 
the  Committee  on  Medical  Economics  prepared  a 
fee  questionnaire  which  was  directed  to  the  entire 
membership  to  inquire  regarding  each  individual 
member's  usual  and  customary  fees  for  the  pro- 
cedures listed. 

.Approximately  1,060  questionnaires  were  mailed 
out,  since  the  mailing  was  to  the  entire  membership 
whether  or  not  individual  members  were  retired 
or  not  in  active  practice.  Returns  were  received 
from  approximately  720  members,  and  in  addition 
approximately  thirty  members  forwarded  incom- 
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plete  replies  (letters,  partial  answers  to  the  ques- 
tionnaire, etc.). 

The  entire  questionnaire  was  held  strictly  con- 
fidential. .As  the  individual  forms  were  returned 
to  the  Executive  Office  of  the  Rhode  Island  Medi- 
cal Society,  the  physician’s  signature  was  removed 
and  placed  on  file.  His  questionnaire  remained  with 
a number  as  its  only  identification. 

With  the  approval  of  the  House  the  question- 
naires were  turned  over  to  the  Physicians  Service 
administrative  staff  to  be  processed  on  computer 
machines.  The  only  identit}’  was  the  number  on 
the  front  cover,  and  no  physician's  name  was  made 
available. 

.All  the  data  from  the  questionnaires  has  been 
transferred  to  approximately  fifty  thousand  tabu- 
lating cards  which  enable  the  staff  to  analyze  each 
procedure  for  range  of  fees,  and  to  break  down  the 
analysis  for  specialist  and  non-specialist,  and  by 
geographical  area. 

.A  rejx)rt  on  the  analysis  of  77  of  the  most  com- 
mon procedures  was  given  to  the  Committee  on 
Medical  Economics  and  the  Professional  .Advisory 
Committee  of  Physicians  Service  and  the  Society 
at  a joint  meeting  of  the  two  groups. 

Findings  indicate  that  there  is  no  appreciable 
difference  between  the  charges  in  the  Greater  Prov- 
idence area  and  the  remainder  of  the  State.  There 
is,  however,  a difference  in  the  charges  by  special- 
ists and  non-specialists,  approximately  10%  over- 
all on  the  77  most  common  procedures  analyzed. 

Representatives  of  all  specialty  groups  were  in- 
vited to  meet  with  members  of  the  staff  and  the 
Joint  Professional  .Advisory  Committee  of  the  So- 
ciety and  the  Plan  to  assist  in  the  analysis. 

Therefore,  the  Committee  on  Aledical  Economics 
makes  the  following  recommendations  to  the  House 
of  Delegates: 

1.  That  it  be  the  sense  of  the  House,  on  the 
basis  of  this  report  from  its  Committee  on  Ale- 
dical  Economics,  that  the  survey  of  usual  and 
customary  fees  of  ph\'sicians  in  Rhode  Island  as 
established  through  the  survey  conducted  by  the 
Society  of  its  membership,  be  accepted  as  a work- 
ing basis  for  a range  of  fees  for  the  payment  for 
services  rendered  under  the  federal  Social  Securi- 
ty Program  for  health  care  for  those  citizens  over 
the  age  65. 

2.  That  this  range  of  prevailing  fees  be  used  on 
a statewide  basis,  considering  Rhode  Island  as 
one  locality,  and  that  the  prevailing  basis  be  that 
of  Providence  area  in  which  the  majority  of  the 
physicians  of  the  State  maintain  their  practice. 

3.  That  for  procedures,  other  than  the  77  most 
frequently  performed  and  used  for  the  basis  for 

(Continued  on  Page  484) 
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must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillln  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-slze  packages. 


V-CUlin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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(Continued  from  Page  482) 
basis  of  the  Professional  Services  Index  with 
the  conversion  factor  to  be  the  average  factor 
percentage  of  the  77  most  common  procedures. 

4.  That  individual  profiles  are  not  required 
since  they  will  be  developed  automatically  by 
the  records  of  payments  to  physicians  for  services 
over  a period  of  time. 

5.  That  the  questionnaires  completed  by  mem- 
bers of  the  Society  to  determine  the  usual  and 
customary  charges  be  retained  by  the  Society  as 
evidence  of  the  individual  response  of  physi- 
cians to  the  inquiry  regarding  usual  and  custom- 
ary fees,  and  that  such  questionnaires  not  be 
viewed  by  an3’one  without  permission  of  the 
President  of  the  Societj’,  except  that  individual 
members  of  the  Societv’  ma\’  be  permitted  to 
view  their  personal  questionnaire  at  the  ^ledical 
Librarv’,  but  the\'  may  not  alter  it  in  anj'  manner. 

6.  That  the  Physicians  Service  Corporation  be 
authorized  to  use  the  data  it  has  acquired  from 
the  tabulation  of  the  fee  questionnaires  of  the 
Society-,  utilizing  as  the  usual  and  customarv'  fees 
to  be  paid  for  beneficiaries  of  the  federal  ^ledi- 
care  Program  throughout  the  State  those  in  the 
prevailing  range  of  charges  for  procedures  per- 
formed by  ph\’sicians  in  Providence  area. 

Committee  on  Medical  Economics 
Stanley  D.  Simon,  m.d. 
Chairman 

COMMITTEE  ON  THE  FUTURE  OF  THE  PRIVATE 
PRACTICE  OF  MEDICINE 

I.  Billing  Procedures  Under  Medicare  Program. 

In  view  of  the  adoption  last  week  by  the  House 
of  Delegates  of  the  American  iMedical  Association 
of  the  informative  report  of  the  Council  on  iMedical 
Service  (cop\*  of  which  was  sent  to  the  members 
of  the  Rhode  Island  ^Medical  Socit\'  House  of  Dele- 
gates two  weeks  ago),  and  in  the  light  of  the  ac- 
tions taken  on  resolutions  regarding  direct  billing 
under  Part  B of  the  ^Medicare  program,  your  Com- 
mittee submits  as  a recommendation  on  the  matter 
the  following: 

Whereas  the  American  Medical  .Association  has 
recorded  its  opposition  to  any  program  of  dictation, 
interference,  or  coercion,  whether  direct  or  indirect, 
affecting  the  freedom  of  choice  of  the  physician  to 
determine  for  himself  the  extent  and  manner  of 
participation  or  financial  arrangement  under  which 
he  shall  provide  medical  care  to  patients  under 
Public  Law  89-97,’ and 

Whereas  the  House  of  Delegates  of  the  .American 
Medical  .Association,  in  meetings  on  June  22  and 
23.  did  adept  reports  of  the  .A.ssociation's  board  of 


trustees  and  its  Council  on  Aledical  Service  point- 
ing out  that  under  ordinary  circumstances  direct 
billing  of  patients  will  prove  superior  to  the  ac- 
ceptance of  assignments,  and  it  also  adopted  three 
resolutions  recommending  direct  billing  but  not  to 
supersede  the  position  as  stated  in  the  first  para- 
graph above  of  this  recommendation, 

Therefore,  Be  It  Resolved  that  the  House  of  Del- 
egates of  the  Rhode  Island  Medical  Society  estab- 
lish as  the  policy  for  the  members  of  the  Society 
that  under  ordinary  circumstances  they  should  deal 
directly  and  only  with  their  patients  in  billing  for 
the  reasonable  fees  for  services  rendered,  and  they 
should  not  employ  the  assignment  mechanism. 

H.  .4  Perspective  on  Medical  Care  .Appraisal, 
Utilization  Review  and  Claims  Review. 
LTilization  Review  is  one  facet  of  the  evaluation 
of  patient  care.  In  considering  utilization  review 
the  following  three  factors  and  their  proper  rela- 
tionships to  each  other  must  be  kept  clearly  in 
mind: 

1.  Quality.  The  Utilization  Review  Plan  of 
a hospital  should  have  as  its  overall  objective 
the  high  qualiW  of  patient  care  and  the  effective 
utilization  of  hospital  services. 

2.  Physicians.  The  phv’sician  must  always  re- 
main responsible  for  making  decisions  regarding 
hospital  admission,  course  of  treatment  and 
length  of  stay,  based  on  the  medical  needs  of  the 
patient. 

3.  Hospitals.  The  individual  hospital,  its  gov- 
erning bodj’  and  its  medical  staff,  carrj"  full  re- 
sponsibiliW  for  the  effectiveness  and  efficiency 
of  the  operation  of  the  LTilization  Review  Plan. 
.A.  Medical  care  appraisal  is  an  educational 

qualitv'-control  stud\'  program  in  a hospital  or  ex- 
tended-care facility.  It  includes  every  aspect  of  pa- 
tient care,  evaluating  both  quality  and  efficiency  in 
providing  the  care,  with  the  purpose  being  to  de- 
termine improvements  worthy  of  recommendation. 
It  considers  the  patient,  his  admission,  hospital 
course  (including  diagnoses,  treatments,  consul- 
tations and  complications),  disposition  and  his 
sources  of  paj’ment  (independent,  private  insurance, 
group  prepav’ment,  government  and  welfare  plans): 
it  considers  the  physician,  his  specialty'  and  his  us- 
age of  the  hospital  diagnostic,  therapeutic,  nursing 
and  administrative  services;  and  it  considers  the 
provision  by  the  hospital  of  these  services,  e.g., 
laboratory  and  X-ray,  operating  room,  nursing, 
pharmacy,  dietetics,  specialized  therapeutic  facili- 
ties (e.g.  o.xv'gen  therapy',  physiotherapy',  and  so 
forth),  clinical  record  facility,  housekeeping  and 
administrative  policies  and  procedures.  Such  a study 
program  must  be  directed  by  the  staff  physicians 
( Contimied  on  Page  486) 
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Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Gm.  tubes  and  Va  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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and  include  representation  from  and  support  by  all 
aspects  listed.  Utilization  review  is  but  one  facet 
to  this  all-inclusive  medical  care  appraisal  program 
and  must  not  become  the  '“tail  that  wags  the  dog.” 

B.  Utilization  review  is  also  a study  program, 
but  with  three  major  functions.  First  it  determines 
the  prevalence  of  unnecessary  or  ineffective  use  of 
inpatient  services  and  facilities.  Next  it  identifies 
and  analyzes  the  factors  which  contribute  to  such 
faulty  usage.  Finally,  it  recommends  acceptable 
ways  to  minimize  the  influence  of  these  factors. 
.Attention  of  this  program  is  directed  toward  four 
areas  which  generally  account  for  ineffective  util- 
ization: 

1.  Unnecessary  admission. 

2.  Excessive  length  of  inpatient  stay. 

3.  Delay  in  use,  or  overuse  of  X-ray,  laboratory 
and  other  diagnostic  and  therapeutic  procedure. 

4.  Dela\’  in  consultation  and  referral. 

As  a facet  of  medical  care  appraisal,  this  should 
be  a fact-finding,  educational  instrument  of  the 
medical  staff  without  direct  authority  to  effect 
procedural  changes  or  lessen  the  responsibilities  of 
ether  medical  staff  committees. 


Desiyners  S Suppliers  of  Offices 

150  Dofrance  Street  • Providence  3,  R.  I.  • fiAspee  1-5228 
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Attached  is  a copy  of  a ‘‘Utilization  Committee 
Check  List”  adapted  from  one  designed  by  the 
American  Hospital  Association.  Although  the  intent 
at  present  is  education,  the  potential  for  degenera- 
tion into  policing  a physician's  inpatient  practices, 
particularly  for  curtailment  of  costs  to  third  parties, 
becomes  readily  apparent  when  one  reviwes  this 
form.  Although  the  findings  of  a Utilization  Review 
Committee  may  be  used  by  third  parties  in  their 
Claims  Review  activities,  this  must  not  become  the 
reason  for  its  existence  — or,  to  extend  the  previ- 
ous metaphor,  ‘‘the  hair  that  grows  the  tail  that 
wags  the  dog.”  The  committee  should  apply  the 
same  standards  in  review  of  all  cases,  regardless 
of  sources  of  payment,  and  should  be  concerned 
with  the  over-all  aspect  of  hospital  and  extended 
care  usage  including  wKrfer-utilization.  Interference 
by  third  parties  should  be  avoided;  e.g.  govern- 
mental specifications  for  the  design  and  purpose  of 
the  Utilization  Review  Committee,  verification  of 
need  for  admissions  before  the  fact,  recertification 
of  in-hospital  patients  at  regular  intervals,  primary 
emphasis  on  over-utilization,  and  so  forth.  As  stated 
in  Section  2 of  the  American  Medical  Association 
Council  on  Medical  Service  Report  E (A-66): 

‘ In  the  event  that  such  difficulties  develop,  it 
is  recommended  that  these  be  carefully  docu- 
mented. Utilization  study  should  be  kept  scru- 
pulously distinct  from  extended  case  review  (i.e. 
claims  review  and,  if  necessary,  due  notification 
should  be  given  the  Administration  of  the  hospital 
that  some  extra-mural  mechanism  for  extended- 
stay  case  review'  will  be  required  if  this  staff 
function  cannot  conscientiously  be  continued. 
The  documentation  of  the  difficulties  in  extended- 
stay  case  review  should  be  fully  provided  to  the 
local  county  medical  society  for  transmission  to 
the  state  society  and  the  American  IMedical  As- 
sociation.” 

C.  Claims  review  is  a function  of  the  third  party 
source  of  payment.  The  purposes  of  this  activity  — 
to  determine  legitimacy  of  a claim  for  payment  — 
must  not  be  confused  wdth  those  of  the  Utilization 
Review  Committee.  In  the  course  of  auditing,  third 
parties  are  likely  to  select  two  classes  of  cases  for 
questioning  the  eligibility  for  payment: 

1.  Those  cases  in  whom  the  necessity  for  ad- 
mission is  in  doubt  (often  revealed  by  an  ap- 
parently excessively  short  stay). 

2.  Those  cases  in  whom  over-utilization  of  hos- 
pital facilities  is  suspected  (often  revealed  by 
apparently  excessively  long  stay). 

Such  cases  may  come  under  consideration  by  the 
Utilization  Review  Committee  for  facts  and  opin- 
ions which  can  be  used  by  the  third  party’s  Claims 
Review  Committee  for  evaluation  of  the  legitimacy 
of  the  Claim.  However,  Claims  Review  must  not 
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be  permitted  to  become  the  function  of  Utilization 
Review. 

In  summary,  guarding  against  third  party  inter- 
ference with  medical  care  cannot  be  overempha- 
sized. The  Committee  on  the  Future  of  the  Private 
Practice  of  Medicine  recommends  that  the  House 
of  Delegates  adopt,  as  policy  for  the  membership 
of  the  Rhode  Island  Medical  Society,  Section  4 of 
Report  E (A-66)  of  the  American  Medical  Associ- 
ation’s Council  on  Medical  Services  as  follows: 
‘‘The  Council  on  Medical  Services  stresses  the 
need  for  reporting  by  individual  physicians  and 
by  hospital  staff  organizations  problems  arising 
in  respect  to  the  medicare  program.  This  should 
encompass  any  factors  which  complicate  the  pro- 
vision of  medical  care  or  cause  a deterioration 
in  the  quality  of  the  care  provided.  Such  report- 
ing should  be  specific  and  should  document  any 
allegations  which  may  be  made.  These  reports 
should  be  submitted  to  the  appropriate  county 
medical  societies  for  transmission  to  the  state 
medical  societies  and  the  American  Medical  As- 
sociation”; and  the  Committee  also  recommends 
adoption  of  Section  2 of  the  same  report  as 
quoted  above  (Paragraph  B). 

Respectfully  submitted. 

Committee  on  the  Future  of  the 
Private  Practice  of  Medicine 
Albert  S.  Anderson,  m.d. 

Chairman 

INDUSTRIAL  HEALTH  COMMITTEE 
This  report  due  in  April  was  purposely  delayed 
until  the  following  referral  to  this  committee  was 
resolved. 

The  Pawtucket  Medical  Society  registered  a com- 
plaint that  “Industrial”  and/or  other  registered 
nurses  were  giving  flu  injections  in  the  Pawtucket 
area  without  medical  supervision.  After  numerous 
queries  and  investigation,  it  was  learned  this  was 
correct,  but  the  nurses  were  imported  from  Fall 
River,  ^Massachusetts.  Said  nurses  are  employees 
of  the  International  Garment  Workers  Union  (Bos- 
ton office).  There  was  no  local  medical  supervision 
or  authorization.  It  was  sponsored  by  the  union  for 
their  own  members.  This  committee  has  reason  to 
believe  there  are  numerous  similar  instances  in  other 
local  industries  who  main  offices  and  medical  direc- 
tors are  located  in  Massachusetts.  The  committee 
disapproved  of  this  practice.  After  consultation  with 
Dr.  Reid  and  Mr.  Farrell,  this  matter  was  referred 
to  Dr.  Joseph  Cannon,  Director  of  Health  for  fur- 
their  handling  of  the  matter  as  it  involves  state 
licensure,  etc.  On  May  17,  1966,  I conferrd  with 
Margaret  C.  Kelleher,  R.N.,  Secretary  of  the  Rhode 
Island  Board  of  Nursing  Registration,  and  it  is 


her  intention  to  confer  promptly  with  the  Massa- 
chusetts Division  of  Nursing  relative  to  this  matter. 

Correspondence  on  this  problem  is  on  file  with 
the  executive  secretary. 

On  probing  this  particular  problem,  the  Rhode 
Island  Industrial  Nurses  Association  has  expressed 
concern  as  to  their  duties,  liabilities,  standing  or- 
ders, etc.  It  was  suggested  that  they  form  a repre- 
sentative group  to  meet  with  the  Rhode  Island  In- 
dustrial Health  Committee.  Plans  have  been  ad- 
vanced to  hold  this  meeting  in  the  late  summer  or 
early  fall. 

This  committee  acting  as  a liaison  group  for  the 
Industrial  Medical  Association  (National),  studied 
their  request  for  the  formation  of  a Rhode  Island 
Component  Society.  This  committee  felt  the  local 
membership  was  too  small,  not  particularly  active, 
and  that  continued  affiliation  as  a New  England 
Society  was  more  beneficial  to  all.  Action  was  de- 
ferred at  this  time  and  to  retain  status  quo.  The 
Industrial  Medical  Society  was  so  notified. 

These  committee  meetings  as  a whole  have  been 
poorly  attended  by  its  members.  It  is  suggested 
that  future  appointees  be  members  with  Industrial 
Medical  affiliation  or  an  expressed  interest  in  same. 
Respectifully  submitted. 

Committee  on  Industrial  Health 
Thomas  J.  Dolan,  m.d. 


HEALTH  HAVENS 

NURSING  HOME 


CONVENIENTLY  SERVING 
GREATER  PROVIDENCE,  PAWTUCKET, 
CRANSTON,  EAST  PROVIDENCE  and 
EAST  BAY  COMMUNITIES 

ETHICAL,  PROFESSIONAL  SERVICE 

Registered  Nurses  Always 
Dietician  Supervised  Food  Services 
Nationally  Accredited 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE,  R.  I. 
438-4275 
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REPORT  OF  THE  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

115th  A.\AT  AL  COM  E^TIO^\  Chicago,  III.,  June  26-30,  1966 

ARTHUR.  E.  HARDY,  m.d..  Delegate,  and  EDMUND  T.  HACKMAN,  m.d. 
Alternate  Delegate,  of  the  Rhode  Island  Medical  Society 


Eederal  health  legislation,  physicians’  billing  pro- 
cedures, medical  ethics,  racial  discrimination,  health 
manpower  and  an  increase  in  AMA  annual  dues 
were  among  the  major  subjects  acted  upon  by  the 
House  of  Delegates  at  the  American  Medical  Asso- 
ciation's 115th  Annual  Convention  held  June  26-30 
in  Chicago. 

Dr.  Milford  O.  Rouse  of  Dallas.  Te.xas.  Speaker 
of  the  House  of  Delegates  for  the  past  three  years, 
was  named  .\M.\  president-elect  by  acclamation. 
He  will  succeed  Dr.  Charles  L.  Hudson  of  Cleve- 
land. Ohio,  who  took  office  at  the  Tuesday  after- 
noon inaugural  ceremony  during  the  Chicago  con- 
vention. 

Dr.  Charles  J.  Ashworth,  former  President  of  the 
Rhode  Island  ^ledical  Society,  was  re-elected  by 
the  House  for  a five-year  term  on  the  Council  on 
Medical  Service. 

FEDERAL  HEALTH  LEGISLATION 

The  House  of  Delegates  received  and  considered 
a large  number  reports  and  resolutions  dealing  with 
^ledicare,  the  e.xpanded  Kerr-Mills  program  under 
Title  19  of  Public  Law  89-97  and  other  federal 
laws  or  programs. 

In  accepting  and  commending  a Board  of  Trus- 
tees report  on  Medicare,  the  House  recommended 
that  “the  .Association  give  wide  dissemination  to 
the  information  contained  therein,  particularly  its 
informed  discussion  of  direct  billing,  the  basic  pur- 
poses of  utilization  review,  the  rejection  of  com- 
pensation for  service  cn  such  committees  except 
in  exceptional  circumstances,  and  the  proper  place- 
ment of  any  onus  of  responsibility  for  any  failure 
in  the  Medicare  program." 

The  Board  report  ended  with  the  following  con- 
clusion; 

“During  the  past  year  many  individuals  have 
represented  the  .American  Medical  .Association  and 
the  physicians  of  the  United  States  by  meeting  fre- 
quently with  officials  of  the  Department  of  Health, 
Education  and  Welfare.  This  degree  of  cooperation 
on  our  part  should  be  viewed  as  a recognition  by 
responsible  citizens  of  an  obligation  to  obey  the 
law  of  the  land,  including  this  law  with  which  we 
disagree.  Our  specific  purposes  have  been  to  provide 
expert  assistance  to  the  government  so  that  this 


law  could  be  implemented  in  a manner  most  help- 
ful to  the  beneficiaries  while  disturbing  the  practice 
of  medicine  to  the  minimum  degree.  Despite  our 
best  efforts  it  is  apparent  that  serious  problems  are 
inevitable  in  connection  with  the  implementation 
of  this  law  and  we  trust  that  the  physicians  and 
the  public  will  place  the  blame  for  such  deficiencies 
squarely  where  they  belong  — on  the  Eederal  Gov- 
ernment. 

“We  are  proud  of  the  role  we  have  assumed  and 
in  many  instances  our  efforts  have  been  productive. 
Proposed  forms  were  simplified;  some  unnecessary 
forms  eliminated,  and  a number  of  our  suggestions 
was  incorporated  in  regulations  and  procedures.  .An 
informative  “Reference  Guide”  for  physicians,  re- 
cently distributed,  was  prepared  with  consultation 
of  .AAI.A  staff.  Numerous  other  items  will  continue 
to  receive  our  most  serious  study  and  consideration, 
and  the  Board  urges  and  requests  that  every  mem- 
ber e.xhibit  his  personal  diligence  by  supplying  his 
local  medical  society  documented  evidence  of  trans- 
gressions of  the  spirit  or  the  letter  of  the  law  as 
it  is  implemented. 

“The  Board  of  Trustees  intends  to  continue  to 
supply  advdce,  guidance,  and  dissent  when  neces- 
sary to  the  Government  or  to  other  third  parties 
on  matters  that  pertain  to  the  health  of  the  public 
and  the  interests  of  the  medical  profession.’’ 

The  House  strongly  supported  the  general  con- 
cept of  individual  responsibility  and  endorsed  a 
report  from  the  Council  on  Aledical  Service  which 
included  the  following  statement 

"Since  the  Council  believes  that  the  current  in- 
terest in  the  doctrine  of  individual  responsibility 
stems  in  large  part  from  concern  over  the  matter 
of  assignments  under  PL  89-97,  it  hastens  to  add 
that,  as  a matter  of  .American  Medical  .Association 
policy,  the  Council  on  Medical  Service  recommends 
reaffirmation  of  the  responsibility  of  individual 
physicians  for  determining  how  they  will  govern 
their  professional  practices  under  this  law  and  that 
physicians  should  be  made  acutely  aware  of  the 
manifest  superiorities  of  direct  billing  as  previously 
communicated  to  this  House  in  the  Council's  Report 
E (.A-66  on)  ’Recommendations  on  the  Physician’s 
Role  in  Medicare.’  ’’ 

The  latter  report  (Report  E)  was  highly  com- 
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mended,  and  the  House  recommended  its  widest 
possible  dissemination,  including  publication  in  its 
entirety  in  a prominent  place  in  the  earliest  possible 
issue  of  AMA  News. 

PHYSICIANS'  BILLING  PROCEDURES 

In  connection  with  the  Medicare  part  of  Public 
Law  89-97,  the  House  also  adopted  three  resolutions 
which  recommended  that  physicians  use  the  direct 
billing  method  rather  than  the  assignment  proce- 
dure. At  the  same  time,  the  House  pointed  out  that 
adoption  of  these  resolutions  should  not  be  inter- 
preted as  contravening  the  statement  approved  at 
the  Special  Session  in  October,  1965,  which  said: 

“The  American  Medical  Association  opposes  any 
program  of  dictation,  interference  or  coercion, 
whether  direct  or  indirect,  affecting  the  freedom  of 
choice  of  the  physician  to  determine  for  himself 
the  extent  and  manner  of  participation  or  financial 
arrangement  under  which  he  shall  provide  medical 
care  to  patients  under  Public  Law  89-97.” 

In  considering  a resolution  on  the  right  to  bill 
patients  under  Title  19  of  the  law,  the  House  passed 
an  amendment  pointing  out  that  direct  billing  has 
been  recommended  as  the  billing  method  of  choice 
under  Title  18  by  the  Board  of  Trustees  and  the 
Council  on  Medical  Service.  It  then  said  that  since 
there  is  a wide  latitude  available  to  the  states  in 
establishing  administrative  procedures  under  Title 
19,  each  state  medical  association  should  work  early 
and  diligently  in  its  own  state  so  that  any  plan  or 
law  adopted  in  its  state  for  approval  under  Title 
19  would  include  authorization  for  direct  billing. 

The  House  also  instructed  the  AMA  Advisory 
Committee  to  the  Department  of  Health,  Education 
and  Welfare  to  do  all  in  its  power  to  implement  the 
intent  of  the  resolution  at  the  national  level.  In 
addition,  the  House  urged  positive  steps  to  obtain 
statutory  authority  for  a continuing  medical  ad- 
visory committee  under  Title  19,  and  it  called  on 
the  AMA  and  the  state  societies  to  maintain  added 
vigilance  to  eliminate  any  patterns  which  might  sub- 
vert the  intent  of  Title  19. 

HOSPITAL-BASED  PHYSICIANS 

The  House  passed  two  resolutions  involving  bill- 
ing and  reimbursement  principles  affecting  hospital- 
based  specialists  but  also  of  significance  to  all  phy- 
sicians. The  first  said: 

“The  Principles  of  Medical  Ethics  declare  that 
a physician  shall  not  dispose  of  his  services  to  a 
third  party  or  “lay”  organization,  and 

“Title  XVIII  of  Public  Law  89-97  recognizes 
the  principle  of  the  separation  of  professional  and 
hospital  costs  for  services  rendered  by  hospital- 
based  physicians;  and 

“This  principle  has  been  advocated  by  the  AiMA, 
(Continued  on  next  page) 
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the  American  College  of  Radiology,  the  American 
College  of  Pathologists,  and  many  regional  organi- 
zations. and 

"A  great  number  of  hospital-based  physicians 
throughout  the  nation  have  declared  their  intention 
to  bill  separately  for  their  professional  services  in 
keeping  with  this  principle;  therefore  be  it 

‘■Resolved,  That,  since  separate  billing  by  the 
physician  for  his  professional  services  is  a preferred 
ethical  practice,  it  shall  be  deemed  unethical  for  a 
physician  to  displace  a hospital-based  phj'sician  who 
is  attempting  to  practice  separate  billing  when  said 
displacement  is  primarily  designed  to  circumvent 
separate  billing.” 

The  second  resolution  regretted  that  publication 
of  ^Medicare  Regulations  #5  was  delayed  until 
June  28,  three  days  before  the  effective  date  of 
Medicare,  and  said  that  these  regulations  do  not 
conform  to  the  intent  of  Congress  as  expressed  in 
Section  1801  of  the  ^Medicare  law.  It  then  declared 
that: 

“The  House  of  Delegates  instruct  the  Board  of 
Trustees  and  the  Executive  \'ice  President  to  re- 
quest from  the  Social  Security  Administration  an 
extension  of  date  of  final  adoption  of  the  proposed 
regulations  of  not  less  than  90  days,  in  order  that 
the  American  Medical  Association  and  all  other 
interested  medical  organizations  be  allowed  rea- 
sonable time  to  study,  and  to  submit,  to  the  Social 
Security  Administration  data,  views  or  arguments 
and  pertinent  constructive  comments  and  sugges- 
tions. 

‘‘To  preserve  the  professional  independence  of 
medical  practice  that  the  Board  of  Trustees  and 
Officers  of  the  AIMA  be  instructed  to  immediately 
inform  the  membership  that  Medicare  Reg.  ^5 
will  not  apply  to  physicians  (whether  hospital- 
based  or  not)  who 

‘‘1.  Have  no  financial  relationship  with  a hos- 
pital covering  medical  services  to  patients 

■‘2.  Do  not  accept  assignments  but  bill  directly 

'"The  AM  A Xews  and  other  appropriate  media 
be  used  to  advise  all  physicians  who  are  developing 
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contractual  relationships  with  hospitals  for  profes- 
sional service  that  they  should  delay  the  finalization 
of  any  agreement  pending  further  analysis  of  the 
implementing  regulations.” 

MEDICAL  ETHICS 

In  acting  upon  a Board  of  Trustees  recommenda- 
tion that  a physician  may  participate  in  the  owner- 
ship of  a pharmacy  or  regularly  dispense  drugs, 
remedies  or  appliances  or  provide  eyeglasses  to  his 
patients  only  when  approved  by  his  component  and 
constituent  medical  associations  and  when  it  is 
determined  by  them  to  be  necessary  in  the  best 
interests  of  the  patient,  the  House  approved  the 
following  reference  committee  statement: 

■‘The  Principles  of  IMedical  Ethics  provide: 
‘Drugs,  remedies  or  appliances  may  be  dispensed 
or  supplied  by  the  physician  provided  it  is  in  the 
best  interests  of  the  patient.’  Your  reference  com- 
mittee reaffirms  the  1963  House  of  Delegates  in- 
terpretation of  the  words  ‘in  the  best  interest  of 
the  patient,’  which  reads  as  follows: 

‘‘  ‘It  is  the  opinion  of  the  Judicial  Council  that 
this  language  was  adopted  to  permit  both  the  prac- 
ticing physician  and  the  local  medical  societies  to 
evaluate  the  many  factual  situations  incident  to 
prescribing  and  dispensing  which  are  bound  to  arise 
in  the  practice  of  medicine.  Under  this  language  the 
doctor  is  permitted  to  exercise  his  own  best  judg- 
ment when  caring  for  his  patient.  It  is  known  that 
there  will  be  situations  when  it  is  necessary  or  de- 
sirable for  a physician  to  dispense  or  supply  what 
he  has  prescribed.  The  Principles  permit  this  to  be 
done.  On  the  other  hand,  this  broad  language  pro- 
vides a means  by  which  a component  medical  so- 
ciety can  inquire  into  the  facts  of  a particular  prac- 
tice. The  profession  thus  can  act  to  prevent  abuse 
of  discretion  and  protect  patients  from  exploitation. 
In  essence  this  language  means  that  a physician  in 
the  exercise  of  sound  discretion  may  dispense  ‘in 
the  best  interest  of  his  patient;’  it  does  not  autho- 
rize him  to  dispense  solely  for  his  convenience  or  for 
the  purpose  of  supplementing  his  income.’ 

‘‘The  reference  committee  approves  the  goals 
sought  by  the  Board’s  report,  but  disapproves  its 
specific  recommendations.  It  notes  that  mechanisms 
presently  exist  for  processing  charges  of  deviation 
from  the  foregoing  ethic  and  urges  that  these 
mechanisms  be  made  vitally  active  at  local  level. 
When  charges  of  deviation  develop,  complaints 
should  be  made  to  the  local  society  and  vigorously 
processed  by  the  appropriate  committee  of  that  so- 
ciety. If  they  are  not  resolved  thereby,  the  com- 
plaints should  then  be  carried  to  the  state  consti- 
tuent association.  The  prudent  physician  will  al- 
ways seek  the  guidance  of  his  local  medical  society 
in  situations  relating  to  ethical  conduct.” 

(Continued  on  Page  492) 
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AMA  ACTIONS 

(Continued  from  Page  490) 

The  House  directed  the  Board  of  Trustees  to  take 
action  as  e.xpeditiously  as  possible  to  give  wide  dis- 
semination to  the  reference  committee  report. 

DISCRIMINATION 

The  House  received  six  resolutions  dealing  with 
the  subject  of  discrimination  against  some  appli- 
cants for  membership  in  component  medical  so- 
cieties. It  called  attention  to  the  strong  position 
taken  by  the  House  in  1964  but  pointed  out  that 
it  is  difficult  to  follow  the  1964  directive  because 
there  is  now  no  mechanism  at  the  national  level 
whereby  a rejected  applicant  for  membership  at 
county  or  state  level  may  obtain  a hearing  in  order 
to  right  an  alleged  wrongful  discrimination. 

In  lieu  of  the  six  resolutions,  the  House  adopted 
a substitute  resolution  which  directed  the  Council 
on  Constitution  and  bylaws  to  prepare  such  changes 
in  the  Constitution  and  Bylaws  ‘‘as  may  be  neces- 
sary to  permit  the  Judicial  Council  to  receive  and 
act  upon  appeals  filed  by  applicants  who  allege  that 
they  have  been  unfairl\’  denied  membership  in  a 
local  and/or  state  society."  The  House  asked  the 
Council  to  report  its  recommendations  at  the  1966 
Clinical  Convention. 

HEALTH  MANPOWER 

On  the  subject  of  health  manpower  the  House 
received  reports  from  the  Board  of  Trustees,  Coun- 
cil on  IMedical  Education  and  Council  on  ^ledical 
Service  and  also  one  resolution.  In  general,  all  of 
them  urged  the  AMA  to  assume  leadership  and 
mobilize  its  efforts  to  meet  present  and  future 
shortages  in  health  manpower.  The  House  approved 
the  Board  report,  announcing  appointment  of  a 
Committee  on  Health  Manpower,  and  adopted  the 
resolution.  The  two  Council  reports  were  referred  to 
the  new  Board  committee. 

In  taking  these  actions,  the  House  approved  a 
reference  committee  statement  which  included  the 
following; 

‘‘Your  Reference  Committe  is  well  aware  of  the 
drastic  shortage  of  health  manpower  that  is  con- 
fronting the  American  public.  It  is  keenly  appreci- 
ative of  the  opportunity  presented  to  the  American 
Medical  Association  to  furnish  leadership  in  the 
solution  of  this  problem.  The  necessary  additional 
manpower  in  the  medical  profession  and  in  allied 
health  professions  must  be  developed.  The  most 
effective  and  efficient  utilization  of  existing  health 
manpower  must  be  made  at  all  times.  This  is  no 
time  to  surrender  leadership  to  persons  or  organi- 
zations outside  of  the  medical  profession.” 

AMA  DUES  INCREASE 

By  a vote  of  168  to  46,  the  House  approved  an 
increase  in  .AM.\  annual  dues  from  $45  to  $70,  ef- 
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fective  January  1,  1967,  thus  confirming  a Board 
of  Trustees  recommendation  which  was  given  ini- 
tial approval  at  the  1965  Clinical  Convention. 

The  House,  in  approving  the  dues  increase,  ac- 
cepted a reference  committee  statement  which  said: 

'Tt  is  quite  apparent  that  the  programs  necessary 
to  serve  the  needs  of  the  members  of  the  Associa- 
tion cannot  be  conducted  effectively  without  ade- 
quate financing  and  it  is  equally  apparent  that 
such  adequate  financing  is  impossible  without  the 
dues  increase  requested  by  the  Board  of  Trustees. 
Your  Reference  Committee  reaffirms  its  confidence 
in  the  judgment  of  the  Board  of  Trustees  which 
has  in  the  past  and  must  in  the  future  e.xercise  the 
most  careful  and  prudent  stewardship  over  the 
assets  of  the  Association.  The  Board  of  Trustees 
is  the  Committee  elected  by  the  House  of  Delegates 
to  investigate  and  control  the  finances  of  the  As- 
sociation. The  appointment  of  any  other  committee 
to  perform  this  function  would  be  most  inappropri- 
ate.’’ 

OTHER  ACTIONS 

In  considering  106  resolutions,  38  Board  reports 
and  least  20  additional  reports  from  councils  and 
other  groups,  the  House  of  Delegates  also: 

Endorsed  the  Declaration  of  Helsinki,  already 
adopted  by  the  World  IMedical  Association,  as  a 
guide  to  those  who  are  engaged  in  clinical  medical 
investigation; 

Reaffirmed  its  opposition  to  the  compulsory  as- 
sessment of  hospital  staff  members  in  order  to  raise 
funds  for  hospital  construction; 

Reconsidered  its  action  in  defining  usual,  custo- 
mary and  reasonable  fees  and  referred  the  matter 
back  to  the  Council  on  Medical  Service  for  futher 
study; 

Urged  all  state  and  county  medical  societies  to 
send  representatives  to  the  Third  National  Congress 
on  Medical  Quackery  to  be  held  October  7-8,  1966, 
in  Chicago; 

Commended  the  American  Medical  Association 
Education  and  Research  Foundation  for  its  accom- 
plishments during  the  past  four  years  and  gave  a 
standing  vote  of  gratitude  to  Dr.  Raymond  M. 
McKeown,  AMA-ERF  president  since  1962; 

Strongly  endorsed  the  AM  A Volunteer  Physicians 
for  Vietnam  program  and  urged  the  entire  profes- 
sion to  support  it  by  word  and  deed;  approved  a 
recommendation  by  the  AMA  survey  team  and  the 
Board  of  Trustees  that  the  Association  organize  and 
administer  a program  of  American  assistance  in 
medical  education  in  South  Vietnam  supported  by 
the  U.S.  Agency  for  International  Development; 
was  impressed  by  a report  from  Dean  Pham  Bieu 
Tam  of  the  Faculty  of  Medicine,  University  of  Sai- 
gon, and  urged  that  the  AMA  do  everything  possi- 
(Continued  on  next  page) 
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ble  to  assure  that  volunteer  physicians  caring  for 
the  South  Vietnam  civilian  population  are  properly- 
supplied  with  medicines  and  other  medical  supplies: 

Adopted  a resolution  urging  constituent  medical 
associations  to  oppose,  as  detrimental  to  the  public 
interest,  any  proposed  legislation  that  would  au- 
thorize optometrists  to  engage  in  the  diagnosis  or 
treatment  of  disease  or  injury  of  the  eye; 

Approved,  with  minor  editorial  revisions,  a final 
report  from  the  Committee  on  Maternal  and  Child 
Care  of  the  Council  on  Medical  Service  dealing 
with  the  medical  care  aspects  of  “Combating  the 
Problems  oj  Unwed  Parents” ; 

Agreed  with  a strong  policy  statement  condemn- 
ing the  abuse  oj  LSD  and  other  non-narcotic  drugs, 
pointing  out  that  the  illicit  use  of  LSD  is  subvert- 
ing and  vitiating  important  and  necessary  valid 
experimental  studies,  and  recommending  that  the 
manufacture  and  distribution  of  LSD  be  continued 
as  needed  under  strict  control,  with  the  drug  being 
made  available  only  to  competent  research  workers 
(physicians  trained  in  its  use  on  approval  of  the 
Department  of  Health,  Education  and  Welfare; 

Reaffirmed  its  opposition  to  the  compulsory  re- 
gulation of  any  single  method,  such  as  the  use  of 
generic  terms,  of  the  prescribing  oj  drugs; 

Offered  AMA  cooperation,  in  order  to  prevent 
public  fear  and  misunderstanding,  to  those  joun- 
dations  and  other  groups  which  request  it  in  clari- 
fying statistical  data,  visual  media  and  other  forms 
of  medical  information  to  be  presented  to  the 
public  so  as  to  provide  an  accurate  view  of  the 
problems  or  problem  with  which  they  are  concerned; 

Received  as  information  a comprehensive  report 
on  the  Relation  oj  Medicine  and  Osteopathy,  which 
contains  much  material  pertinent  to  future  policy- 
considerations,  and  also  approved  in  principle  a 
recommendation  that  doctors  of  osteopathy  be  com- 
missioned in  the  Armed  Forces  Medical  Services; 

Agreed  with  a report  recommending  that  the 
core  curriculum  plan  for  continuing  medical  edu- 
cation be  not  approved  in  its  present  form,  that  no 
further  core  curricula  be  developed  at  this  time, 
and  that  various  methods  of  continuing  medical 
education  be  studied  under  the  auspices  of  the 
Council  on  Postgraduate  Programs; 

Expressed  its  opposition  to  the  Hart  bill,  S.  2568, 
and  all  similar  legislation; 

•Adopted  reports  from  the  Council  on  Medical 
Service  on  a Model  Emergency  Department  Agree- 
ment and  on  Multiple  Coverage  in  Voluntary  Health 
Insurance; 

Approved  Board  reports  on  Exercise  and  Physi- 
cal Fitness,  encouraging  state  and  local  medical 
societies  to  support  the  promotion  of  fitness  pro- 
grams. and  on  Venereal  Disease  Control,  empha- 
sizing the  continued  need  for  all  physicians  to  report 


all  cases  that  come  to  their  attention,  and 

Authorized  the  Speaker  of  the  House  to  appoint 
a Resolutions  Consultation  Committee,  purely-  for 
editorial  advisory-  purposes,  at  subsequent  AMA 
conventions. 

ELECTION  OF  OFFICERS 
In  addition  to  Dr.  Rouse,  the  new  president-elect, 
the  following  officers  were  named; 

Dr.  Eli  S.  Jones  of  Hammond,  Indiana,  AMA 
vice  president;  Dr.  Walter  C.  Bornemeier  of  Chi- 
cago, speaker  of  the  House  of  Delegates,  and  Dr. 
Russell  B.  Roth  of  Erie,  Pa.,  vice  speaker. 

On  the  Board  of  Trustees,  all  for  three-year 
terms.  Dr.  Homer  L.  Pearson  of  Miami,  Fla.,  and 
Dr.  Dwight  L.  Wilbur  of  San  Francisco  were  re- 
elected; Dr.  Burtis  E.  Montgomery  of  Harrisburg, 
111.,  was  named  to  succeed  Dr.  Percy  E.  Hopkins  of 
Chicago,  who  did  not  run  for  re-election,  and  Dr. 
!Max  H.  Parrott  of  Portland,  Oregon,  succeeded 
Dr.  Raymond  M.  McKeown,  who  was  not  eligible 
for  re-election. 


PLL-MONAR  EMPHYSEMA 

(Concluded  from  Page  465) 
sema  in  Cigarette  Smokers.  A.M.A.  Arch.  Int.  Med. 
104;518,  1959 

^DVebster,  J.  R. : 'The  Effect  of  Tobacco  Smoking  on 
Pulmonarj-  Function  in  Asymptomatic  \\'omen.  Am. 
Rev.  Resp.  Dis.  88:393,  1%3 
--Dysinger.  P.  W. ; Lemon,  F.  R. ; Crenshaw,  G.  L., 
and  M’alden,  R.  T. ; Pulmonary  Emphysema  in  a 
Xon-Smoking  Population.  Dis.  Chest  43:17,  1%3 
-■C-Cnderson,  D.  O.,  and  Ferris,  B.  G.  Jr.:  The  Role  of 
Tobacco  Smoking  in  the  Causation  of  Chronic  Res- 
piratory Disease.  Xew  England  J.  Med.  267:787,  Oct. 
18.  1%2 

-■^Anderson,  D.  O. ; Ferris,  B.  G.  Jr.,  and  Davis,  T.  W. : 
The  Cilliwack  Respiratory  Survey.  1963:  Part  1. 
Canad.  M.  A.  J.  92:899.  April  24,  1965 
-^Williams.  D.  and  Leopold,  J.  G. : Death  from 
Bronchial  Asthma.  Acta  .\llergol.  14 :83,  1959 
-®Ravenholt,  R.  T.,  and  Applegate,  J.  R. : Measure- 
ment of  Smoking  Experience.  Xew  England  J.  Med. 
272:789,  April  15,  1965 

-"Phillips,  A.  M.;  Phillips,  R.  W..  and  Thompson,  J.  L. : 
Chronic  Cought  Analy-sis  of  Etiologic  Factors  in  a 
Survey  of  1,274  Men.  Ann.  Int.  Med.  45:216,  1956 
-‘’Lowell,  F.  C. ; Franklin,  W. ; Michelson,  L..  and 
Schiller,  I.  W. : Chronic  Obstructive  Pulmonary  Em- 
phvsema : A Disease  of  Smokers.  Ann.  Int.  Med. 
45!268.  1956 


DENTAL  HEALTH 

(Concluded  from  Page  472) 

"Bonta,  S.  A. : The  possibilities  of  an  Improved  Den- 
tal Health  Education  Program.  J.  Missouri.  St.  Dent. 
.A.  40:17,  1960 

*Fraley,  R. : The  Role  of  the  Classroom  Teacher  in 
Dental  Health  Education.  J.  Missouri  St.  Dent.  A. 
40:19.  1960 

®Rreckenridge.  M.  E..  and  N'incent,  E.  L. : Child 
Development.  Physical  and  Psychological  Growth 
Through  Adolescence.  Fourth  Edition.  W.  B.  Saun- 
ders Co.,  Phil.,  1960 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate.  j 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than  ; 
recommended  doses.  An  occasional  patient  may  i 
not  tolerate  carisoprodol  because  of  an  individual  j I 
reaction,  such  as  a sensation  of  weakness.  Other  j 
rarely  observed  reactions  have  included  dizziness,  ■ i 
ataxia,  tremor,  agitation,  irritability,  headache,  in-  j 
crease  in  eosinophil  count,  flushing  of  face,  and  j 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 

Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions,  ; 
carisoprodol  should  be  discontinued  and  appropri-  ! 
ate  therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory  I 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets  | 
and  250  mg.  orange,  two-piece  capsules.  j 

Before  prescribing,  consult  package  circular.  \ 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 


r//  Wallace  Laboratories,  Cranbury,  N.J. 

26SOIJ 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Association 
was  held  at  the  Rhode  Island  Medical  Society  Li- 
brary on  iMonday,  April  18,  1966.  The  meeting  was 
called  to  order  by  the  President,  Doctor  Stanley  D. 
Simon,  at  8:35  p.m. 

MINUTES  OF  THE  PREVIOUS  MEETING 

The  President  announced  that  a reading  of  the 
minutes  of  the  March  7 meeting  would  be  omitted 
in  view  of  the  fact  that  the  minutes  would  be  pub- 
lished in  the  Rhode  Island  Medical  Journal. 

REPORT  OF  THE  PRESIDENT 

The  President  called  attention  to  the  plans  for 
the  155th  Annual  Scientific  Assembly  of  the  Rhode 
Island  ISIedical  Society  to  be  held  on  May  10 
and  11. 

He  also  reported  that  the  Association’s  Commit- 
tee on  Entertainment  has  set  the  date  of  Thursday, 
June  16,  for  the  Annual  Golf  Tournament  and  Din- 
ner to  be  held  at  the  Wannamoisett  Country  Club. 

He  also  read  an  invitation  to  the  Association  for 
its  members  to  attend  a lecture  at  Providence  Col- 
lege on  Thursday,  April  21. 

REPORT  OF  THE  SECRETARY 

Doctor  Bertram  H.  Buxton  reported  that  the 
Executive  Committee  had  approved  for  active  mem- 
bership in  the  Association  the  following  physicians: 

Jose  V.  Amorin,  M.D. 

John  H.  Arnold,  M.D. 

Mary  B.  Arnold,  M.D. 

Thomas  G.  Breslin,  M.D. 

-Anthony  C.  Broccoli,  M.D. 

Henry  A.  Cohen,  M.D. 

Charles  Chieh-Ming  Pan,  AI.D. 

Action:  A motion  was  made  and  seconded  that 
applicants  recommended  be  elected  to  membership. 

PRESENTATION  OF  CERTIFICATES 

D<x:tor  Simon  presented  membership  certificates 
to  the  physicians  who  were  elected  to  active  mem- 
bership at  the  March  meeting  of  the  Association. 

SCIENTIFIC  PROGRAM 

The  President  introduced  the  lecturer.  Doctor 
Mortimer  B.  Lipsett,  who  spoke  on  “Hormonal 
Syndromes  .Associated  With  Cancer.” 

Doctor  Lipsett  preceded  his  formal  lecture  by 
defining  the  National  Cancer  Institute. 

The  National  Institutes  of  Health  are  organized 
under  the  Department  of  Health,  Education  and 


Welfare  and  are  under  the  immediate  direction  of 
the  Surgeon  General  of  the  U.S.  Public  Health  Serv- 
ice. There  are  nine  institutes  in  all  — the  National 
Institute  of  Cancer  being  one.  The  administrative 
offices  as  well  as  the  clinical  and  research  facilities 
are  in  Bethesda,  Alaryland,  and  provide  the  largest 
research  and  clinical  facilities  in  the  world  for  the 
study  and  treatment  of  appropriate  patients. 

In  the  formal  lecture  Doctor  Lipsett  described 
the  multiple  hormone-like  substances  that  are  occa- 
sionally produced  by  various  tumor  cells  causing 
recognizable  hormonal  syndromes  such  a Cushings 
Syndrome,  hypercalcemia,  hypoglycemia,  erythe- 
mia,  hyperthyroidism,  water  retention,  precocious 
puberty  and  hyperserotoninemia. 

The  following  types  of  tumors  can  secrete  a sub- 
stance similar  to  insulin  producing  hypoglycemia: 
mesenchymal,  hepatic,  adrenal  and  certain  miscel- 
laneous anaplastic  tumors,  adenocarcinomas  and 
pseudomyxomas.  Since  the  plasma  insulin  level  is 
low  in  these  tumors  it  is  known  that  the  insulin 
effect  is  not  due  to  insulin  itself  but  a substance 
with  similar  action. 

Those  tumors  associated  with  Cushing’s  Syn- 
drome include  bronchogenic,  thymic,  pancreatic, 
ovarian,  thyroid  cancers  and  bronchial  adenomas. 
Certain  miscellaneous  tumors  of  the  testis,  prostate, 
uterus,  kidney,  trachea,  salivary  gland,  pancreatic 
islet  cells,  nervous  system  and  breast  can  also  cause 
increased  ACTH  secretion  to  produce  Cushing’s 
Syndrome. 

The  following  table  compares  the  clinical  and 
laboratory  features  of  Cushings  Disease  with  Cush- 
ing’s Syndrome  associated  with  tumor  activity. 


Cushing’s 

Disease 

Cushing’s 
Syndrome 
with  tumor 

I 

Onset 

slow 

fast 

II 

Classical  signs 

95+% 

absent  20% 

III 

Edema 

uncommon 

often 

IV 

Response  to 
.Adrenalectomy 

yes 

yes 

Cause  of  death 

L'ardio  \'asc. 
or  infection 

Ca 

VI 

Hypokalemic 

.Acidosis 

10% 

50-50'-/'r 

vn 

17  Ketosteroid 
E.xcretioir 

\ 1/2-2  X N 

2-10  X N 

;iii 

Cortisol  K.xcretion 

65  mg/24  hr 

205  mg/24  hr 
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IX  Response  of  17 

Ketosteroids  to 

ACTH  increased  O change 

X  Response  to 

Cortisone  5097  decrease  (3  change 

XI  Plasma  ACTH  slight  elev.  high 

Doctor  Lipsett  disclosed  that  certain  patients 
with  Choriocarcinoma  appear  to  be  hyperthyroid 
because  the  trophoblastic  tissue  elaborates  a sub- 
stance which  stimulates  the  thyroid.  This  substance 
has  proved  not  to  be  thyrotrophic  hormone  (nega- 
tive imuno-assay)  but  a substance  with  similar  ac- 
tion. Hydatidiform  moles  can  also  produce  hyper- 
thyroidism, 

Hepatoblastomes,  adrenal  cancers,  and  oat-cell 
carcinomas  of  the  trachea  can  elaborate  a substance 
like  choriogonadotropic  hormone  which  produces 
precocious  puberty  and  positive  pregnancy  tests.  An 
ovarian  tumor  in  a patient  with  a negative  neck 
dissection  caused  hypercalcemia  from  the  produc- 
tion of  a parathyroid  hormone-like  substance.  The 
patient’s  calcium  levels  returned  to  normal  after 
removal  of  the  ovarian  tumor.  Tumors  of  the  kid- 
ney, lung,  and  vagina  can  also  produce  hypercal- 
cemia. Although  it  is  not  possible  to  differentiate 
between  hypercalcemia  from  parathyroid  disease 
and  non-parathyroid  tumors  by  assay  of  parathyroid 
hormone,  a careful  physical  e.xamination  will  often 
disclose  a large  tumor  (lung,  kidney,  ovary,  or 
vagina)  as  the  cause  of  hypercalcemia  on  a non- 


parathyroid disorder  basis. 

Oat  cell  carcinomas  can  produce  an  anti-diuretic 
substance  which  produces  water  retention  leading 
to  increased  plasma  volume,  increased  glomerular 
filtration  rate  and  decreased  aldosterone  secretion 
with  consequent  loss  of  sodium  and  hyponatremia. 
In  these  cases  the  serum  sodium  is  very,  very,  low. 

Polycythemia  is  seen  in  conjunction  with  cere- 
bellar cysts  (Von  Hippel-Lindan's  Disease),  renal 
cancers,  benign  renal  lesions  (such  as  hydro- 
nephrosis, renal  cysts  and  adenomas  of  the  kidney), 
cerebellar  hemangiomas,  uterine  fibromas,  adreno- 
cortical cancers  or  hyperplasias,  ovarian  tumors  and 
pheochromocytomas. 

Concluding  his  lecture  Doctor  Lipsett  theorized 
that  in  normal  tissues  gene  repression  prevents  the 
elaboration  of  the  polypeptides  which  are  similar 
to  the  various  hormones,  while  in  tumor  tissue  gene 
repression  ceases  thus  allowing  the  illogical  and 
inappropriate  cellular  hormonal  function. 

The  meeting  was  well  attended  and  Doctor  Lip- 
sett's  unusual  subject  was  received  wdth  enthusiastic 
interest. 

ADJOURNMENT 

The  meeting  was  adjourned  at  9:45  p.m. 

Attendance  68 

Collation  was  served 

Bertram  H.  Buxton,  Jr.,  m.d. 
Respectfully  submitted: 
Secretary 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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(•rent  Eiiierfreiicy  Room  Emerfreiicy 
Stems  Ennii  >'on-emerg'ency  Patients 

Q.  When  is  a hospital  emergency  room  not  an 
emergenc}'  room? 

A.  When  it  is  used  to  treat  non-emergency 
conditions  such  as  colds,  virus,  and  excessive  ear 
wax. 

The  Health  Insurance  Institute,  citing  from  re- 
cent data  on  hospital  emergency  room  utilitization, 
states  that  hospitals  throughout  the  country  have 
been  reporting  an  inordinate  rise  in  emergency 
cases  and  blaming  part  of  the  influx  on  non-urgent 
use  of  this  important  hospital  facility. 

The  United  States  Department  of  Health,  Edu- 
cation, and  Welfare,  which  has  reported  the  prob- 
lem, predicts  that  by  1970  emergency  room  visits 
will  exceed  hospital  inpatient  admissions  by  more 
than  17  million  patients.  (.'\n  estimated  49.3  mil- 
lion visits  to  the  emergency  room  vs.  32.1  million 
admissions  into  the  hospital.) 

How  many  visits  to  the  emergency  room  are  non- 
urgent? 

The  .American  College  of  Surgeons  conducted  a 
national  survey  which  found  that  only  45  per  cent 
of  ER  cases  were  of  an  emergency  nature. 

United  States  Public  Health  Service  report 
further  indicated  the  possible  over-utilization  of 
emergency  rooms.  In  New  York  City,  the  PHS 
states,  ER  visits  to  79  voluntary  and  municipal  hos- 
pitals increased  135  per  cent  from  1950  to  1963. 
Significantly,  over  this  same  period  of  time,  out- 
patient services  in  clinics  and  hospitals  in  New 
York  City  increased  only  0.3  per  cent. 

Individual  ho.spitals  report  steep  rises  in  ER  use. 
In  1964,  San  Francisco  General  Hospital  said  it 
handled  47,896  cases  in  the  emergency  room,  75 
per  cent  more  than  ten  years  earlier.  Similarly, 
Hartford  Hospital  in  Hartford,  Conn.,  reported  a 
three-fold  increase  in  a decade  — to  36,000  cases. 

Why  are  iiebple  jamming  emergency  rooms? 
Here  are  .some  reasons  advanced  by  government 
and  private  health  agencies. 

1.  The  [lopulation  is  becoming  increasingly  mo- 


bile. This  year,  12.2  million  persons  are  expected 
to  move  out  of  county  or  out  of  state.  When  a 
family  settles  in  a new  home,  it  often  neglects  find- 
ing a family  physician.  When  illness  or  injury  sud- 
denly strikes,  families  turn  to  the  hospital  emer- 
gency room. 

2.  The  number  of  physician  engaged  in  general 
practice  is  steadily  decreasing.  (There  was  a drop 
of  27,200  GP's  in  the  15-year  period  ending  in  1963 
to  68,326.)  This  limits  opportunities  in  finding  a 
‘•family  doctor.” 

3.  There  are  increasing  referrals  to  the  emer- 
gency room  by  physicians.  (A  survey  of  22  hospi- 
tals in  Michigan  showed  that  in  almost  35  per  cent 
of  the  cases,  patients  had  been  advised  by  physi- 
cians to  go  to  the  emergency  room.) 

4.  Persons  fail  to  take  advantage  of  doctors' 
set  \dsiting  hours  in  their  offices. 

5.  More  and  more,  people  tend  to  mistake  the 
emergency  room  for  an  outpatient  hospital  facility. 

6.  Too  many  people  believe  mistakenly  that 
emergency  room  treatment  is  always  free.  Fees  for 
relatively  routine  emergency  cases  may  cost  from 
$5  to  $10. 

With  increased  ER  use,  hospitals  generally  find 
facilities  and  personnel  strained  to  meet  the  de- 
mand. Moreover,  accounting  deficits  are  rising  in 
ER.  New  York  City's  Roosevelt  Hospital  in  1964 
reported  that  only  30  per  cent  of  its  emergency 
room  bills  were  paid.  The  city  as  a whole  loses 
nearly  $3  million  a year  on  its  emergency  facilities. 

Larger  hospitals  are  able  to  cope  with  the  prob- 
lem better  than  the  smaller  ones.  Personnel,  such 
as  interns  and  nurses,  are  more  readily  available  to 
large  installations. 

Some  smaller  hospitals  have  had  to  resort  to 
paying  local  physicians  to  staff  the  ER  on  a rotat- 
ing basis  to  help  ease  the  crush. 

With  Medicare  now  in  effect  for  older  persons, 
hospitals  generally  are  expecting  increased  use  of 
all  their  services  thus  straining  the  emergency  rooms 
even  more. 

(Continued  on  Page  500) 


natever  term  describes  him  in  this  new  era  of 
munology,  the  symptoms  of  congested  nose,  rhinor- 
ea  and  sneezing  haven’t  changed  in  patients  hyper- 
nsitive  to  pollens  and  molds.  But  nTz'^  Nasal  Spray 
lieves  the  symptoms.  It  decongests  nasal  mem- 
anes  on  contact,  relieves  itching  and  reduces 
cessive  rhinorrhea  without  unpleasant  dryness, 
e first  spray  of  well-tolerated  nTz  shrinks  the 
'binates,  helps  restore  normal  nasal  ventilation 
d breathing.  After  a few  minutes,  a second 
ray  enhances  sinus  ventilation  and  drainage. 

are  than  a simple  vasoconstrictor,  the  carefully 
lanced  formula  of  effective  components  relieves  in 
ree  ways  with: 

Jeo-Synephrine®  HCI  0.5%,  a decongestant  of 
lexcelled  efficacy  to  shrink  nasal  membranes  and 
ow  more  comfortable  breathing. 

'henfadil®  HCI  0.1%,  a topical  antihistamine  to 
■Ip  relieve  itching  and  rhinorrhea. 

lephiran®  Cl  1:5000,  an  excellent  wetting 
ent  and  antiseptic  preservative  to  promote 
3 rapid  spread  of  components  to  less 
cessible  nasal  areas. 

ipplied  in  convenient  pocket-size  plastic 
■ray  bottle  of  20  ml.  Also  available  as  a 
lution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
id  473  ml.  (1  pint). 


Prescribe 
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Nasal  Spray 


i)nlains  Neo-Synephrine  HCI) 
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Winthrop  Laboratories,  New  York,  N.Y.  10016 


i)nce  merely  a man 
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low  a victim  of  his  'I 
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THROUGH  THE  MICROSCOPE 

(Cominued  from  Page  498) 

A M A CONFERENCE  ON  SPORTS 
SCHEDULED  FOR  NOVEMBER 
The  eighth  Xational  Conference  on  the  Medical 
Aspects  of  Sports,  sponsored  by  the  .\merican  Me- 
dical Association  under  the  auspices  of  its  Com- 
mittee on  the  iMedical  Aspects  of  Sports,  will  be 
held  in  Las  Vegas.  Nevada,  at  Caesar's  Palace  on 
November  27.  1966.  The  Conference  is  held  annu- 
ally in  conjunction  with  and  on  the  first  day  of 
the  Clinical  Convention  of  the  .American  hledical 
.Association. 

.As  was  true  of  the  previous  seven  Conferences, 
the  Eighth  will  cover  a wide  range  of  subjects  of 
interest  to  those  serving  school  and  college  athletic 
programs.  Included  will  be  forums  and  discussion 
sections  relating  to  criteria  for  immediate  manage- 
ment of  knee  injuries,  resources  for  grass  roots  su- 
pervision of  sports,  medical  preparations  for  inter- 
national competions.  and  the  relationship  of  ath- 
letic fitness  to  physical  fitness.  .Among  the  speakers 
will  be  Alerritt  Stiles.  AI.D..  2nd  A’ice  President  of 
the  U.S.  Olympic  Committee,  and  Donald  O'Dcn- 
oghue.  AI.D..  President  of  the  .American  Academy 
of  Orthopedic  Surgeons.  Robert  S.  Rocke.  AI.D.. 
Aledical  Examiner  for  the  California  State  .Athletic 
Commission,  will  address  the  Conference  Luncheon. 


A M A REPORT  ON  MEDICAL 
LICENSURE  IN  1965 

Another  8.943  licensed  physicians  were  added  to 
the  L’.S.  medical  profession  in  1965.  according  to 
a report  by  the  -American  Aledical  .Association's 
Council  on  Aledical  Education. 

The  total  is  1.032  more  than  the  number  of  phy- 
sicians newly  licensed  in  1964. 

-As  of  Dec.  31.  1965.  there  were  292.088  physi- 
cians in  the  L'.S.  This  number  includes  239.623 
licensed  physicians,  a net  gain  of  5.286  — after 
deaths,  retirements,  etc.  — from  the  same  date  a 
year  earlier.  (The  52.465  unlicensed  physicians, 
most  of  whom  contribute  to  patient  care,  include 
many  interns  and  residents,  military  and  govern- 
ment-service doctors,  some  medical  educators,  ad- 
ministrators. and  retired  physicians.) 

Of  all  newly  licensed  physicians.  7.445  attended 
U.S.  and  Canadian  medical  schools:  the  remaining 
1.488  were  graduates  of  foreign  medical  faculties. 
In  recent  years,  about  one-quarter  of  foreign-trained 
graduates  issued  first  licenses  have  been  .Americans 
who  attended  medical  schools  outside  the  U.S.  and 
Canada. 

Of  ten  geographical  regions  of  the  U.S..  all  but 
one  showed  increases  in  newly  licensed  physicians 
of  from  6 to  39  per  cent  during  1965.  The  7-state 
region  of  Alontana.  Idaho.  Wyoming.  Colorado, 
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Xew  Mexico,  Arizona,  and  Utah  had  a 24  per  cent 
decline. 

Xew  York  had  the  greatest  number  of  physicians 
receiving  their  first  licenses  — 1,192.  This  was  233 
more  than  in  1964.  California  was  again  second 
with  1,045  new  licentiates;  228  more  than  the  pre- 
vious year.  Pennsylvania  had  582;  Texas,  497; 
Ohio,  456. 

Eight  other  states  each  had  more  than  200  newly 
licensed  physicians  in  1965  — Illinois,  Michigan, 
Maryland,  Virginia,  Georgia,  Louisiana,  ^Missouri, 
and  Xorth  Carolina. 

Kentucky  showed  the  most  notable  increase  in 
new  licenses  awarded  — 147  in  1965,  compared  to 
33  in  1964. 

A total  of  17,712  licenses  to  practice  medicine 
and  surgery  were  issued  during  1965  by  54  autho- 
rized boards  in  the  LhS.  and  its  territories.  In  addi- 
tion to  first  licenses,  these  included  licenses  for 
physicians  moving  from  one  state  to  another. 

For  the  third  successive  year,  California  led  all 
states  in  the  total  number  of  licenses  issued  with 
2,657  — 34  more  than  the  previous  year.  X"ew  York 
was  second  with  2,232 ; Pennsylvania  was  third  with 
938;  Ohio,  fourth  with  907.  Texas,  Illinois,  IMary- 
land,  Michigan,  Virginia,  and  Florida  followed  in 
that  order;  each  issued  somewhat  more  than  500 
licenses. 

The  fewest  licenses  were  issued  by  IMontana  (19). 
Alaska,  Delaware,  Idaho,  X"ew  Mexico,  X'evada, 
X'orth  and  South  Dakota,  and  Wyoming  each  issued 
fewer  than  50  licenses  in  1965. 

TEXAN  NEW  DARTMOUTH 
MEDICAL  SCHOOL  DEAN 

Dr.  Carleton  B.  Chapman  of  Dallas  has  been 
appointed  dean  of  the  Dartmouth  INIedical  School, 
President  John  Sloan  Dickey  of  Dartmouth  an- 
nounced recently. 

Dr.  Chapman  is  currently  professor  of  medicine 
at  the  University  of  Texas  Southwestern  Medical 
School  in  Dallas  and  director  of  the  Pauline  and 
.\dolph  Weinberger  Laboratory  for  Cardiovascular 
Research. 

A native  of  Talladega,  Ala.,  Dr.  Chapman  was 
educated  at  Davidson  College  and  was  a Rhodes 
Scholar  at  St.  Johns  College,  Oxford.  He  received 
his  doctorate  of  medicine  in  1941  from  Har- 
vard. During  the  war.  Dr.  Chapman  served  as  a 
commissioned  officer  in  the  United  States  Public 
Health  Service  in  the  Middle  and  Far  East.  In  1947, 
he  took  up  a teaching  and  research  appointment  at 
the  University  of  Minnesota  IMedical  School  and 
accepted  the  Dallas  appointment  in  1953.  He  was 
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awarded  a Career  ITofessorship  by  the  Xational 
Institutes  of  Health  in  1963. 

Dr.  Chapman's  research  and  clinical  interests 
have  been  largely  in  the  fields  of  the  heart  and  cir- 
culation, with  a special  emphasis  on  human  exer- 
cise. He  has  also  evidenced  continuing  concern  over 
problems  of  medical  education  and  research,  and 
served  as  president  of  the  American  Heart  Associ- 
ation in  1964-65.  He  has  published  many  articles 
and  mongraphs  on  heart  disease,  physiology,  various 
aspects  of  medical  education,  and  in  the  field  of 
the  history  of  medicine  and  science. 


TO  RHODE  ISLAND  PHYSICIANS: 

The  Departments  of  Pathology  and  Pedi- 
atrics at  the  Rhode  Island  Hospital  are  plan- 
ning to  conduct  a comprehensive  study  of 
blood  changes  produced  by  ingestion  of  Poke- 
berry  (Phytolacca  americana) . It  is  now  known 
that  in  addition  to  gastrointestinal  and  other 
toxic  effects  of  this  berry,  haematologic  chang- 
es consisting  of  peripheral  blood  lymphocyte 
blastogenesis,  mitosis,  and  plasmacytic  differ- 
entiation occur  within  one  week  after  exposure. 
These  changes  occur  with  even  minimal  ex- 
posure: ingestion  of  a berry  or  two,  or  systemic 
inoculation  of  berry  juice  through  cuts  and 
abrasions.  (Lancet  1:170,  1965;  Pediatrics,  in 
press).  All  parts  of  the  plant  contain  the  sub- 
stance which  produces  these  changes. 

We  are  anxious  to  locate  cases  for  study 
during  the  months  of  August  and  September. 
We  would  be  grateful  for  the  opportunity  to 
see  any  patients  in  whom  pokeberry  ingestion 
has  been  documented  or  suspected.  For  our 
studies,  it  is  neces.sary  that  we  see  the  child 
from  the  first  day  of  ingestion.  We  would  glad- 
ly come  to  see  children  in  other  areas  than 
Providence  if  necessary.  .\ny  physicians  seeing 
patients  with  this  problem  are  asked  to  contact 
the  Accident  Room  of  the  Rhode  Island  Hos- 
pital, if  they  are  willing  to  allow  their  patients 
to  be  used  for  study. 

P.  H.  LaMarche,  m.d. 

P.  Farnes,  m.d. 

B.  E.  Barker,  Ph.D. 
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TITLE  \I\  OF  THE  SOCIAL  SECURITY  LA\^ 

(Actions  taken  by  AM  A House  of  Delegates,  June,  1966) 


The  Right  to  Bill  Patients 

The  House  of  Delegates  of  the  American  Medical 
Association  adopted  an  amended  report  that  pro- 
vided that  since  direct  billing  has  been  recom- 
mended as  the  preferable  billing  method  of  choice 
by  the  Board  of  Trustees  and  the  Council  on  Medi- 
cal Service,  under  Title  18  (^ledicare),  and  since 
wide  latitude  is  available  to  the  States  under  Title 
19,  the  House  urges  each  state  association  to  work 
early  and  diligently  in  its  own  State  to  the  end  that 
any  plan  or  law  in  thatState  shall  authorize  such 
billing  procedure,  and  further,  that  the  Advisory 
Committee  of  the  AMA  to  the  Department  of 
Health,  Education  and  Welfare  be  instructed  to  do 
all  in  its  power  to  implement  this  motion  at  the 
national  level. 

Definition  and  Principles  for  the  Determination  oj 

Medical  Indigency 

The  House  approved  of  a report  from  the  Coun- 
cil on  Medical  Service  and  its  Committee  on  Wel- 
fare Services  for  "its  clear  and  concise  application 
of  Association  policies  in  defining  and  establishing 
principles  for  the  determination  of  medical  indi- 
gency." The  House  expressed  the  belief  that  these 
principles  will  be  of  assistance  to  state  associations 
and  others  in  the  development  of  programs  for  the 
medically  need}'. 

DEFINITION  AND  PRINCIPLES  FOR  THE 
DETERMINATION  OF  MEDICAL  INDIGENCY 
( .Adopted  by  the  Hous  of  Delegates  of  the  American 
Medical  Association  June  30,  1966,  at  its  meeting 
in  Chicago,  Illinois) 

Background 

At  the  1965  Clinical  Convention  of  the  House 
of  Delegates,  the  Council  on  Medical  Service  pre- 
sented as  an  informational  document,  in  its  Report 
C.  the  definitions  and  principles  for  determination 
of  medical  indigency  of  The  National  Council  on 
the  Aging. 

On  the  recommendation  of  the  reference  com- 
mittee, the  House  re-referred  this  report  to  the 
Council  and  the  Committee  on  Welfare  Services, 
with  the  request  "that  the  AMA  develop  its  own 
definitions  and  principles  for  the  determination  of 
medical  indigency." 

The  Committee  bn  Welfare  Services  has  there- 
fore developed  the  following  statement  which  has 
been  reviewed  and  approved  by  the  Council. 

For  the  most  part,  the  principles  listed  herein 


simply  paraphrase  existing  Association  policy  state- 
ments. However,  some  of  these  principles  may  be 
considered  as  broadening  existing  policy,  in  that 
they  extend  to  the  medically  indigent  of  all  ages 
principles  which  originally  referred  explicitly  to 
Kerr-AIills  and  Eldercare  programs. 

The  Council  and  the  Committee  on  Welfare 
believe  that  these  principles,  although  stated  in 
the  context  of  programs  for  the  medically  indigent 
aged,  may  validly  be  applied  to  all  the  medically 
indigent.  This  is  especially  true  since  the  Associa- 
tion has  consistently  held  that  attained  age  does  not, 
in  itself,  indicate  a special  category  of  the  needy. 

The  Committee  has  indicated  those  principles 
which  it  believes  comprise  an  extension  of  present 
formal  policy. 

Definition  of  Medical  Indigency 

Basically,  ‘‘medical  indigency"  is  simply  inability 
to  pay  for  medical  care.  In  its  years  of  study  of 
this  question,  the  Committee  on  Welfare  Services 
has  recognized  that  two  types  of  medical  indigency 
exist. 

One  type  is  simply  a result  of  low  income.  The 
individual  or  family  which  needs  financial  assistance 
to  purchase  the  day-to-day  necessities  of  life  — 
food,  clothing,  and  shelter  — or  which  has  barely 
enough  resources  to  obtain  these  necessities  without 
help  will  become  medically  indigent  when  faced 
with  almost  any  medical  expense. 

The  other  type  is  less  simple.  The  ordinarily 
self-sufficient  middle-income  individual  or  family, 
which  can  meet  rnost  medical  expenses  from  income 
or  health  insurance,  can  still,  on  occasion,  be  faced 
with  high-cost  but  uninsured  intensive  care  pro- 
cedures. such  as,  long-term  institutional  care. 

The  first  group  of  patients  are  medically  indigent 
on  a semi-permanent  basis,  unless  their  financial 
status  improves.  Their  eligibility  can  be  decided  on 
the  basis  of  a simple  budget,  listing  the  minimum 
necessary  expenditures  for  food,  clothing,  and  shel- 
ter. Income  at  or  below  this  level  is  a clear  indi- 
cation of  need. 

The  second  group  is.  however,  medically  indigent 
only  temporarily.  Eligibility  cannot  be  determined 
on  the  basis  of  income  alone,  but  on  comparison 
of  income  and  the  cost  of  the  needed  care.  Xor  is 
it  necessarily  appropriate  to  consider  all  income 
above  the  minimum  necessaiy  for  daily  living  avail- 
able to  meet  medical  costs,  since  reducing  the  in- 
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dividual  or  family  to  this  poverty  level  makes  it 
far  more  difficult  for  them  to  regain  financial  in- 
dependence when  the  medical  crisis  passes. 

For  this  reason,  the  Council  and  the  Committee 
reaffirm  past  statements  to  the  House  that  a fixed 
income  level  cannot  be  established,  either  statewide 
or  nationally,  below  which  all  are  medically  indi- 
gent and  above  which  none  are,  and  recommends 
adoption  of  the  following  broad  definition: 
“Medical  indigency  is  the  inability  to  pay  jor 
needed  medical  and  related  services  without 
severely  curtailing  the  ability  to  pay  jor  other 
necessities  oj  life.” 

“Needed  medical  and  related  services,”  in  this 
definition,  can  include  any  health  care  service  — 
physician’s  care,  hospitalization,  dental  care,  drugs, 
physical  therapy,  preventive  services  — insofar  as 
they  are  truly  necessary  to  health. 

The  phrase  “without  severely  curtailing  the  abili- 
ty to  pay”  is  not  intended  to  e.xempt  the  individual 
or  family  from  reasonable  responsibility  for  meeting 
medical  costs,  through  limitation  or  postponement 
of  unnecessary  purchases,  by  bank  loans,  or  other 
resources.  The  phrase  implies  that  medical  indi- 
gency exists  when  payment  of  medical  costs  would 
required  drastic  reduction  below  a reasonable  living 
standard  or  assumption  of  long-term  major  debt 
load. 

The  “other  necessities  of  life”  can  vary  with  the 
individual  situation.  For  e.xample,  families  should 
not  have  to  give  up  reasonable  plans  for  the  edu- 
cation of  their  children  or  be  forced  to  sell  a home 
to  meet  medical  expenses.  On  the  other  hand,  they 
should  not  expect  financial  aid  in  meeting  medical 
expenses  while  spending  extravagantly  in  other 
areas. 

With  this  clarification  of  the  definition,  the 
Council  and  Committee  on  Welfare  Services  recom- 
mend adoption  of  the  following  fifteen  principles  in 
actual  determination  of  medical  indigency. 
Principles  for  the  Determination  of  Medical 
Indigency 

The  American  Medical  Association  has  often 
stated  that  “No  person  in  this  country  should  go 
without  needed  health  care  because  oj  inability  to 
to  pay.”  These  principles  are  intended  to  assist 
public  and  private  agencies  to  decide  who  should 
receive  help  in  paying  for  such  care.  They  do  not 
in  any  way  imply  any  change  in  Association  poli- 
cies as  to  where  the  responsibility  for  such  financing 
lies. 

1.  Medical  indigency  is  a combination  of  two 
factors:  the  need  for  medical  care  and  the 
inability  to  pay  for  it. 

2.  The  need  for  medical  care  is  a medical  decision 
which  should  be  made  by  a physician. 

3.  In  the  absence  of  clear  evidence  to  the  contra- 
ry, individuals  or  families  receiving  financial 


assistance  for  day-to-day  living  costs  from 
state  or  local-tax-supported  programs  should 
be  assumed  unable  to  pay  for  medical  care  un- 
less that  financial  assistance  includes  an  allow- 
ance for  such  care. 

4.  Determination  of  inability  to  pay  should,  as 
far  as  possible,  be  made  at  the  local  level,  with 
local  administration  and  control. 

5.  The  process  of  determining  financial  eligibility 
should  be  prompt  and  should  not  delay  receipt 
of  necessary  care. 

6.  The  primary  qualification  for  assistance  is  need. 
Standards  of  eligibility  should  be  applied  equal- 
ly and  without  discrimination  to  all  applicants. 

7.  Determination  of  inability  to  pay  should  be 
based  on  comparison  of  the  individual’s  or 
family’s  financial  resources  and  a reasonable 
estimate  of  the  amount  necessary  for  adequate 
maintenance  of  the  necessities  of  life. 

8.  No  fixed  financial  level  should  be  established 
for  determining  medical  indigency.  Self-suffi- 
cient individuals  and  families  should  be  eligible 
for  help  when  major  illnesses  reduce  their  re- 
sources to  a point  below  what  is  necessary  for 
a reasonable  living  standard. 

9.  When  inability  to  pay  results  not  simply  from 
general  financial  need  but  from  the  cost  of  a 
major  medical  procedure,  the  anticipated  cost 
of  care  should  be  determined  in  consultation 
with  appropriate  medical  authorities. 

10.  Due  regard  should  be  paid  to  enabling  the  in- 
dividual family  to  regain  or  retain  self-sup- 
porting status,  as  far  as  possible. 

11.  Those  not  already  financially  indigent  should 
not  be  required  to  reduce  their  incomes  to  this 
level  in  order  to  obtain  help. 

12.  Administrative  procedures  should  be  as  simple 
as  is  consistent  with  good  administration.  Re- 
quirements which  tend  to  discourage  those 
needing  help  from  applying  should  be  elimi- 
nated. 

13.  The  rights,  the  privacy,  and  the  dignity  of  the 
applicant  for  help  should  be  protected. 

14.  Provision  should  be  made  for  appeal  of  adverse 
decisions. 

15.  So  far  as  possible,  agreement  as  to  what  con- 
stitutes medical  indigency  should  be  reached 
by  all  public  and  private  agencies  involved  in 
the  provision  and  financing  of  medical  care. 

Note'.  As  used  in  these  principles,  “medical  care” 
means  institutional  and  ancillary  services, 
as  well  as  physicians’  care. 

DERMAQUIZ  ANSWERS 
(See  Page  446) 

1.  Sebaceous  cysts  (wens) 

2.  Multiple  benign  epithelioma  of  the  scalp  (en- 
dothelioma capitis,  turban  tumors,  tomato 
tumors,  cylindrma). 
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MAURICE  IV.  KAY  PEDIATRIC  SYMPOSIUM 

♦ ♦ ♦ 

Vi  e<lnes(lay,  OCTOBER  5,  1966  . . . Roger  Williams  General  Hospital 

♦ ♦ ♦ 

Morning:  VIRAL  AND  BACTERIAL  INFECTIONS  OF  THE  CENTRAL 

NERVOUS  SY'STEM 


♦ ♦ ♦ 


Afternoon:  TUBERCULOSIS  IN  CHILDHOOD 

♦ ♦ 


Speakers: 


THOMAS  WELLER,  M.D.,  ROBERT  HAGGERTY\  M.D.,  MAR- 
GARET H.  D.  SMITH,  M.D.,  and  DAVID  BAKER,  M.D. 


Sessions  Open  to  AH  Aleinbers  of  tlie  K.  I.  Aledieal  Society 


BOOK  REVIEW 

OCULAR  AXD  ADXEXAL  TUMORS.  New  and 
Controversial  Aspects.  Symposium  Sponsored  by 
Department  of  Ophthalmology,  Baylor  Univer- 
sity College  of  Medicine.  Edited  by  IMilton  Bo- 
niuk.  The  C.  V.  IMosby  Company,  Saint  Louis, 
Missouri,  1964.  $25.00 

This  book  is  the  result  of  the  first  international 
symposium  on  ocular  tumors,  at  the  Texas  Medi- 
cal Center. Houston,  Texas,  on  November  12,  13 
and  14,  1962.  Many  of  the  outstanding  authorities 
in  the  world  participated.  The  book  is  divided  into 
four  sections  — tumors  of  the  conjunctiva  and  eye- 
lid, retinoblastoma,  pigmented  intraocular  tumors, 
and  orbital  tumors. 

It  contains  recent  information  and  controversial 
aspects  regarding  the  incidence,  clinical  and  patho- 
logic diagnosis,  and  management  of  adnexal  and 
ocular  tumors.  It  is  well  illustrated  with  gross  and 
microscojiic  pictures  of  the  lesions  discussed. 

In  summary,  this  book  is  a well-written,  well- 
illustrated  work  about  recent  advancements  in  ocu- 
lar and  adnexal  tumors. 

DuGALD  H.  MuNRO,  M.D. 
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ECONOMICAL! 


600981 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


a sea  of  trouble 

for  polleii-seiisifive  patients 


Benadryl* 

(diplienliydramiiie  hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  distress 


The  pink  capsule  with  the  white  band  is  a 
trademark  of  Parke,  Davis  & Company. 


PARKE-DAVIS 


^1866  196^ 

KKH 


• antihistaminic  action  relieves  sneezing, 
nasal  congestion,  pruritus,  and  lacrimation 

• antispasmodic  action  alleviates  bronchial 
and  gastrointestinal  spasm. 

Precautions:  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-con- 
taining drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response 
while  using  this  product.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with  BENADRYL 
should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be 
considered  when  prescribing  BENADRYL. 
Side  Effects:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and 
generally  mild,  may  affect  the  nervous,  gas- 
trointestinal, and  cardiovascular  systems. 
Most  frequent  reactions  are  drowsiness,  diz- 
ziness. dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in 
Kapseals^  of  50  mg.  and  Capsules  of  25  mg. 


PARKE,  DAVIS  i COMPANY,  Dtlroil,  M:ch,gan  4B232 
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THE  TREATMENT  OF  FUNCTIONAL  DYSMENORR 
SELECTED  CASES  OF  PREMATURE  LABOR  AN 
AND  3RD  TRIMESTER  THREATENED  ABORTIO 


In  controlling  abnormal  uter 
ine  activity,  LUTREXIN,  the 
non-steroid  "uterine  relaxing 
factor"  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON.  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 

( LTR22 ) 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  _ 


Lult^xin 

HW&D  BRAND  OF  LUTUTRIN 


3000  UNIT  TABLETS 


IN 

AND 
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How  long  since  yonr  taxable  estate 
was  examined? 

A large  group  of  people  simply  don’t  realize  how  well  they've  done — in  build- 
ing up  a taxable  estate. 

. , . And  how  little  they've  done  to  cope  with  that  tax. 

These  days,  any  successful  person  who  puts  aside  money  to  retire  on  — or 
builds  an  adequate  life  insurance  program  — is  wise  to  review  his  plans  for 
his  family’s  welfare  from  a tax  standpoint. 

Are  you  in  this  category  yourself?  If  so,  we  recommend  that  you  examine  your 
taxable  estate  at  an  early  meeting  with  your  attorney  and  a trust  officer  of 
this  bank. 

You  may  be  surprised  at  the  size  of  your  estate,  and  equally  surprised  at  how 
much  you  can  save. 


RHODE  ISLAND 
HOSPITAL  TRUST 
COMPANY 


TABLE  OF  CONTENTS 
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NoiinyLb...s 

(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus>-i3  and  an  acceleration 
of  endometrial  changes. '-3.7-16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule;  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning;  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration;  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability;  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans.  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  61  1965.  3.  Goldrieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond.  D.  O.:  Ibid.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7-  Goidzieher.  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T,:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H,  W..  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M.t  Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11.  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher.  J. 
W,:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I,:  AppI  Ther 
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norethindrone — an  original  Steroid  from 

SYNTEXS 

LABORATORIES  INC  .PALO  ALTO,  CALIF 


tablets 

(norethindrone  2 mg  c mestranol  1 mg  ) 

for  multiple  contraceptive  action 
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THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by  the  Washington  Office  of  the 
American  Medical  Association 


The  Public  Health  Service  Advisory  Committee 
on  Immunization  has  concluded  that  routine  ty- 
phoid fever  vaccination  is  not  needed  any  longer 
in  the  United  States. 

Surgeon  General  William  H.  Stewart  accepted  the 
findings  of  the  committee  and  stated  as  PHS  policy 
that  immunization  against  the  disease  is  not  recom- 
mended on  a routine  basis. 

The  committee  reported  that  the  incidence  of 
typhoid  in  this  country  had  declined  steadily  for 
many  years  and  now  is  less  than  500  cases  a year. 
-A  continuance  of  the  downward  trend  was  pre- 
dicted. 

“Cases  are  sporadic  and  are  primarily  related  to 
contact  with  carriers  rather  than  to  common  source 
e.xposure,"  the  committee  said.  ‘"Recognizing  this 
epidemiologic  pattern  of  typhoid  fever,  redefinition 
of  the  role  and  use  of  U'phoid  vaccine  is  indicated. 

The  committee  further  stated  that,  “although  ty- 
phoid vaccine  has  been  suggested  for  individuals 
attending  summer  camps  and  those  in  areas  where 
flooding  has  occurred,  there  are  no  data  to  support 
the  continuation  of  these  practices.'’ 

However,  select  immunization  was  recommended 
in  the  following  situations: 

• Intimate  exposure  to  a known  typhoid  carrier 
as  would  occur  with  continued  household  con- 
tact. 

• Community  or  institutional  outbreaks  of  ty- 
phoid fever. 

• Foreign  travel  to  areas  where  typhoid  fever  is 
endemic. 

In  a separate  report,  the  advisory  committee  pre- 
dicted relatively  little  influenza  during  the  1966-67 
season,  but  recommended  vaccination  after  Sept.  1 
for  certain  high-risk  groups  — such  as  the  chroni- 
cally ill  and  older  persons. 

The  committee  pointed  out,  however,  that  it  is 
reasonable  to  e.xpect  that  limited  outbreaks  of  Type 
Ao  influenza  will  occur  in  parts  of  the  United  States 
not  experiencing  Type  .A  di.sease  in  1964-65  or 


1965-66.  Similarly,  the  possibility  of  some  type  B 
influenza  is  recognized,  particularly  in  the  south- 
west. 

‘‘Vaccination  when  called  for  should  begin  as 
soon  as  practicable  after  September  1 and  ideally 
should  be  completed  by  mid-December,”  the  com- 
mittee said.  ‘‘It  is  important  that  immunization  be 
carried  out  before  influenza  occurs  in  the  immediate 
area  since  there  is  a two-week  interval  before  de- 
velopment of  antibodies.’" 

Because  variations  in  influenza  viruses  during 
the  1965-66  season  were  not  of  major  significance, 
the  composition  of  the  1966-67  vaccine  is  un- 
changed from  that  prepared  for  1965-66. 

^ ^ 

-A  Senate  Government  Operations  Subcommittee 
said  that  more  information  is  needed  in  the  field 
but  that  scientific  data  now'  available  does  not  in- 
dicate human  health  hazards  of  sufficient  signifi- 
cance to  warrant  drastic  curbs  on  the  use  of  pesti- 
cides. 

However,  the  subcommittee  reported  that  ‘‘the 
magnitude  of  the  future  risk  is  uncertain  in  many 
important  areas.” 

“Knowledge  regarding  the  risk  of  chemical  pes- 
ticides . . . will  have  to  be  broadened  and  refined 
considerably  in  order  to  provide  clear-cut  answers 
to  questions  that  will  be  forced  by  the  increasing 
need  for  pest  control  in  the  future,"  said  a sub- 
committee report  based  on  a two-year  study. 

“While  some  of  the  more  gloomy  prophecies  that 
had  been  raised  could  not  be  supported  by  hard 
scientific  fact,  it  is  also  true  that  science  could  not 
and  still  cannot  prove  that  some  of  these  prophecies 
are  untenable.” 

To  combat  the  human  health  dangers,  the  report 
recommended  that  the  Department  of  Health,  Edu- 
cation and  Welfare  accelerate  an  environmental 
health  program;  increase  research  in  human  phar- 
macology; development  of  safer  chemical  pesticides 
(Continued  on  Page  512) 


Butazolidiri  alka 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


phenylbutazone,  100  mg. 
dried  aluminum  hydroxide  gel.  100  mg. 
magnesium  trisilicate,  150  mg. 
homatropine  methylbromide,  1.25  mg. 

The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
lindomethacin  is  at  least  1 month. 

That’s  why  it's  logical  to  start  therapy  with 
Butazolidin  alka— you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
iDorted  major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be 
I'ollowed  quickly  by  improved  function  and 
esolution  of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
i)ince  it  contains  antacids  and  an  antispas- 
nodic  to  minimize  gastric  upset. 

‘ Contraindications 

idema;  danger  of  cardiac  decompensation; 
History  or  symptoms  of  peptic  ulcer;  renal, 
lepatic  or  cardiac  damage;  history  of  drug 
illergy;  history  of  blood  dyscrasia.  Because 
if  the  increased  possibility  of  toxic  reactions, 
he  drug  should  be  used  with  greater  care  in 
he  elderly  and  should  not  be  given  when  the 
latient  is  senile  or  when  other  potent  chemo- 
iherapeutic  agents  are  given  concurrently, 
arge  doses  of  Butazolidin  alka  are  contra- 

■ idicated  in  patients  with  glaucoma. 

> /arning 

■ I'  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
I )r  excessive  increase  in  prothrombin  time. 

I 


Pyrazole  compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving 
such  concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions 

Before  prescribing,  the  physician  should  ob- 
tain a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia) ; sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made  to 
guard  against  blood  dyscrasias. 

Adverse  Reactions 

The  most  common  adverse  reactions  are  nau- 
sea, edema  and  drug  rash.  Moderately  lowered 
red  cell  count  may  sometimes  occur  due  to  he- 
modilution.  The  drug  has  been  associated  with 
peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome  or  a 
generalized  allergic  reaction  may  occur  and 
require  withdrawal  of  medication.  Stomatitis, 
salivary  gland  enlargement,  vertigo  or  languor 
may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 


attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  possible 
side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  instances, 
400  mg.  daily  is  sufficient.  When  improvement 
occurs,  dosage  should  be  decreased  to  the 
minimum  effective  level:  this  should  not 
exceed  400  mg.  daily,  and  is  often  achieved 
with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full 
prescribing  information. 
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Also  available:  Butazolidin®.phenylbutazone 
Tablets  of  100  mg. 
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which  are  safer  for  human  beings;  greater  empha- 
sis on  development  of  non-chemical  pest-control 
methods;  training  of  agricultural  workers  in  good 
hygiene  practices  in  using  pesticides;  and  general 
educational  programs  on  health  in  the  chemical  age. 

^ ;!c  * 

The  Food  and  Nutrition  Board  of  the  National 
Academy  of  Sciences  believes  that  it  may  be  well 
for  many  Americans  to  rnoderately  reduce  the 
amount  of  fats  they  eat  and  substitute  some  poly- 
unsaturated for  saturated  fats. 

However,  the  board  concluded  in  a lengthy  re-' 
port,  “Dietary  Fat  and  Human  Health,”  that  pres- 
ent evidence  on  the  connection  between  dietary  fat 
and  cardiovascular  diseases  is  insufficient  to  war- 
rant recommendations  for  radical  dietary  changes. 

The  board's  study  was  directed  to  the  problem  of 
how  much  and  what  kind  of  fat  is  compatible  with 
human  health.  The  report  emphasized  that  any 
changes  in  consumption  of  fat  should  be  made  on 
an  individual  basis  with  consideration  given  the 
consequent  changes  in  caloric  and  nutrient  intake. 

"Until  we  learn  more  about  which  fats  are  de- 
sirable nutritionally,  the  Board  recommends  that 
the  American  consumer  should  partake  of  the  foods 
that  make  up  a varied,  adequate,  and  not  overly 
rich  diet  and  maintain  a normal  body  weight  by 
judicious  control  of  caloric  intake  and  by  daily 
exercise,”  the  rejxirt  said. 

“A  large  amount  of  information  has  accumulated 
relating  dietary  fats  to  the  etiology  of  human 
atherosclerosis  and  its  complications,  particularly 
coronary  artery  disease.  As  yet,  the  causes  and 
course  of  development  of  atheroma  and  its  rela- 
tion to  coronary  heart  disease  in  man  are  imper- 
fectly know'n.  Disorders  of  fat  transport  or  metabo 
lism  or  both  certainly  participate,  but  are  not  the 
only  factors.  Heredity  is  involved  in  individual  sus- 
ceptibility. Disorders  of  blood  flow  and  blood  clot- 
ting are  implicated  in  atheroma  formation  in  addi- 
tion to  contributing  to  the  fatal  complications  of 
the  disease. 
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‘‘Evidence  to  support  the  concept  that  increased 
plasma  concentrations  of  cholesterol  are  atherogenic 
is  considerable  but  not  conclusive.  Many,  but  not 
all,  population  studies  indicate  that  diets  high  in 
fat,  among  other  nutrients,  are  correlated  with 
higher  concentrations  of  plasma  cholesterol  and  with 
increased  prevalence  of  cardiovascular  disease. 
However,  proof  of  a casual  relationship  is  lacking. 
In  the  majority  of  the  adult  population  the  con- 
centration of  plasma  cholesterol  can  usually  be  re- 
duced by  increase  in  the  quantity  of  polyunsatu- 
rated fat  in  the  diet  at  the  expense  of  saturated 
fat.  That  this  degree  of  reduction  in  plasma  cho- 
lesterol is  beneficial  is  still  uncertain.  . . . 

".  . . in  spite  of  the  large  amount  of  information 
accumulated  in  recent  years  about  atherosclerosis 
and  its  pathogenesis,  many  gaps  in  knowledge  re- 
main. Results  of  recent  studies,  while  valuable  and 
thought  provoking,  do  not  provide  sufficient  data 
for  firm  recommendations  for  radical  dietary 
changes.” 

The  Social  Security  Administration  said  that  the 
460,000  medicare  patients  in  hospitals  during  the 
first  month  of  the  program’s  operation  did  not 
result  in  any  overcrowding. 

There  were  a few  isolated  instances  of  overcrowd- 
ing, mostly  in  rural  areas,  but  they  already  existed 
before  medicare  started  July  1,  the  SSA  said. 

The  elderly  patients  occupied  from  30  to  35  per 
cent  of  the  beds  in  general  hospitals,  in  comparison 
to  about  25  per  cent  before  medicare.  Federal  of- 
ficials had  estimated  a 5 per  cent  increase. 

Inquiries  from  intermediaries  to  SSA  headquar- 
ters as  to  eligibility  for  Plan  B medical  benefits  to- 
talled 8,700  through  July  22.  A few  spot  checks 
showed  assignments  leading  over  direct  billings  by 
a small  margin.  But  assignments  normally  would  be 
filed  sooner  than  direct  billings. 

There  still  were  about  200  hospitals  in  the  south 
that  had  not  been  qualified  as  to  civil  rights  re- 
quirements on  racial  integration.  This  situation  left 
132  counties  that  have  hospitals  with  none  qualified 
at  the  end  of  the  month.  By  states,  the  counties 
were:  Mississippi  31,  Georgia  23,  Louisiana  (parish- 
es) 19,  Texas  12,  Virginia  11,  South  Carolina  9, 
Alabama  8,  Arkansas  6,  Kentucky  6,  North  Caro- 
lina 3.  Tennessee  2.  and  West  Virginia  1. 


ONE  SENTENCE  ESSAY 
One  man’s  diarrhea  is  another  man’s  constipation 
. . . Colin  T.  Howe,  b.m.,  b.ch., 
London  England. 

Editorial  in  Am.  J.  Surg.  111:615,  1966 
on  truncal  vagotomy  vs.  selective  vagoto- 
my for  duodenal  ulcer. 
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When  emergency  anesthesia  is 

complicated  by  the  common  cold 

Barry  Belonsky,  M.D.,  F.A.C.A. 

Staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


flledical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 


Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.^  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out”^  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 

Complications  during  the  induction  of  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.’ 

Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospastn  and  laryngospasm  can  result  fn 
secretions  penetrating  the  bronchi  and  bronchi(|S 
In  laryngospasm,  there  are  both  inspiratory  and ) 
piratory  stridor  and  difficulty  in  inflating  the  cffit 
in  bronchospasm  there  is  an  expiratory  wheeze,  i 
not  as  much  difficulty  in  inflation,  although  S0|( 
resistance  may  be  felt.  Stridor  is  due  to  partial  i 
complete  closure  of  the  vocal  cords  in  spasm  and  i 
"crowing”  sound  is  almost  pathognomonic.  | 

Secretions  obstruct  the  nasal  airways.  This  produ  < 
difficulty  in  ventilation  through  the  mouth  until  j 
patient  is  deep  enough  to  place  an  oral  airway. 
intravenous  agent  can  be  given  to  facilitate  the  i 
duction  of  anesthesia. 

Difficulties  can  arise  if  intubation  is  performed  j 
ventilate  the  patient.  For  example,  teeth  can  ; 
broken  by  too  vigorous  attempts  at  intubation,  t 
the  intubation  itself  may  be  technically  difficult  ds 
to  secretions  obstructing  the  view  of  the  glottis.  T : 
postoperative  sequelae  of  intubation  ranges  frcj 
mild  laryngitis  to  pneumonia  with  atelectasis,  a I 
are  seen  far  more  commonly  in  patients  sufferi‘5 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasm  which  produce  the  ch* 
acteristic  stridor  or  "crowing”  sound. 


Progression  of 

bronchioles  into  bronchospasm. 

Complications  during  the  maintenance  of 

anesthesia  b ronchospasm  can  occur  in  an  un- 
intubated patient  due  to  secretions  entering  the  bron- 
chial tree  from  above,  and  acting  as  an  irritant  to 
the  bronchi  and  bronchioles.  Secretions  accumulate 
quickly  and  the  patient  has  to  be  suctioned  continu- 
ally. The  whole  cycle  of  coughing,  bucking,  laryngo- 
spasm  and  bronchospasm  may  ensue.  The  difficult 
I decision  here  is  whether  it  is  better  to  suction  the 
patient  continually  or  to  use  an  endotracheal  tube 
twhich  protects  the  cords  and  bronchi  but  introduces 
I the  risk  of  attendant  complications. 


Postoperatively, 


Jostoperative  complications 

icomplications  can  be  more  serious  than  even  the  intra- 
anesthesia complications,  and  occur  much  more  fre- 
jquently  in  a patient  who  has  been  intubated.'* 

'Sore  throat  and  pharyngitis  can  result  both  from  the 
preoperative  upper  respiratory  infection  and  from 
|the  drying  of  the  mucous  membranes  which  occurs 
Iduring  anesthesia. 

Tracheitis  and  bronchitis  often  result  from  secre- 
tions trickling  down  the  tracheobronchial  tree. 

^Laryngitis  is  frequently  seen  in  patients  with  upper 
I'espiratory  infections  who  have  been  intubated. 
There  is  a significant  increase  in  the  incidence  of 
aryngitis  compared  to  that  in  patients  without  up- 
5er  respiratory  infections. 

Subglottic  edema  is  a condition  which  occurs  mainly 
n children  who  have  been  intubated.  This  pathol- 
gy  results  from  an  exudate  developing  in  the  areo- 
ar  tissue  just  below  the  cords.  Because  of  the  small 
laze  of  the  child’s  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatmenC’^'^'®  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

( concluded  on  following  page) 


Open  noses  all  the  teayf 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed  release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 


Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


EachTriaminic' 


timed-release  tablet  contains . . . 


Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


(Advertisement) 


come  more  watery  under  humidification,  clear  more 
thoroughly  preoperatively  and  are  more  easily  sue 
tioned  from  the  airway  during  anesthesia. 

Give  intravenous  fluids  to  those  patients  who  appear 
dehydrated  due  to  a cold.  In  a well  hydrated  patient 
the  respiratory  tract  secretions  are  less  viscid  and 
more  watery.  This  is  particularly  true  in  asthmatics 


Cross  section  of  trachea  shou’ing  subglottic  edema  and 
lumeji  reduction  due  to  mucous  membrane  congestion. 

Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 


Summary:  Administration  of  emergency  anesthe- 
sia to  a patient  with  a cold  or  upper  respiratory  in- 
fection can  lead  to  a chain  of  events  that  may  result 
in  increased  postoperative  morbidity  and  even  death. 
This  is  because  of  the  excess  secretions  formed  in 
these  conditions.  Preoperative  measures  to  prevent 
or  reduce  these  secretions  should  be  undertaken  and 
will  result  in  smoother  and  safer  anesthesia. 
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Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


An  expectorant  that  makes  coughs  count  by  in- 
creasing respiratory  tract  fluid  nearly  200%— 
plus  an  oral  decongestant  to  relieve  a probable 
cause  of  cough,  postnasal  drip.  Your  patients 
receive  these  benefits  when  you  prescribe ...  i 

I 

Triaminic"^  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 
Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg.  I 


Pyrilamine  maleate  6.25  mg. 

Glyceryl  guaiacolate  100  mg. 

Alcohol  5% 


Dosage:  Adults — 2 teaspoonfuls;  Children  6 to  ' 
12  years— 1 tsp.;  Children  1 to  6 years— Va  tsp. 
Administer  every  four  hours.  Side  effects:  Occa-  1 
sional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  pa- 
tient should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes  or  thyrotoxicosis. 
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THE  AMERICAN  ASSOCIATION 
iOF  MEDICAL  MILK  COMMISSIONS 
ISUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE. 


CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island's  only  Producer  of  Certified  Milk 
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R.J.  HOSPITAL  SCIENTIFIC  ASSEMBLY  ON  NOV.  19 
The  12th  .Annual  Scientific  .Assembly  (formerly 
known  as  Research  Da\')  will  be  held  at  Rhode 
Island  Hospital  on  Saturday,  November  19.  -All 
ph\-sicians  interested  in  presenting  papers  or  ex- 
hibits are  invited  to  submit  brief  summaries  of 
their  proposed  projects  by  October  1.  Interns  and 
residents  are  reminded  that  there  is  an  honorarium 
of  $100  for  the  best  paper  or  e.xhibit  by  them. 

Dr.  Herber  Fanger  is  Chairman,  and  John  W. 
Norton,  Secretary,  of  the  Research  Committee. 

N.E.  POSTGRADUATE  ASSEMBLY  IN  JANUARY 
To  avoid  conflict  this  Fall  with  the  annual  meet- 
ing of  the  national  .Academy  of  General  Practice 
to  be  held  in  Boston,  the  New  England  Postgradu- 
ate -Assembly  has  changed  the  time  for  its  scientific 
meeting  to  January  17-19,  1967.  The  meeting  will 
be  held  these  dates  at  the  Boston  Statler  hotel.  .An 
advance  program  will  be  sent  to  New  England  ph\’- 
sicians  in  early  December. 

25  POLIO  CASES  REPORTED  IN  '66 
Only  25  cases  of  polio  were  reported  throughout 
the  United  States  during  the  first  six  months  of 
1966,  the  Health  Insurance  Institute  said  recently. 

This  represented  one  more  polio  instance  than 
was  reported  during  the  comparative  1965  period. 

The  Institute,  citing  from  F'nited  Public  Health 
Service  reports,  said  that  18  of  this  year's  25  polio 
cases  occurred  in  Te.xas  in  sections  along  the  Rio 
Grande  River  and  in  Counties  near  the  Gulf  Coast. 

In  1965,  59  cases  of  polio  were  reported  in  the 
United  States.  The  peak  year  for  the  dread  disease 
was  1952  when  57,879  cases  occurred.  The  Salk 
X'accine  ( 1955)  and  Sabin  \’accine  (1961)  have 
worked  to  push  the  often  crippling  diseases  near 
the  vanishing  point. 

Following  is  a table  showing  polio  incidence  in 
the  United  States  from  1946  through  1965: 


1946  

25,698 

1949  

42.033 

1952  

57,879 

1954 

38,476 

1955 

28.985 

1956 

15.140 

1957 

5,485 

1958 

5,787 

1959 

8.425 

1960 

3.190 

1961 

1,312 

1962 

910 

1963 

449 

1964 

116 

1965 

59 

HOSPITAL  EXPENSE  CONTINUES  TO  RISE 

Hospital  expense  per  patient  day  in  the  nation’s 
short-term  hospitals  increased  by  $5.90,  or  9 per 
cent,  during  the  past  year  to  a record  $44.48,  it 
was  reported  .August  1 by  Edwin  L.  Crosby,  M.D., 
director  of  the  .American  Hospital  .Association. 

For  the  5,736  nonfederal  short-term  general  hos- 
pitals (usually  referred  to  as  community  hospitals) 
the  .AH.A  statistical  survey  shows  a $798  million 
increase  in  total  expenses  in  the  last  year  for  a 
new  high  of  $9.15  billion.  Of  this  total,  $5.64  billion 
was  paid  out  in  wages  and  salaries,  an  increase  of 
$493  million  over  the  previous  reporting  year.  The 
nation’s  community  hospitals  reported  an  increase 
of  53,500  fulltime  personnel  in  1965  which  pushed 
total  personnel  employed  in  these  hospitals  to  a 
new  peak  of  1,386.215.  On  the  national  average 
this  adds  up  to  246  fulltime  personnel  per  100  pa- 
tients per  day. 

In  commenting  on  the  increased  cost  of  operating 
a hospital.  Dr.  Crosby  said,  ‘‘Hospital  costs  have 
been  rising  7 or  8 per  cent  per  year  for  a number 
of  years  now,  mainly  because  of  the  salary  lag 
between  industry  and  hospitals.  If  hospitals  are  to 
attract  the  competent  personnel  required  to  furnish 
the  kind  of  hospital  care  to  which  .Americans  have 
become  accustomed  the  gap  between  hospital  and 
industry  salaries  will  have  to  be  virtualh'  close.” 

(Continued  on  Page  517) 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown'  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
suit  package  circular. 

4??*  WALLACE  LABORATORIES 
"ihCranbury,  N.J.  cm.78.4 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E’’  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug— INDOCIN”  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


@ MERCK  SHARP  & DOHME  I where  today's  theory  is  tomorrow's  therapy 

D V.*  on  of  * Cc  isc  . W«»t  Po  nt,  Pa  J 
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INDOCIN* 

INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients. Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
todetect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 
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EPILEPSY  SYMPOSIUM  SCHEDULED  FOR  BOSTON 
IN  OCTOBER 

The  Neurological  and  Sensory  Disease  Service 
Program  Division  of  Chronic  Diseases  of  the  United 
States  Public  Health  Service,  and  the  Massachu- 
setts General  Hospital  will  jointly  sponsor  a two 
and  a half  day  symposium  on  epilepsy  on  Thurs- 
day, Friday,  and  Saturday,  October  27,  28,  29,  at 
the  Boston  Statler-Hilton  hotel.  This  is  the  fourth 
regional  symposium  of  this  type,  and  the  first  for 
all  New  England  physicians.  There  is  no  tuition  or 
registration  fee. 

The  symposium  will  feature  lectures  by  national 
authorities  on  epilepsy  and  its  management,  round 
table  discussions,  and  panel  sessions  with  audience 
participation.  Details  of  diagnoses,  management, 
and  drug  treatment  for  adults  and  children,  as  well 
as  problems  of  marriage,  inheritance,  school,  em- 
ployment, driver’s  license,  insurance,  and  prognosis 
will  be  fully  covered. 

For  additional  information  physicians  should 
write  to  Dr.  Robert  S.  Schwab,  Massachusetts 
General  Hospital,  Boston,  Mass.  02114. 

MEASLES  VACCINES  IN  FOURTH  YEAR; 

12  MILLION  YOUNGSTERS  GET  SHOTS 

In  the  fight  against  measles,  it’s  12  million  down 
and  12  million  to  go. 

The  Health  Insurance  Institute,  reporting  on 
United  States  Public  Health  Service  data,  said  re- 
cently that  measles  may  be  near  the  end  of  its 
long  reign  as  the  most  contagious  of  the  infectious 
diseases  of  childhood. 

This  is  all  thanks  to  vaccines  — both  ‘‘live”  and 
“inactivated”  — licensed  three  years  ago.  Accord- 
ing to  officials  at  the  Communicable  Disease  Center 
in  Atlanta,  Georgia,  12  million  youngsters  so  far 
have  been  inoculated  leaving  another  12  million 
children  still  susceptible  to  the  disease. 

Success 

So  successful  have  inoculations  programs  been, 
CDC  doctor  predict  a drastic  cut  in  measles  inci- 
dence in  the  next  12  months,  possibly  near  eradica- 
tion of  the  disease. 

The  first  six  months  of  this  year,  178,559  cases 
of  measles  have  been  reported  to  the  CDC  center, 
some  48,928  fewer  than  were  reported  over  the 
same  period  the  year  before.  (These  figures  serve 
more  as  a gauge  than  actual  incidence.  Reported 
cases  represent  only  about  10  per  cent  of  the  actual 
measles  incidence.) 

CDC  doctors  say  that  if  from  two  to  four  mil- 
lion more  young  people  can  be  vaccinated  this  year, 
it  would  mean  that  measles  epidemics  would  be  pre- 
vented and  the  disease  would  be  generally  under 
('Continued  on  Page  521) 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  "trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available;  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis^a  sought-after  clinical 
eflect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.'* 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.  ‘ However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic. 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity w'as  several  hundred  times  greater 
than  that  of  sulfanilamide.'*  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.'  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.' 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/TOth  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.’*  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase."'*" 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.**  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.**  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhj'drase  inhibitory  effect  is 
more  active.**  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'* 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.*- 
One  of  these,  Naturetin,  Squibb  Ben- 
drollumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide.. .”*** 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  ( bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contruinclications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precaution.s:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Stiuibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  i6:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  746:164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  246:173,  1949.  5.  Eriedberg, 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Gum- 
ming, J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  U.,  Jr.,  in  Moyer, 
J.  FI.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
T.  FI.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
Exper.  Therap.  143:220,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  276. 
12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  f uchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin' 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Squibb 


'The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  makeri 
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USE  ‘POLYSPORIN’. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

% BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  N.Y. 


brand 


‘POLYSPORrj 

POLYMYXIN  B-BACITRASi  ! 

: OINTMENT  I 

|Wp  prevent  infection  in^ 
^twrns,  and  abrasi(»i$| 
aid  in  healing.  I 


IPPB/I 

For  Therapy  At  Home 


SALES  AND  RENTALS 


CORP  BROTHERS,  INC 

1 BROOK  STREET 

PROVIDENCE,  R.  I.  331-8020 

Branches  in: 

Fall  River  New  Berford  Hyannis 


Attractive  S Functional  Offices 


Designers  Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp’  Extentabs* 

(Dimetane®  [brompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

’Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med. ^1:478.  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'I^OBINS 


phen 
uodeine 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  {2V2  gr.) ,. 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


Vi  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid' 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon -nausea,  constipation,] 
and  drowsiness  have  been  reported.  ^ 

/I'H'POBINS 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I V 
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1 I j-  I'l  I ■ • observation  of  the  scalp  somethin?  alive  can  be  noted. 

I.  White  scales  surrounding  like  a sheath  of  asbestos 


the  proximal  end  of  the  hairs.  Fragments  of  sheath 
hang  on  hair,  nits-like.  They  can  be  shaken  off  easily. 

Answers  on  Page  542 


THROUGH  THE  MICROSCOPE 

(Continued  from  Page  517) 

control.  Inoculations  in  low  income  areas  and  in 
some  rural  regions  are  prime  target  sectors  for 
these  immunization  programs. 

Serious  Conditions 

According  to  the  CDC,  children  who  contract 
measles  have  a 10  per  cent  chance  of  developing 
more  serious  conditions  such  as  pneumonia,  bron- 
chitis, middle-ear  infection,  or  encephealitis,  some- 
times termed  "brain  fever”  which  can  result  in  per- 
manent brain  damage  and  cause  vision  problems. 

Up  until  the  use  of  the  vaccines,  400  to  500  chil- 
dren a year  died  from  measles-connected  complica- 
tions. In  1965,  there  were  240  ‘‘measles  deaths.” 

One  method  of  attack  against  measles  will  be  the 
identification  of  potential  epidemic  areas,  usually 
where  even  a handful  of  cases  may  be  reported,  and 
commencing  immediately  with  mass  inoculation  pro- 
grams. Thus  far,  such  “crash”  programs  in  Isabella 
County,  Mich.,  Chicago,  RHODE  ISLAXD,  and 
Dover,  X.J.,  have  been  highly  successful  in  arrest- 
ing potential  epidemics. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


PATRONIZE  JOURNAL 
ADVERTISERS 
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THE 

PITCHER 

OF 

HEALTH... 
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MUNROE  MILK 

As  in  most  things,  there  is  a 
"perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It  s been  that  way  with  us 
since  1881. 


tAlf^Y  Inc. 


151  Brow  Street 
East  Providence,  Rhode  Island 

Call  GEneva  8-4450 
The  “Home  Service"  Dairy 


NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Beneivabie  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  3Iedical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 


For  jurther  information,  send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  E.  I.  TEmple  1-4833 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treat- 
ment of  nervous  and  emotional  disorders  as  well  as 
long  term  geriatric  problems. 

Physical,  neurological  psychiatric  and  psychological 
examinations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  In  a beautiful  and 
conveniently  located  institution. 

L.  A.  Senseman  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 
Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 
P.  Wendel  Johnson,  Ph.D.  Therba  Johnston,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays) 
9-12  A.M.,  and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

ifetime 
to  tine. 


Tuberculin, 
Tine  .^Test 


Lederle 

Available  in  5’s  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414-6—4046 


good  reason 
to  select 

Ilosone* 

Erythromycin  Estolate 

for  bacterial 
infections 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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FIRST  ANNUAL  ALEX  M.  BURGESS  LECTURESHIP; 

IN  MEDICAL  EDUCATION  QUIS  CUSTODIET  CUSTODES?* 

Medical  Education  Is  Best  Served  When  It  Is  Conducted 
Under  the  Governance  Of  Its  Practitioners 

lAGO  GALDSTON,  M.D. 


The  Author.  logo  Galdston,  M.D.,  Chief,  Psychiatric 
Training,  Department  of  Mental  Health,  State  of  Con- 
necticut. 


The  Alex  M.  Burgess  Lectureship  was  established 
at  the  Miriam  Hospital  of  Providence,  Rhode  Is- 
land, by  friends  of  Doctor  Burgess  who  has  for  a 
number  of  years  been  Director  of  Medical  Educa- 
tion at  the  hospital.  He  is  also  consultant  on  the 
staff  of  several  hospitals  and  has  long  been  dis- 
tinguished both  locally  and  nationally  for  his  en- 
deavors in  the  interests  of  medical  education  and 
improved  medical  practice.  The  Lectureship  gives 
recognition  to  his  gifts  and  accomplishments  as  a 
Physician,  Educator,  and  Humanitarian. 

— The  Editor-In-Chief 

The  history  of  medical  education  can,  I be- 
lieve, be  divided  into  five  distinctive  periods, 
beginning  with  that  of  the  Medicine  Man,  or  Sha- 
man, of  prehistoric  times,  and  terminating  with  the 
contemporary  setting  of  the  medical  school,  nestled 
within  the  complex  of  a university,  and  with  a uni- 
versity hospital  as  its  laboratory  and  workshop.  The 
institutionalization  of  the  teaching  and  the  practice 
of  medicine  is  a subject  apart  and  one  I will  touch 
on  only  as  it  bears  on  the  primary  theme  of  my  pre- 
sentation — Medical  Education.  For  my  concern  is 
this:  in  medicine,  who  taught  whom,  where  and 
how,  and  who  or  what  determined  what  should  be 
taught.  Needless  to  say,  this  is  a subject  of  vast 
dimensions  and  great  complexity  and  I cannot  ex- 
pect to  do  more  than  treat  it  in  “broad  strokes.”  I 
do  hope,  however,  to  set  before  you  a schema  of 
medical  education,  delineating  the  singular  stages 
of  its  development. 

Medicine,  that  is,  ministration  to  the  sick,  the 
ailing  and  the  hurt,  appears  to  have  been  “a  calling” 
since  time  immemorial.  Only  in  recent  times,  since 
say  the  middle  of  the  last  century,  has  medicine 

The  First  Annual  Alex  M.  Burgess  Lectureship, 
delivered  at  the  Miriam  Hospital,  June  13,  1966. 
*\Vho  shall  guard  the  guards  themselves? 

— Juvenal 


included  in  its  professional  aggregate  a substantial 
number  of  men  and  women  who  felt  no  impelling 
call  to  minister  to  the  sick,  but  who  found  in  medi- 
cine a rich  and  rewarding  field  for  the  pursuit  of 
problems  in  bacteriology,  anatomy,  physiology, 
pathology,  etc.  These  are  the  researchers.  Initially, 
however,  and  for  many  centuries  medicine  was  — 
a calling.  The  practitioner  was  respxmdent  to  the 
call  — to  minister.  He  was  an  elect,  for  in  the 
sense  intended  here,  a call  is  a divine  summons  or 
prompting  to  a particular  act  or  duty,  in  this  case 
to  heal  the  sick. 

SHAMANISM 

Such  was  initially  the  case  with  the  primitive 
Shaman  or  [Medicine  Man,  though  the  “office” 
could  also  be  transmitted  by  heritage  from  father 
to  son,  or  from  grandfather  to  grandson.  In  the  lat- 
ter instance  it  was  deemed  that  the  “call”  extended 
to  the  descendants,  a something  not  entirely  alien 
to  our  own  mood  where,  at  least  until  recent  dec- 
ades, the  son  was  expected  to  follow  in  the  footsteps 
of  his  “doctor  father.”  Statistical  evidence  shows 
that  many  do  so. 

But  having  received  the  call,  who  taught  the 
Shaman  his  competence?  Of  necessity,  an  older 
Shaman,  and  the  instruction  we  are  told  was  long, 
arduous  and  costly.'  Shamanistic  lore  was  oral,  cere- 
monial, and  ritual.  Shamanism  is  a complex  subject, 
and  I do  not  dare  dwell  upon  it  too  long.  The  es- 
sential points  have  been  affirmed,  that  the  Shaman 
was  a man  respondent  to  “the  call”  and  was  edu- 
cated and  trained  by  one  senior  in  “the  calling.” 

[Mircea  Eliade,  whose  Le  Chamanisme  et  Les 
Techniques  .Archaiques  de  L’extase,  regrettable  not 
as  yet  translated  into  English,  is  a masterful  survey 
of  historic  Shamanism  in  the  world  entire,  finds  a 
trace  of  Shamanism  among  the  legendary  devotees 
of  Apollo.^  And  in  this  connection  we  may  recall 
that  the  Oath  credited  to  Hippocrates  is  pledged 
to  .Apollo.  In  the  practice  of  “the  Art”  there  is  no 
trace  of  resemblance  to  Shamanism.  Hippocratic 
medicine  disavows  belief  in  spirits,  nor  will  it  attri- 
(Continued  on  next  page) 
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bute  disease  to  the  wrath  of  the  Gods.  In  The  Sa- 
cred Disease,  it  is  written,  ‘T  hold  that  a man’s 
body  is  not  defiled  by  a god,  the  one  being  utterly 
corrupt,  the  other  perfectly  holy.  Xay,  even  should  it 
have  been  defiled  or  in  any  way  injured  through 
some  different  agency,  a god  is  more  likely  to 
purify  and  sanctify  it  than  he  is  to  cause  a defile- 
ment.’’^ Yet  if  substantively  Hippocratic  medicine 
differs  so  radically  from  that  of  Shamanism,  it  does 
resemble  the  latter  in  that  its  practitioners  too  are 
the  followers  of  a calling  and  they  too  are  instructed 
by  their  elders.  On  the  score  of  ‘The  call,”  Galen 
tells  that  it  was  a dream  that  decided  his  father, 
himself  a builder,  to  dedicate  his  brilliant  son  to 
the  pursuit  of  medicine."* 

HIPPOCRATIC  MEDICINE 

Reverting  to  the  Oath,  sworn  to  Apollo  the  phy- 
sician and  to  Aesculapius,  in  Greek  mythology  the 
putative  son  of  Apollo  by  the  nymph  Coronis,  and 
patron  god  of  the  Asclepiadae,  or  priest-  physicians, 
to  which  Hippocrataes  belonged,®  the  first  stipula- 
tion in  the  Oath  is,  — devotion  to  the  teacher,  “to 
reckon  him  who  taught  me  this  Art  equally  dear 
to  me  as  my  parents,  to  share  my  substance  with 
him,  to  look  upon  his  offspring  in  the  same  footing 
as  my  brothers  and  to  teach  them  this  art  if  they 
should  wish  to  learn  it  without  fee  or  stipulation.” 
Then  follows  the  pledge,  “I  will  impart  a knowledge 
of  the  Art  to  my  own  sons  and  those  of  my  teachers, 
and  to  disciples  bound  by  a stipulation  and  oath 
according  to  the  law  of  medicine,  but  to  none  oth- 
ers." — all  this  before  any  mention  is  made  of  the 
patient,  and  the  physician's  relations  to  him.  Little 
wonder  that  Ludwig  Edelstein  regarded  the  Oath 
less  as  a moral  document  than  as  one  published  in 
“restraint  of  trade.”' 

The  feature  herein  noteworthy  is  that  each  phy- 
sician, on  having  completed  his  instruction  and 
training,  was  not  only  qualified  but  in  effect  was 
under  moral  obligations  to  teach  others  the  Art, 
that  is,  medicine.  The  pattern  of  education  was  that 
of  an  apprenticeship,  reinforced  by  “precept,  lec- 
tures and  every  other  mode  of  instruction.’”'  There 
were  schools  of  medicine,  and  those  of  Rhodes, 
Croton,  Cyrene,  Cos,  and  Cnidos  gained  great  fame. 
But  in  these  schools  there  was  little  of  formal  edu- 
cation. The  training  of  doctors  was  carried  on  by 
the  same  methods  as  in  the  most  ancient  times,  the 
teacher  imparting  to  one  pupil  or  more  the  knowl- 
edge and  skill  required  for  the  practice  of  medicine.® 
Medical  instruction  began  early  in  life,  and  the 
medical  novitiate  sought  instruction  and  e.xperience 
with  the  best  teachers  he  could  find.  Teachers  were 
not  infrequently  peripatetic,  moving,  practicing  and 
teaching  at  different  medical  centers.  Physicians 
were  not  dependent  upon  a sanctuary.  They  lived 


in  close  intimacy,  like  adopted  sons,  with  their 
masters  and  families,  or  went  forth  as  the  occasion 
warranted  to  practice  their  arts  in  the  courts,  the 
cities,  and  the  armies. 

"Schools”  were  thus  chiefly  systems  of  thought, 
reified  in  their  adherents.  Teachers  could  teach 
w'here  they  had  a fancy  to,  providing  only  that  they 
could  find  one  or  more  pupils  to  teach,  and  pupils 
could  elect  w'here  and  with  w'hom  they  w'ould  study, 
assuming  they  were  accepted  for  instruction.  Take 
note  that  this  order  of  freedom,  particularly  that 
which  in  later  times  w'as  called  the  jus  ubique  do- 
cendi  — the  right  to  teach  where  one  elects  to  — 
was  unrestricted  for  more  than  two  thousand  years, 
from  the  pre-Hippocratic  period  until  the  latter  half 
of  the  thirteenth  centery,  that  is,  up  to  the  rise  of 
the  Mediaeval  universities,  those  of  Salerno,  Bo- 
logna, Paris,  and  Oxford. 

THE  MEDIAEVAL  UNIVERSITIES 

In  the  latter  half  of  the  thirteenth  century,  the 
unrestricted  liberty  of  founding  Studia  Generalia, 
that  is,  schools  with  at  least  one  of  the  higher  facul- 
ties — Theology,  Law,  Medicine  — was  breached. 
About  this  time  the  two  great  world-powers  of  Eu- 
rope, Church  and  Empire,  conceived  the  idea  of 
creating  schools  — ■ Frederick  II  at  Naples  (1224) 
and  Pope  Gregory  IX  at  Toulouse  (1229)  — which 
were  by  an  exericse  of  authority  to  be  placed  on  a 
level  with  the  great  European  centers  of  education, 
to  wit,  Paris,  Bologna,  Salerno.  These  “schools  by 
fiat’’  never  gained  the  status  their  creators  hoped 
for.  The  great  primeval  universities  refused  to  rec- 
ognize the  Doctorates  conferred  by  the  younger 
bodies.  But  despite  that,  “the  special  privilege”  of 
the  jus  ubique  docendi  came  to  be  regarded  as  the 
principal  object  of  Papal  or  Imperial  creation.® 

The  freedom  to  teach  and  to  learn  “at  will,” 
breached  in  the  thirteenth  century,  has  since  that 
time  consistently  diminished  until  it  is  for  all  prac- 
tical purposes  all  but  none.xistent  today.  But  of  this, 
more  further  on.  Here  it  is  desirable  to  scan  the 
period  between  the  age  of  Hippocrates  and  the  ad- 
vent of  the  Mediaeval  Universities. 

In  the  parlance  of  the  school  boy  — Macedonia 
conquered  Greece,  and  Rome,  Macedonia.  But  as 
Horace  sang  it  — “Graecia  capta,”  “Greece  sub- 
dued, captivated  her  uncivilized  conqueror  and 
brought  her  arts  to  rude  Latium.’’*®  “When  the 
medical  art  of  the  Greeks  was  transplanted  to  Rome, 
medical  teaching  became  possessed  of  material  bor- 
rowed from  the  rich  medical  literature  of  the  Greeks 
and  also  assumed  the  external  form  which  it  had  in 
Greece.””  Greek  physicians  served  as  teachers  in 
Rome,  and  here,  as  in  Greece,  the  practice  of  medi- 
cine was  open  to  everyone.  There  were  no  regula- 
tions defining  what  a medical  aspirant  should  be 
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taught  or  needed  to  learn.  Pliny  complained  that 
too  many  who  claimed  to  be  physicians  were  all 
but  ignorant.  “Unfortunately,”  Pliny  wrote,  “there 
is  no  law  which  punishes  doctors  for  ignorance,  and 
no  one  takes  revenge  on  a doctor  if,  through  his 
fault,  someone  dies.”^^  Evidently  the  Romans,  so 
pre-eminent  in  jurisprudence,  had  not  thought  of 
laws  on  malpractice.  But  medical  practice  in  Rome 
was  not  quite  as  bad,  nor  medical  education  quite 
as  desultory  as  Pliny  would  lead  one  to  believe. 
Galen,  who  after  Hippocrates  was  the  greatest  phy- 
sician and  teacher  in  antiquity,  lived,  practiced,  and 
taught  in  Rome  (164  A.D.). 

As  noted  before,  medical  schools  in  our  sense  of 
the  term  were  unknown  to  the  ancients.  The  in- 
stitutions most  proximate  to  our  schools  were  the 
.^esclapediae  of  the  Greeks  and  the  latreia  of  the 
Romans  — the  forerunners  in  a sense  of  our  hos- 
pitals. It  was  here  that  the  medical  aspirant  was 
given  instruction  in  practical  medicine,  as  also,  in 
what  may  be  pictured  as  the  Roman  physician’s 
private  office  and  clinic,  the  Tabernae  Medicae,  or 
the  Tabernae  Medicinae.  These  were  shops  where 
the  doctor  received  and  treated  patients,  performed 
surgical  operations,  prepared  and  sold  medicines 
and  dwelt  with,  as  well  as  instructed,  his  assistants 
and  pupils. Only  few  patients  were  treated  in  the 
latreia;  the  majority  in  their  own  homes.  Hence  the 
students  accompanied  the  preceptor  physician  on 
his  home  visits  and  were  there  instructed  on  the 
symptoms  to  be  understood  and  the  treatments  to 
be  applied.  Puschmann  cites  iMartialis’  witty  epi- 
gram on  his  doctor  Symmachus,  “I  was  ill.  Thou 
earnest  forthwith  to  me  — accompanied  by  100 
pupils;  100  ice-cold  hands  were  laid  on  my  body. 
Till  then  I had  no  fever;  now  I have.”^'^ 

In  Fielding  Garrison’s  judgment,  “Roman  medi- 
cine, at  best,  can  only  be  regarded  as  an  offshoot 
or  sub-variety  of  Greek  medicine.’’*®  Arturo  Castig- 
lioni  does  not  agree.  “Whosoever  observes  calmly 
and  judges  impartially  must  recognize  the  merit 
in  Roman  medicine.”  “It  is  in  Rome,”  he  writes, 
“that  we  find  the  constitution  of  a sanitary  organi- 
zation governed  by  wise  regulations,  and  it  is  to 
Rome  that  we  owe  the  systematization  of  medical 
teaching  and  the  comprehension  of  its  great  im- 
portance.”'® 

There  is  warrant  for  Castigilioni's  judgment.  At 
the  commencement  of  the  third  century  .Alexander 
Severous  instituted  special  schools  for  the  teaching 
of  medicine,  each  school  had  its  secretary,  scriba 
medicorum,  and  their  professors  bore  the  title  Archi- 
ater.  Emperor  Julian  decreed  that  whoever  wished 
to  practice  medicine  should  be  approved  by  the 
collegium  — and  licensed  only  with  the  approval 
of  the  best  physicians.  In  this  he  anticipated  the 
decrees  promulgated  in  1140  by  King  Roger  of 
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Sicily  and  and  confirmed  by  Emperor  P'rederick  1 1 
in  1224,"'  regulating  the  teaching  and  tlie  practice 
of  medicine.  The  decrees  of  Emperor  Julian  were 
rendered  meaningless  and  inapplicable  because  the 
Roman  Empire  collapsed.  In  time,  Christianity  took 
over  the  governance  of  what  was  left  of  the  empire. 

There  is  little  to  tell  of  medical  education  be- 
tween the  fifth  and  the  thirteenth  centuries  unless 
we  venture  to  encompass  within  our  review  both 
Byzantine  and  Islamic  medicine.  But  this  we  may 
not  venture  for  obvious  reasons.  And  even  if  we 
did  it,  in  the  end  it  would  serve  only  to  reinforce 
what  we  have  already  noted  to  be  the  distinguish- 
ing features  of  medical  education  from  the  pre- 
Hippocratic  times  down  to  the  13th  century;  access 
to  the  study  and  practice  of  medicine  was  free  and 
open,  as  was  also  the  teaching  of  medicine.  Whoso- 
ever chose  could  learn  and  teach. 

But  we  must  not  pass  over  Christianity’s  forma- 
tive centuries  without  attempting  to  understand  a 
something  as  to  why  medical  practice  and  medical 
education  declined  so  radically  during  this  period, 
given  the  pejorative  and  not  entirely  warranted 
designation  of  — the  Dark  Ages.  Christianity 
emerged  in,  and  out  of,  a world  in  chaos.  The  sci- 
ence, the  practice,  and  the  teaching  of  medicine 
declined  less  because  of  Christian  doctrine  and 
Christian  practice,  than  because  the  foundation  of 
civil,  economic,  and  cultural  existence  had  crumbled, 
antecedently.  Christianity  took  over  a morally,  cul- 
turally, and  economically  bankrupt  world.  It  set 
out  to  redeem  it  morally.  All  else  could,  indeed  had 
to,  wait.  It  is  as  Henri  Pirenne  has  phrased  it 
“needless  to  insist  upon  the  increasing  decadence  of 
intellectual  life  and  of  the  ancient  culture  after  the 
third  century.  This  decadence  was  visible  every 
where,  in  science,  art,  and  letters.  It  was  as  though 
the  very  mind  of  man  were  suffering  from  degenera- 
tion. Pessimism  and  discouragement  were  universal. 
Julian’s  attempt  at  restoration  was  a failure,  and 
after  him  the  genius  of  antiquity  no  longer  sought 
to  escape  from  the  grip  of  Christianity.”'® 
PRESERVATION  OF  ANCIENT  MEDICINE 

If  Christianity  could  do  little  to  advance  medical 
education  or  practice  it  accomplished  a good  deal 
in  preserving  the  ancient  medical  texts.  “Literary 
medicine,”  according  to  Castigilioni,  “took  refuge  in 
the  churches  and  cloisters;  and  the  medical  learning 
of  the  period  . . . had  its  protection  and  develop- 
ment almost  exclusively  in  the  monasteries.”'®  Mon- 
tecassino  became  the  great  center  of  monastic  me- 
dicine. There  St.  Benedict  founded  the  hospice  of 
his  order.  Cassiodorus,  founder  of  a monastery 
near  Squillace  (538),  not  only  brought  to  the  mon- 
astery a collection  of  ancient  manuscripts,  but  also 
urged  his  monks  to  study  the  works  of  Hippocrates 
(Continued  on  ne.xt  page) 
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and  Galen,  in  their  Latin  translations,  and  also  the 
great  herbal  of  Dioscorides.  [Nlontecassino  became 
if  not  an  actual  medical  school,  at  least  an  impor- 
tant center  of  medical  scholarship.  Other  monastic 
centers  where  the  learning  of  medicine  was  culti- 
vated were  at  P’ulda.  Lyon,  and  Metz.  Monastic 
medicine,  however,  declined  during  the  tenth  cen- 
tury, and  for  the  next  and  truly  significant  even- 
tuation  in  the  history  of  medical  education  we  must 
“reach  out"  to  the  thirteenth  century,  and  the  rise 
of  the  mediaeval  universities. 

It  does  not  fall  within  the  ambient  of  our  pres- 
ent concern  to  e.xplore  the  historic  necessities  that 
gave  rise  to  the  universities.  It  may,  however,  be 
noted  that  by  the  thirteenth  century  Europe  had 
sufficiently  advanced  economically,  technologically, 
intellectually,  socially,  and  philosophically  to  hav’e 
a large  need  of  literate  and  educated  men.  Both 
pope  and  emperor,  both  the  ecclesiastic  and  the 
secular  organizations,  had  need  of  clerks,  secretaries, 
administrators,  and  these  needs  inspired  the  emer- 
gence of  the  universities.  This  all  too  compressed 
version  of  the  “historic  necessities"  that  gave  rise 
to  the  universities,  while  essentially  correct  calls 
for  some  elaborate  notations.  The  universities  had 
their  nuclear  predecessors  — the  so-called  Societies 
of  ^Masters  or  Clubs  of  Students.  These  were  in  the 
order  of  Guilds  and,  like  other  Guilds,  “sprang  into 
existence  without  any  express  authorization  of  King, 
Pope,  Prince,  or  Prelate.  They  were  spontaneous 
products  of  association  which  swept  like  a great 
wave  over  the  towns  of  Europe  in  the  course  of 
the  11th  and  12th  centuries.”^®  The  two  great  me- 
diaeval universities,  Bologna  and  Paris,  had  their 
origins  in  such  scholastic  Guilds.  Erom  the  second 
half  of  the  thirteenth  century  up  to  the  beginning 
of  the  sixteenth  century,  the  greater  number  of  new 
universities  were  founded  by  Papal  Bull,  and  the 
les.ser  number  by  Imperial  Bull,  or  by  Royal  Char- 
ter. Out  of  65  universities  founded  between  1250 
and  1500,  ten  were  franchised  by  Secular  Princes 
and  the  rest  by  the  Popes.  The  jus  ubique  docendi 
had  indeed  been  preempted  by  Pope  and  Emperor, 
and  to  paraphrase  a well-known  saying,  “M’ho  pays 
the  piper  can  set  the  tune.”  Henceforth  and  in- 
creasingly, teacher  and  student  came  under  the 
governance  of  the  church  and  state,  and  the  gov- 
ernance was  not  always  in  the  interest  of  the  teach- 
er or  the  scholar. 

A case  in  point  is  that  of  Erederick  II  and  Sa- 
lerno. Frederick  is  described  by  Rashdall  as  “the 
friend  of  learning,  the  enemy  of  civic  liberty,  the 
mortal  enemy  of  the  Papal  See.”^'  He  was  an  am- 
bitious and  bellicose  person,  and  one  of  the  most 
interesting  characters  of  his  period.  He  was  con- 
tinuously involved  in  seiges,  battles,  crusades,  wars, 
and  intrigues  of  a religious,  social  and  geographical 
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character,  waged  chiefly  with  the  Pope  and  wath 
numerous  other  European  and  Eastern  potentates. 
Withal  he  found  time  to  compose  a work  on  The 
Art  of  Ealconry,  that  is  a “wonder  to  behold. A 
friend  of  learning,  he  was  not  however  adverse  to 
manipulating  the  institutions  of  learning  as  instru- 
ments of  his  ambitions.  In  1231  he  forbade  both 
the  teaching  and  the  practice  of  medicine  within 
his  dominions  without  Royal  License,  which  was  to 
be  given  after  examination  in  the  King’s  Court  by 
the  masters  of  Salerno  and  certain  other  royal  of- 
ficers.-'* “Erederick’s  edict,”  writes  Garrison,  “did 
much  to  elevate  the  status  of  the  respectable  phy- 
sician and  correspondingly  to  diminish  the  number 
of  quacks. Erederick  II  thus  emerges  as  the  de- 
fender of  the  respectable  physician;  and  undoubt- 
edly his  role  is  well  titled.  But  as  is  so  often  the 
case  in  history,  he  who  comes  as  the  defender  re- 
mains as  captor.  Henceforth  the  study  of  medicine 
and  the  teaching  of  medicine  are  sheared  of  a 
good!}’  portion  of  their  historic  freedom.  The  “de- 
fender of  the  respectable’’  ordained  that  “none  of 
the  Salernitan  teachers  could  teach  medicine  or 
surgery  anywhere  but  at  Salerno,  nor  any  but  those 
duly  certified  by  the  King’s  officers  could  claim 
the  title  of  medical  teacher.  The  punishment  of  death 
was  imposed  on  the  officials  who  violated  their  du- 
ties in  giving  effect  to  these  laws.”^® 

Similar  restrictions  were  imposed  on  the  students. 
Envious  of  Bologna,  Frederick  II  established  by 
decree  the  Studium,  i.e.  the  L’niversity  of  Naples, 
as  ill  fated  as  it  was  miserably  conceived,  and  once 
again  with  the  same  restrictions  on  ^Masters  and 
Students  as  those  imposed  on  Salerno.  D’Irsay  com- 
ments on  this  eventuation  as  follows;  “This  griev- 
ous precedent,  eagerly  imitated  at  the  end  of  the 
^fiddle  Ages,  marks  the  L’niversity  of  Naples  as 
the  first  in  a long  line  of  State  Institutions,  des- 
tined to  appear  evervwhere  two  hundred  years 
later.”2e 

Charles  Haskins  sums  up  the  emergent  relations 
of  kings,  courts,  and  univ^ersities,  in  his  character- 
ization of  Frederick  II;  “It  is  characteristic  of 
Frederick’s  strongly  personal  policy  that  the  intel- 
lectual life  of  his  kingdom  centers  in  his  court 
rather  than  in  universities,  and  that  the  southern 
universities  in  his  reign  show  little  vigor  of  life  and 
leadership.  His  absolute  and  paternal  ideas  of  gov- 
ernment left  no  place  for  independent  corporations 
of  masters  and  students  living  the  free  and  turbu- 
lent life  of  the  nothern  studia.  So  Salerno,  which 
had  grown  to  eminence  as  a school  of  medicine 
without  the  aid  of  prince  or  pope,  found  itself  tied 
dowm  by  royal  statute  in  1231  as  part  of  a com- 
prehensive regulation  of  the  practice  of  medicine, 
surgery,  and  pharmacy  throughout  the  kingdom  of 
Sicily,  issued  in  the  interests  of  bureaucratic  ad- 
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ministration  rather  than  of  university  development. 
The  course  of  study  is  laid  down  by  law,  and  royal 
officers  are  to  be  present  at  the  e.xaminations.  A 
similar  bureaucratic  purpose  runs  through  the 
statutes  establishing  the  University  of  Naples  in 
1224  and  reforming  it  in  1234  and  1239.  Frederick 
needed  trained  public  servants,  and  he  preferred 
to  have  them  brought  up  in  his  own  kingdom  rather 
than  in  Bologna  and  other  Guelfic  cities  of  the 
North.”27 

Frederick  II  was  the  forerunner  of  numerous  and 
lesser  kings  and  princelings  who  saw  in  the  uni- 
versity an  instrument  and  source  of  power  and 
prestige.  Nor  was  the  Church  unmindful  of  the 
potentialities  of  the  universities,  for  its  own  ends. 
This  is  perhaps  most  poignantly  reflected  in  the 
creation  of  the  University  of  Toulouse  in  1229.  It 
was  founded  by  the  Count  of  Toulouse  on  demand 
of  Popes  Honorius  III  and  Gregory  IX,  in  order 
to  extirpate  the  Albigensian  heresy.  Carcassonne 
and  Beziers,  the  strongholds  of  Albigensians,  were 
taken  and  sacked  in  1209.  The  Albigensians  were 
mercilessly  slaughtered,  but  to  annihilate  all  lin- 
gering “error,”  there  was  need,  as  the  perfidious 
Jean  de  Garlande  affirmed,  “et  doctor,  et  ignis,  et 
ignis,  et  ensis,”  not  only  fire  and  sword,  but  also 
the  professor,  and,  as  d’lrsay  wrote,  “c’est  precise- 
ment  dans  ce  but  que  Toulouse  fut  fondee.”^* 

PREEMINENT  UNIVERSITIES 

Of  the  preeminent  universities,  Bologna  was  the 
fountainhead  of  jurisprudence,  Paris  that  of  the- 
ology, and  Padua  and  Montpellier  of  medical  edu- 
cation. Other  and  later  universities  included  schools 
of  medicine  in  their  academic  ambient,  but  they 
were  in  the  main  feeble  and  futile.  They  had  few 
students  and  fewer  professors.  In  the  race  for  ec- 
clesiastical prestige  and  personnel  on  the  one  side 
and  for  power  and  civil  servants  on  the  other,  me- 
dicine was  perforce  but  little  fostered  in  the  uni- 
versities. The  teaching  of  medicine  thus  declined 
grievously.  Only  the  study  of  anatomy  and  of  sur- 
gery prospered.  Medicine  was  taught  from  the  texts 
of  Hippocrates,  Galen,  and  the  later-day  compila- 
tors.  The  Universities  provided  no  practical  train- 
ing, only  theoretical  indoctrination.  It  is  no  exag- 
geration to  say  that  during  the  period  under  review 
the  teaching  of  medicine  had  sunk  to  a base  level, 
thus  meriting  all  of  the  opprobrious  criticisms  di- 
rected at  it  by  Petrarch  and  Paracelsus. 

An  example  not  entirely  representative  and  yet 
instructive  is  that  of  the  University  of  Vienna.  It 
was  created,  and  the  term  is  precise,  by  Rodolph  IV'^, 
Archduke  of  Austria,  and  pontifical  accord  was 
granted  in  1365  by  Pope  Urban  V.  The  newly 
founded  university  that  had  as  its  nucleus  the  simple 
Burgerschule  of  Saint  Etienne,  was  empowered  to 
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teach  every  discipline  except  theology.  Rodolph  IV 
was  moved  to  create  his  University  not  for  love  of 
learning  but  because  Charles  IV,  King  of  die  Rom- 
ans, and  King  of  Bohemia,  with  whom  he  was  in 
conflict,  had,  so  to  say,  stolen  a march  on  him  in 
the  creation  of  University  of  Prague  in  1347. 

Unhappily,  Rodolph  died  the  very  year  the  Uni- 
versity came  into  being.  The  University  was  born 
“half  dead.”  It  was  reanimated  in  1383  when  Al- 
bert III  came  into  possession  of  the  whole  Austrian 
dukedom.  The  University  had  a School  of  Medicine 
wherein  few  taught  and  few  studied.  The  faculty 
consisted  of  the  general  assembly  of  the  doctors 
who  had  taken  diplomas.  All  were  entitled  to  teach 
— few  devoted  themselves  to  teaching.^® 

In  the  seventeenth  century  the  University  of 
Vienna  fell  “on  particularly  evil  times,”  and  at 
the  end  of  that  century  medical  instruction  was 
abandoned.  It  was  not  until  1735  that  a professorial 
chair  in  anatomy  was  established,  and  the  medical 
school  that  earned  such  merited  fame  during  the 
eighteenth  and  nineteenth  centuries,  dates  only  from 
the  time,  in  1 745,  when  Van  Swieten,  the  pupils  of 
Boerhaave,  and  physician  to  the  Empress  Maria 
Theresa,  formulated  plans  for  the  reorganization  of 
the  medical  school  of  the  University  of  Vienna. 

RISE  OF  THE  HUMANISTIC  STUDIES  AND 
INDUCTIVE  SCIENCE 

The  period  we  have  scanned  extends  from  the 
thirteenth  to  the  seventeenth  century,  at  which  time 
we  can  perceive  the  emergence  of  a new  era,  the 
beginnings  of  a new  epoch,  one  that  derives  from 
the  development  of  humanistic  studies  and  of  induc- 
tice  science.  Both  these  developments  we  need  note 
took  place  largely  outside  of  the  universities  and 
were  in  a measure  opposed  by  them.  Once  again, 
free  men  joined  freely  to  pursue  in  common  their 
interests  in  learning  and  in  science.  They  formed 
their  invisible  Societies  ( 1645),  the  Academies 
( 1657),  their  Royal  Societies  ( 1662),  and  bound 
the  world  of  the  learned  in  a reticulum  of  corre- 
spondence and  reports. 

Thus,  the  teaching  of  medicine  revived  and  in 
time  it  prospered,  but  the  center  of  its  influence  was 
not  the  university  lecture  hall,  but  rather  the  hos- 
pital ward.  Initiated  by  Montanus  at  Padua  in 
1543,  the  bedside  teaching  of  medicine  was  brought 
to  a high  degree  of  skill  by  Boerhaave  of  Leiden, 
whom  the  great  Haller  called  “the  common  teacher 
of  all  Europe.”  This  epoch  is  well  named  — the  era 
of  great  teachers.  Its  preeminent  men  were  com- 
monly successful  practitioners,  much  favored  teach- 
ers, and  the  writers  of  copious  texts  embodying 
their  clinical  observations  and  theoretical  conjec- 
tures. 


(Continued  on  next  page) 
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We  have  posited  the  revival  of  medical  education 
as  taking  place  during  the  seventeenth  century.  But 
“the  teaching  of  medicine  as  a science,”  wrote  Gar- 
rison. “as  something  of  larger  scope  than  its  prac- 
tice, began  with  the  foundation  of  laboratories  and 
with  the  gradual  assemblage  of  specialties  as  units 
in  university  instruction. And  here  we  witness 
the  termination  oj  a period  oj  free  enterprise  in 
medical  education. 

But  before  we  turn  our  attention  to  the  modern 
period  with  its  historically  unique  problems  and 
issues  in  medical  education,  let  us  take  one  sweeping 
glance  at  the  past  and  summate  its  outstanding  and 
noteworthy  features.  Doing  this  we  observe  that 
since  time  immemorial  medicine  has  been  a “call- 
ing,” that  those  who  responded  and  were  accepted 
were  taken  into  the  Brotherhood  of  Healers,  were 
taught  the  .\rt  by  its  elders,  and  were  committed 
by  Oath  to  transmit  its  lore  to  those  who  followed 
in  their  path.  Initially  the  teaching  and  the  learning 
of  medicine  was  free  of  restraint  and  open  to  every 
man  — to  assay.  Then  in  the  thirteenth  century 
this  historic  freedom  was  breached  by  “Church  and 
Empire,”  and  the  teaching  of  medicine  was  hence- 
forth and  in  the  main  conducted  under  the  confin- 
ing aegis  of  the  university.  The  ju  ubique  docendi 
was  preempted  by  Pope  and  Emperor.  But  an  ap- 
preciable measure  of  mobility  was  yet  left  to  faculty 
and  student  body.  Indeed,  the  history  of  the  uni- 
versities is  resplendent  with  the  records  of  the 
scholars'  rebellions  that  paupered  many  a university 
town,  and  gave  rise  to  new  centers  of  learning 
wherein  the  students,  like  swarming  bees  that  had 
left  their  old  hive,  settled  down  anew.  Among  these 
were  Cambridge  and  Padua. 

Toward  the  end  of  the  mediaeval  period,  univer- 
sity medicine,  compounded  out  of  the  ancient  te.xts 
and  scholastic  philosophy,  lost  its  relevance  and  via- 
bility and  became  all  but  moridund.  It  was  dispa- 
raged and  mocked  by  Boccaccio,  and  condemned  by 
Paracelsus.^'  Only  anatomy  and  surgery  prospered. 
Then  toward  the  end  of  the  seventeenth  century 
the  ever  inquisitive  mind  of  man  turned  from  the 
transcendental  to  the  mundane,  from  issues  in  heav- 
en to  things  on  earth  — and  modern  science  was 
the  result.  This  transition,  as  we  have  noted,  took 
place  largely  outside  the  universities,  for  the  means 
of  science  were  not  metaphysical  but  instrumental 
and  the  arena  of  science  was  not  the  lecture  hall, 
but  the  laboratory  — the  work  place.  Garrison  is 
therefore  correct  in  dating  the  beginning  of  the 
modern  teaching  of  medicine  with  the  foundation 
of  laboratories  and  the  gradual  assemblage  of  spe- 
cialties as  units  in  university  instruction.  Coinci- 
dental to  this,  two  other  significant  changes  took 
place.  Heretofore  the  primary  concern  of  the  physi- 


cian was  man  and  now  it  had  become  the  disease; 
heretofore  the  interaction  between  physican  and 
patient  was  immediate  — now  it  became  pro.ximate, 
with  one  or  more  instruments  or  instrumentalities 
interposed  between  patient  and  physician. 

VESALIUS  AND  MORGAGNI 

\’esalius  dealt  with  the  humani  corporis  jabrica 
( 1538)  with  the  constitution  of  the  body,  ^lorgagni 
with  de  sedibus  et  causis  morborum,  the  seat  and 
cause  of  disease.  \'irchow,  who  said  of  ^lorgagni 
that  he  "introduced  the  anatomical  concept  into 
medical  practice,”^-  was  himself  “obsessively’’  pre- 
occupied with  the  disease  process,  though  in  his 
younger  years  he  fostered  a broader  understanding 
of  man  — well  and  sick.  Again,  mediate  ausculta- 
tion was  known  and  employed  by  Hippocrates^® 
but  it  was  superseded  when  Laennec  introduced  his 
cylindrical  stethescope. 

The  preoccupation  with  the  disease  to  the  neglect 
of  the  man,  the  increasing  intercession  of  instrumen- 
tation of  every  order  and  variety  — material,  ad- 
ministrative, social  — between  physician  and  pa- 
tient has  continued  and  has  increased  enormously 
since  the  laboratory  and  the  specialist  group  were 
first  introduced  into  the  medical  school.  Perforce 
medical  education  was  deeply  affected  and  radi- 
cally changed.  The  Art  was  no  longer  taught  by  its 
Elders.  They  were  displaced  by  “the  full  time  man” 
and  by  “the  lab  specialist.’’  It  is  difficult  to  grasp 
in  full  the  meaning  and  the  consequences  of  this 
change.  When  taught  by  the  Elders,  meaning  by 
the  older  and  more  experienced  physicians,  that 
which  was  taught  was  derivative  from  their  experi- 
ence with  patients.  It  was  what  they  encountered 
epi-demos  — among  the  people.  Epidemics  is  what 
Hippocrates  named  his  case  histories.  “Philiscus 
lived  by  the  wall.  He  took  to  his  bed  with  acute 
fever  . . .”  and  so  on.  That,  too,  is  what  Sydenham 
taught,  and  all  of  the  great  and  lesser  teachers,  up 
to  the  time  the  full  time  man  and  the  laboratory 
took  over;  they  taught  what  they  and  their  own 
teachers  had  learned  in  dealing  with  men  who  were 
ill.  How  gratifying  it  is  to  read  these  comments  of 
Hippocrates:  “The  following  (then)  were  the  cir- 
cumstances attending  the  diseases,  from  which  I 
framed  my  judgments,  learning  from  the  common 
nature  of  all  and  the  particular  nature  of  the  indi- 
vidual, from  the  disease,  the  patient,  the  regimen 
prescribed  and  the  prescriber  — for  these  make  a 
diagnosis  more  favorable  or  less;  from  the  constitu- 
tion, both  as  a whole  and  with  respect  to  the  parts, 
of  the  weather  and  each  region,  for  the  customs, 
mode  of  life,  practices  and  ages  of  each  patient.’’ 
Then  Hippocrates  lists  those  matters  to  be  observed 
on  the  patient  proper  — sleep,  the  nature  and  time 
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of  dreams,  speech,  mien,  etc.,  etc.  And  Hippocrates 
ends  this  section  as  follows:  ‘‘From  these  things 
must  we  consider  what  their  consequence  also  will 
be.”^^  How  many  of  our  present  day  professors  of 
medicine  are  competent  to  claim  that  their  teachings 
are  based  on  comparable  “experience  and  learning?” 

ADVENT  OF  THE  FULL  TIME  TEACHER 

.\braham  Flexner,  who  more  than  any  other  man 
“put  over”  the  “full  time  teacher”  in  medical  edu- 
cation, tells  in  his  Autobiography  that  when  he 
proposed  the  creation  of  a full  time  teaching  staff 
to  the  trustees  and  medical  faculty  of  Johns  Hop- 
kins, the  trustees  accepted  the  plan,  which  inciden- 
tally carried  . a premium  of  a million  and  a half 
dollars,  while  within  the  medical  faculty  the  scheme 
was  unanimously  endorsed  by  the  laboratory  men, 
but  among  the  clinicians  there  was  a rift  — they 
feared  a loss  of  experience.  Osier  was  among  those 
who  opposed  the  full  time  scheme.’’^® 

Lest  this  section  of  my  presentation  be  misunder- 
stood to  mean  that  I look  upon  the  advent  of  the  lab- 
oratory and  the  appearance  of  the,  full  time  teacher 
as  misadventures  in  the  history  of  medical  educa- 
tion, let  me  clearly  affirm  that  such  is  not  my  per- 
suasion. It  is  not  their  advent  but  rather  the  dimi- 
nution of  the  clinician-practitioner  in  medical  edu- 
cation, and  I must  add  also  in  the  major  hospitals 

— usually  university  affiliated  — that  I count  as 
a grave  misfortune.  It  n^d  not  have  taken  place, 
(Witness  the  experience  of  England)  and  would 
not  have,  had  we  not  been  so  blindly  seduced  by 
the  German  example.  Whatever  its  cause,  it  calls 
for  radical  correction. 

Present  day  medical  education,  and  in  conse- 
quence, also  its  graduates  have  lost  contact  with  the 
demos  — the  people.  They  are  competent  in  and 
treat  of,  not  what  predominantly  “ails  the  people” 

— but  what  esoterically  interests  their  non-clinical, 
researching  professors.  I will  call  in  witness  the 
testimonies  of  my  experienced  peers.  Of  the  uni- 
versity hospital  wherein  all  of  the  undergraduate 
and  a good  deal  of  post  graduate  medical  education 
is  conducted,  Thomas  McKeown,  Professor  of  Social 
Medicine,  University  of  Birmingham,  England,  has 
written  “the  traditional  restriction  of  the  interests 
of  teaching  hospitals  is  . . . regretable.  To  a con- 
siderable extent  they  have  isolated  themselves  from 
problems  around  them.”  “.A  second  objection  to  the 
restrictive  work  of  teaching  centers  is  that  it  does 
not  provide  sufficient  preparation  for  the  practice 
of  medicine.”'^® 

Inevitably  students  acquire  their  concept  of  prac- 
tice from  examples  provided  by  their  teachers,  and 
leave  the  hospital  aspiring  to  engage  in  the  work 
they  saw  when  training,  but  such  training  does  not 
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give  doctors  sufficient  knowledge  of  the  major  prob- 
lems of  their  time,  and  fails  to  prepare  them,  tech- 
nically and  psychologically,  for  the  formidable  task 
facing  them.®^ 

The  identical  observation  in  more  pungent  terms 
has  been  made  by  Professor  K.  R.  Hill  of  the  Royal 
Free  Hospital  School  of  Medicine,  London.  “To- 
day,” Professor  Hill  stated,  “everything  in  the  train- 
ing of  a doctor  works  against  intelligent  compre- 
hensive foresight  and  orientation.  mass  of  tech- 
nical detail  has  to  be  learned  and  assimilated  in  a 
relatively  short  time.  Anything  which  does  not  seem 
to  have  a direct  concern  with  interests  of  the  hospi- 
tal scientists,  who  are  the  teachers,  simply  gets  tram- 
pled under  foot  in  the  rush  for  punctual  qualifica- 
tion. The  result  is  that  medical  training  as  directed 
by  present  day  academics  is  usually  narrow  for  the 
want  of  larger  cultural  and  social  interests.”  “Medi- 
cal education  as  conducted  by  the  universities  today 
is  primarily  the  scientific  study  of  disease:  where  if 
is  deficient  is  that  it  is  not  studying  the  patient 
with  the  disease,  so  as  to  improve  the  quality  of 
life  and  its  greater  fulfillment  for  human  beings; 
the  universities  are  taking  the  ‘heart’  out  of  me- 
dicine.”®® 

In  the  spirit  of  these  indictments  one  is  moved 
to  plead  for  the  return  of  the  teaching  of  medicine 
to  the  practitioners  of  medicine.  The  academics  are 
not  to  be  displaced  but  only  made  to  share  the 
governance  of  medical  education  with  -what  we  must 
call  the  field  practitioners  of  medicine.  This,  how- 
ever, is  more  than  a fond  wish  or  a vague  expecta- 
tati'on.  It  is  a clear  prospect  perceptible  in  what  is 
happening  in  the  demographic  realities  of  present 
day  society. 

To  grasp  what  is  here  intended  we  must  revert 
to  certain  of  the  historic  data  presented.  Thus  it 
was  stated  that  “Toward  the  end  of  the  mediaeval 
period,  university  medicine,  compounded  out  of  the 
ancient  texts  and  scholastic  philosophy  lost  its 
relevance  and  vitality  and  became  all  but  mori- 
bund.” The  question  here  is,  what  is  meant  by  ‘‘it 
lost  its  relevance  and  — why?  The  answer  to  my 
mind  appears  clear  enough.  It  lost  its  relevance 
because  it  had  not  much  to  teach  on  the  predomi- 
nant disorders  of  the  day,  because  the  predominant 
disorders  of  the  day,  those  of  epidemic  magnitude, 
were  different  from  those  that  were  predominant 
in  the  times  of  Hippocrates  and  Galen.  Beginning 
with  the  fourteenth  century  a new  order  of  epi- 
demic disease  emerged,  those  deriving  from  the  new 
social,  economic,  and  political  actualities  of  the 
times.  Mankind  began  to  suffer  the  morbid  effects 
of  “crowding.’’  What  were  later  to  be  called  the 
Crowd  Diseases  (Major  Greenwood)  from  then  on, 
(Continued  on  next  page) 
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and  in  the  Western  world  until  recent  decades,  con- 
tinued to  predominate  in  the  spectrum  of  morbidi- 
ties and  mortality. 

THE  CROWD  DISEASES 

The  crowd  diseases,  leprosy,  sv^jhilis,  bubonic 
plague,  typhus,  typhoid,  cholera,  tuberculosis,  and 
the  rest  were  almost  all  "microbial”  diseases.  Hip- 
pocratic-Galenic  medicine,  the  moot  issue  of  the 
Plague  of  .\thens  aside,  had  little  or  no  experience 
with  them  in  epidemic  form.  The  ancient  regimens 
and  therapeutic  procedures  could  not  stem  the  epi- 
demics, nor  specifically  cure  the  disorders.  It  is  in 
the  conquest  of  the  crowd  diseases  that  the  modern 
laboratories  gained  their  preeminence.  There  the 
specific  aetiological  agents  were  literally  brought  to 
light,  and  there,  too,  antiseptics,  vaccines,  serums, 
and  chemotherapeutic  and  antibiotic  agents  were 
developed.  The  .^etiological  School  that  centered  on 
the  disease  agent  and  the  disease  and  on  specific 
therapy  could  and  did  point  with  pride  to  all  it  had 
accomplished.  True,  this  school  took  more  credit  to 
itself  that  it  earned,  but  even  so  it  earned  a lot. 

But  the  crowd  diseases,  at  least  in  the  Western 
world,  have  been  practically  overcome.  That  which 
they  blanketed  and  overshadowed  now  comes  to  the 
fore  — the  diseases  of  poor  or  bad  hygiene,  of  func- 
tional disability,  in  a word  the  disorders  that,  to 
use  a happy  phrase,  people  suffer  long  and  die  of 
seldom.  But  it  is  precisely  this  type  of  disorder 
that  the  academic  teachers  of  medicine  do  not  teach. 
Hence  to  quote  once  again  from  Professor  Hill’s 
pungent  article  titled  ‘‘Medical  Education  at  the 
Crossroads,”  “Most  young  doctors  study  in  depth 
on  a narrow  field  and  are  brainwashed  into  believ- 
ing that  this  is  the  only  important  thing  in  medi- 
cine. They  will  know  much  about  electrolytic  bal- 
ance; they  will  know  much  about  the  nucleic  acids; 
but  they  will  know  very  little  about  the  whole  spec- 
trum of  disease  as  seen  by  the  general  practioner 
and  the  district  hospital,  and  possibily  will  be  un- 
able to  spot  it  if  they  see  it.”^^ 

MAINTENANCE  MEDICINE 

But  this,  it  is  to  be  expected,  will  change  for  the 
reason  that  the  need  and  the  demand  for  what  I 
have  termed  maintenance  as  distinctive  from  epi- 
sodic medicine  is  increasing.  Individuals  now  live 
longer  and  are  less  willing  to  carry  the  burdens  and 
the  handicaps  of  illness  that  is  preventable,  reme- 
diable. or  both.  Individuals  are  now  better  informed 
about  what  medicine  can  afford  them,  and  will 
increasingly  expect  the  doctor  to  serve  them  amply 
in  the  little,  transient  illnesses  as  they  do  in  the 
big  emergency  ones.  ^ledicine,  including  the  medi- 
cal schools,  cannot  fail  to  be  responsive  to  these 


needs  and  demands.  We  may  expect  to  see  an  epi- 
demiologist-demographer in  the  chair  of  the  pro- 
fessor of  medicine,  flanked  by  a colleague  who  has 
a joint  appointment  in  psychiatry  and  medicine, 
and  with  still  another  who  is  professor  of  preven- 
tive and  social  medicine  and  administrator  of  out- 
patient and  home  services.  We  may  e.\pect  to  see 
the  medical  school  profiting  in  the  services  of  the 
advisory  boards  representing  the  regional  practi- 
tioners of  medicine.  We  may,  in  a word,  expect 
many  and  great  changes  in  the  medical  school  and 
in  medical  education.  As  to  the  practitioner  of  the 
future,  it  is  my  e.xf>ectation  that  they  will  be  divisi- 
ble into  two  groups,  not  as  they  are  today  into 
general  practitioner  and  specialist,  but  rather  into 
those  trained  and  expert  in  dealing  with  serious 
types  of  episodic  and  emergency  diseases  and  dis- 
orders, and  those  trained  and  e.xpert  in  the  practice 
of  maintenance  medicine.  The  latter  will  be  con- 
cerned with  the  individual’s  longitudinal,  that  is, 
“day  to  day"  health  and  sickness  experience,  and  as 
much  involved  in  the  normal  as  in  the  pathological. 

.\s  an  indication  that  I am  not  alone  in  these 
visions  of  tomorrow's  physician,  I will  cite  the  com- 
ments of  two  distinguished  medical  educators,  Stew- 
art Wolf  and  Ward  Barley.  The  physician  of  to- 
morrow, Stewart  Wolf  wrote,  “will  see  the  patient 
first  and  be  the  diagnostician,  evaluator  and  analyst 
of  the  data,  and  the  counselor  of  the  patient.  He 
will  rely  heavily  on  us  technologists  of  medicine,  the 
passers  of  catheters,  the  readers  of  bone  marrows, 
the  measurers  of  compliance  and  tidal  volume,  and 
virtuosi  of  the  milliequivalent.  We  technologists,  or 
second-class  physicians,  will  be  located  in  centers, 
at  least  thirty  miles  apart,  surrounded  by  costly 
and  impressive  equipment  plugged  into  digital  com- 
puters . . . the  man  in  the  field,  my  new  kind  of 
general  practitioner,  will  be  the  really  first-class 
physician.  He  will  be  using  his  head,  which  contains 
the  only  computer  that  can  be  mass  produced  by 
unskilled  labor."'*® 

Ward  Barley  wrote,  the  general  practitioner 
"should  serve  as  the  health  counselor  throughout 
the  entire  life  span  of  any  given  individual.  This 
means  that  he  should  supervise  the  care  of  infants, 
adolescents,  mature  adults,  and  old  people.  He  must 
be  an  astute  diagnostician,  particularly  if  he  is  to 
recognize  and  control  intelligently  the  significant 
beginnings  of  disease.  The  management  of  chronic 
illness  and  its  rehabilitation  will  be  among  his  most 
important  activities.  His  function  will  be  to  main- 
tain and  promote  health  as  well  as  to  prevent  or 
combat  disease.”'** 

(Continued  on  Page  536) 
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In  1958,  Crosby'  very  dramatically  emphasized 
that  misuse  and  “thoughtless  prescripiton  of  blood 
transfusions  is  playing  Russian  roulette  with  bottles 
of  blood  instead  of  a revolver.”  The  odds,  of  course, 
are  in  the  physician’s  favor,  but  the  patient  takes 
the  risk. 

Single-unit  transfusions  have,  in  the  medical  lit- 
erature of  the  recent  past,  been  the  target  of  much 
criticism  and  even  condemnation.  Reasons  for  this 
attitude  have  been:  (1)  that  a patient  whose  re- 
quirement can  be  met  with  one  unit  of  blood  is  no 
more  in  need  of  blood  than  a blood  donor  who  gives 
500  ml.  of  blood;  (2)  that  the  risks  inherent  in 
the  transfusion  of  a single  unit  are  greater  than 
the  risk  of  not  receiving  the  transfusion. 

A communication  from  the  Joint  Blood  Council,^ 
in  1962,  called  for  critical  reassessment  of  blood 
usage  in  any  hospital  where  a predominance  of 
single-unit  transfusions  (over  50  per  cent)  was 
noted.  Numerous  reports  dealing  with  use  and 
abuse  of  blood  transfusions  in  hospitals  indicate 
percentages  of  single-unit  transfusions  ranging  from 
12  to  50  per  cent. 

The  study  reported  here  was  undertaken  with 
the  purpose  of  evaluating  the  transfusion  trends  at 
the  Memorial  Hospital  (a  225-bed  community  hos- 
pital) in  terms  of  single-unit  rtansfusions. 

MATERIALS  AND  METHODS 

The  study  covers  a one-year  period  (extending 
from  January  1963  to  January  1964).  The  records 
of  the  Hospital  Blood  Bank  and  the  complete  clini- 
cal record  of  each  patient  receiving  a single-unit 
transfusion  were  reviewed  by  the  authors  as  mem- 
bers of  the  Transfusion  Committee  of  the  ^ledical 


Staff  which  is  composed  of  two  surgeons,  one  in- 
ternist and,  one  pathologist. 

The  indications  for  single-unit  transfusions  which 
were  adopted  in  this  study  are  positive  ones  and 
are  those  described  by  the  Joint  Blood  Council,^ 
Strumia,®  Crosby,'  Grove-Rasmussen  et  al.:^ 

1.  Restoration  of  blood  volume  to  prevent  or 
combat  hypovolemic  shock  and  restore  circulatory 
stability  to  a patient  who  has  had  an  acute  pre- 
operative, intra-operative,  or  post-operative  loss  of 
two  or  three  pints  and  in  whom  one  unit  will  pro- 
duce the  desired  result.  This  criterion  should  be 
somewhat  broader  in  the  case  of  the  older  patient 
with  coronary  or  cerebral  vascular  disease,  in  whom 
blood  loss  might  precipitate  dangerous  cardiac  ar- 
rhythmias or  cerebrovascular  accidents.  Change  in 
vital  signs  (decreasing  blood  pressure  and  increas- 
ing pulse)  during  surgery,  when  associated  with  evi- 
dence of  blood  loss,  is  a valid  indication. 

2.  Correction  of  chronic  anemia,  only  when 
symptoms  are  present,  such  as  angina  or  dyspnea. 

Asymptomatic  chronically  anemic  patients,  re- 
gardless of  the  hemoglobin  and  hematocrit  values, 
should  be  treated  for  the  existing  deficiency  (e.g. 
iron,  Yitamin  Bia,  and  folic  acid)  or  other  surgical 
or  medical  cause,  rather  than  with  transfusion. 

3.  Rare  blood  dyscrasias  (e.g.  hemophilia) 
where  one  unit  of  fresh  blood  or  plasma  would 
be  effective.  The  more  serious  situations  arising 
from  factor  V,  \TI  or  other  plasma  factor  deficien- 
cies, usually  require  more  than  one  unit  of  blood. 

Applying  these  criteria,  the  single-unit  transfu- 
sion was  considered  “indicated”  or  “not  indicated” 
when  there  was  unanimous  opinion.  In  the  cases  of 
doubtful  indication,  or  of  a divided  opinion,  the 
transfusion  was  tabulated  as  “questionable.”  The 
data  were  also  arranged  by  Clinical  Service  (e.g. 
General  Surgery,  Medicine,  Urology,  Orthopedics, 
etc.).  Records  of  all  transfusion  reactions  occur- 
ring in  multiple  and  single-unit  transfusions  were 
reviewed. 

RESULTS 

During  the  twelve-month  period  of  the  study, 
1449  units  of  whole  blood  were  administered  to  583 
patients  (Table  I).  Of  the  total  patients  transfused, 

( Continued  on  next  page) 
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TABLE  I TRANSFUSIONS  AT  MEMORIAL  HOSPITAL 


(JAN.  1963-  JAN.  1964) 


TOTAL  UNITS 

NO. 

% 

REMARKS 

1449 

- 

EXCLUDING  20  EXCHANGE 
TRANSFUSIONS  IN  INFANTS 

TOTAL  RATIENTS 

583 

— ■ 

EXCLUDING  EXCHANGE 

■'''^'‘'■'transfusions 

MULTIPLE  UNITS 

304 

52% 

80.8%  OF  TOTAL  BLOOD 

USED 

SINGLE  UNIT 

279 

48% 

19,2%  0£.T0TAL  BLOOD 
USED 

304  (52  per  cent)  received  two  or  more  units,  and 
279  (38  per  cent)  received  a single  unit  of  blood. 
The  blood  used  as  single-unit  transfusions  consti- 
tuted 19.2  per  cent  of  all  blood  released  by  the 
Blood  Bank  for  transfusions;  80.8  per  cent  was 
given  as  multiple  transfusions. 

Table  II  summarizes  the  authors'  opinions  after 
study  of  the  clinical  charts.  There  were  173  (62 
per  cent ) of  the  single-unit  transfusions  considered 
•‘indicated.”  Lacking  positive  indications  were  86 
(30.8  per  cent)  and  20  (7.2  per  cent)  were  con- 
sidered to  be  of  questionable  indication. 

TABLE  H EVALUATION  OF  SINGLE  UNIT 


TRANSFUSIONS 

(JAN.  1963- 

JAN.  1964) 

INDICATED 

173 

62% 

NOT  INDICATED 

86 

30.8% 

QUESTIONABLE 

20 

7.  2 % 

TOTAL 

279 

100% 

1 

Table  III  illustrates  the  distribution  of  these  units 
among  the  various  hospital  services.  General  sur- 
gery, with  the  greatest  use  of  single-unit  transfu- 
sions (more  than  half  of  all  single-units  used) 
shows  percentages  which  appro.ximate  closely  the 
overall  percentages  of  the  study.  Medicine,  the  next 
greatest  user  of  blood,  had  only  20.6  per  cent  lack- 
ing indication.  The  Obstetrical  and  Pediatric  Serv- 
ices display  the  best  results  in  the  table  with  94.4 
and  100  per  cent  of  single-units  used  being  “in- 
dicated.” 

Surgery  and  Orthopedics  had  a large  number  of 
units  with  “questionable’"  indications.  Thoracic 
Surgery  and  Orthopedics,  although  using  ver}'  lim- 
ited numbers  of  sirlgle-unit  transfusions,  have  a 
larger  number  of  '‘non-indicated”  single-unit  trans- 
fusions than  "indicated"  units. 


TABLE  m SINGLE  UNIT  TRANSFUSIONS:  DISTRIBUTION  BY 
CLINICAL  SERVICE  (JAN.  1963*  JAN.  1964) 


SER.'CE  T— A'_  :\r:A-c:o  nc'''V>:ate3  o-jestionable 


SURGERY 

ISO 

58.7% 

32% 

9.3% 

MEDICINE 

34 

79.4% 

20.67. 

0 

UROLOGY 

21 

619% 

33.37. 

4.8  7. 

ORTHOPEDICS 

21  ■ 

38.1% 

4 2,87. 

19.1  7. 

OBSTETRICS 

1 e 

94.4% 

5 .6  7. 

0 

E.NT 

t 2 

75  % 

25% 

0 

NEUROSURGERY 

1 0 

50% 

50  7. 

0 

THORACIC  SURGERY 

9 

22.27« 

66,77. 

11.1% 

PEDIATRICS 

4 

100  •/. 

0 

0 

TOTAL 

279 

62  7. 

30  8% 

7.2% 

Table  IV  shows  the  data  on  transfusion  reac- 
tions occurring  during  the  study  period.  There  were 
41  reactions  (all  minor,  such  as  urticaria,  fever,  and 
chills)  occurring  in  37  patients,  three  patients  hav- 
ing more  than  one.  The  overall  incidence  rate  of 
transfusion  reaction  was  2.8/100  units.  Of  the  583 
patients  transferred,  6.3  per  cent  developed  reac- 
tions. In  patients  receiving  more  than  one  unit  32 
(10  per  cent)  had  reactions.  One-unit  transfusions 
resulted  in  9 reactions  with  an  incidence  rate  of 
3.2  per  cent. 


TABLEII  TRANSFUSION  REACTIONS  (JAN. 1963- JAN.  1964) 


NO 

RATE 

TOTAL  REACTIONS  • 

41 

2.8% 

TOTAL  PATIENTS 

HAVING  reactions 

37  •• 

63% 

MULTIPLE  UNIT  RECIPIENTS 

HAVING  REACTIONS 

32 

10.5% 

SINGLE  UNIT  RECIPIENTS 

HAVING  REACTIONS 

9 

3.2% 

REACTIONS  IN  SINGLE  UNIT 
"INDICATED" 

6 

34% 

REACTIONS  IN  SINGLE  UNIT 
"NOT  INDICATED" 

3 

35% 

• All  reactions  were  minor  (urticaria, fever  etc.) 

• • Three  patients  hod  multiple  minor  reoctions  (large  ^previous  transfusions) 


In  the  patients  receiving  “indicated’’  single-unit 
transfusions,  6 reactions  occurred,  the  incidence 
rate  being  3.4  per  cent.  Reactions  in  the  group  of 
single-unit  transfusions  tabulated  as  “not  indicated” 
were  only  three.  The  incidence  rate  of  reaction  in 
this  group  was  3.5  per  100  units,  slightly  higher, 
but  perhaps  statistically  the  same  as  that  of  all 
single-unit  transfusions  as  a whole  (3.2  per  cent). 
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DISCUSSION 

Undoubtedly,  the  number  of  single-unit  trans- 
fusions in  our  study  (48  per  cent  or  almost  half  of 
all  patients  transfused)  is  high.  If  compared  with 
the  figures  of  other  similar  surveys  reported  in 
the  medical  literature ( Dietrich,®  King  and  Sen- 
hauser,®  Walz  et  al.,^  Strumia  et  al.®)  which  range 
from  18  per  cent  to  55.3  per  cent,  ours  is  certainly 
in  the  upper  range.  However,  the  fact  that  only 
30.8  per  cent  of  the  single-unit  transfusions  were 
found  to  be  not  indicated  sheds  an  entirely  differ- 
ent light  on  the  results.  In  a study  by  Dietrich,® 
where  30  per  cent  of  transfusions  were  in  the  form 
of  single-units,  67  per  cent  were  found  to  be  not 
indicated.  Fairly  high  figures  were  cited  by  Walz.'^ 
Our  study  would  tend  to  indicate  that  in  the  ma- 
jority of  instances  our  physicians  use  blood  judi- 
ciously and  with  positive  indication. 

In  attempting  to  explore  the  reasons  for  the  high 
number  of  single-unit  transfusions,  we  found  that 
there  were  several  instances  of  patients  who  entered 
the  hospital  with  active  gastrointestinal  bleeding  and 
who  had  either  stopped  bleeding  after  one  trans- 
fusion or  expired  after  one  transfusion.  There  were 
at  least  six  children  with  post-tonsillectomy  bleed- 
ing, whose  bleeding  was  controlled  surgically  or  oth- 
erwise, after  a single-unit  transfusion.  There  were 
many  patients  on  general  surgery  and  on  the  surgi- 
cal specialty  services  who  underwent  serious  and 
extensive  procedures,  which,  in  most  instances,  are 
accompanied  by  considerable  blood  loss;  yet  the 
procedures  were  performed  with  a minimum  of 
blood  replacement,  often  a single-unit  transfusion. 
In  some  instances,  it  was  the  Committee’s  opinion 
that  the  patients  were  under-transfused.  To  quote 
King  and  Senhauser:®  “rather  than  criticize  the 
surgeons  for  their  single-unit  transfusions,  we  ought 
to  realize  that  it  takes  extraordinarily  good  surgery 
to  carry  out  many  of  these  procedures  using  but 
one  unit  of  blood.” 

On  the  other  hand,  several  of  the  transfusions 
considered  “not  indicated”  were  given  to  replace 
minimal  blood  loss  and  for  slight  changes  in  vital 
signs  while  the  patient  was  undergoing  surgery.  A 
few  were  used  post-operatively  in  fairly  stable  pa- 
tients to  “pink-up  the  patient”  or  as  a "tonic.” 

The  risks  of  blood  transfusions  are  ever  present 
with  single-unit  transfusions  and  are  usually  of 
three  types.  The  first  is  a remote  one  and  is  cre- 
ated by  the  injection  into  the  patient  of  red  cell 
antigens,  not  usually  tested  for  in  the  ordinary  pre- 
transfusion grouping  and  typing  techniques;  these, 
by  creating  new  antibodies,  alter  the  recipient’s 
immunological  make-up  and  may  give  rise  to  cross- 
matching difficulties  in  future  transfusions.  The 
second  type  of  risk  is  the  immediate  transfusion 
reaction  (allergic,  febrile,  hemolytic).  The  third 


risk  is  the  possibility  of  transmission  of  disease, 
particularly  serum  hepatitis.  To  these  one  must 
add  a miscellaneous  group  of  hazards  such  as  cleri- 
cal and  technical  errors,  circulatory  overload,  air 
embolism,  citrate  toxicity,  hemosiderosis,  and 
thrombophlebitis. 

Serum  hepatitis  is  reported  to  occur  with  vary- 
ing frequency  in  different  areas  of  the  country, 
from  0.6  to  7.9  cases  per  1000  units  of  blood,  the 
lower  figure  in  areas  where  no  commercial  blood 
source  is  used,  the  higher  figure  in  areas  where  50 
to  75  per  cent  of  the  blood  is  obtained  from  com- 
mercial sources  (Grady  et  al.®).  No  cases  of  serum 
hepatitis  occurred  in  our  study  period,  which  in- 
cluded 1449  transfusions.  This  is  probably  due  to 
the  thorough  screening  of  donors  by  our  Blood 
Bank  and  to  the  fact  that  none  of  our  blood  is  de- 
rived from  commercial  sources.  There  have  been 
recent  reports  of  a high  incidence  (18  to  64.5  per 
cent)  of  subclinical  “anicteric  post-transfusion 
hepatitis”  based  almost'  entirely  on  serum  enzyme 
abnormalities  and  on  a limited  number  of  liver 
biopsies.  ® The  significance  of  these  reports  is 
not  yet  clear. 

The  transfusion  reactions  in  our  series  were  slight 
(chiefly  allergic  and  febrile)  but  occurred  with  an 
overall  rate  of  2.8  per  100  units.  It  is  known  and 
expected  that  the  greater  the  number  of  transfu- 
sions used  1170  units  of  blood  with  a reaction  rate 
10.5  per  cent  of  our  recipients  of  multiple  trans- 
fusions had  reactions,  while  reactions  occurred  in 
only  3.2  per  cent  of  the  recipients  of  single  trans- 
fusions. 

However,  the  304  recipients  of  multiple  transfu- 
sions used  1170  units  of  blood  with  a reaction  rate 
of  2.7  per  100  units;  the  incidence  of  reactions 
among  the  recipients  of  single-unit  transfusions, 
who  used  only  279  units  of  blood,  was  3.2  per  100 
units.  It  is  certainly  worth  noting  that  while  the 
single-unit  group  received  only  one-fourth  of  the 
amount  of  blood  used  by  the  multiple  unit  group, 
there  was  little  or  probably  insignificant  statistical 
difference  between  the  reaction  rate  of  the  two 
groups.  This  observation  indicates  that  the  trans- 
fusion of  single  units  was  attended  by  the  same 
reaction  rate  per  100  units  as  the  transfusion  of 
multiple  units  (or  probably  higher). 

In  spite  of  this,  we  believe  there  is  justification 
for  the  use  of  single-unit  transfusions  when  positive 
indications  e.xist;  and  while  most  hospitals,  in  par- 
ticular the  Cleveland  Clinic  Hospital  (King  and 
Senhauser®),  report  a steady  decline  in  the  use  of 
single-unit  transfusions,  with  little  change  in  those 
receiving  2 or  3 units,  Walz^  reports  a rather  para- 
doxical and  unforseen  result  of  improved  hospital 
transfusion  practice:  an  actual  increase  of  single- 
(Contiiiued  on  next  page) 
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unit  transfusions  associated  with  diminishing  total 
blood  usage. 

SUMMARY 

A study  and  critical  review  of  blood  transfusions 
in  a 225-bed  community  hospital  during  a random 
year  shows  that  48  per  cent  of  the  patients  trans- 
fused received  single-unit  transfusions.  Of  the 
single-unit  transfusions,  62  per  cent  had  positive 
indications  for  use,  30.8  per  cent  were  unjustified, 
and  7.2  per  cent  had  questionable  indications. 
There  were  no  serious  transfusion  reactions  and  no 
instances  of  serum  hepatitis  among  the  single-unit 
transfusions.  Minor  reactions  occurred  in  10.5  per 
cent  of  recipients  of  multiple  transfusions  and  in 
3.2.  per  cent  of  single-unit  transfusion  recipients. 
The  rate  of  incidence  of  reactions  per  100  units 
of  blood  was  similar  in  both  groups  (3.2  per  cent 
among  the  single-unit  and  2.7  per  cent  among  the 
multiple  unit  recipients). 

A high  percentage  of  single-unit  transfusions 
usually  indicates  some  misuse  of  blood.  In  our  case, 
for  example,  if  the  single  units  that  we  consider 
‘‘not  indicated’'  had  not  been  given,  the  rate  of 
single-unit  transfusions  would  have  been  33  instead 
of  48  per  cent. 

Nevertheless,  single-unit  transfusions  are  accepta- 
ble. If  one  unit  is  sufficient  to  produce  the  desired 
result,  it  would  be  an  error  to  administer  a second 
unit  only  to  escape  the  attendant  single-unit  cri- 
ticism and  condemnation.  It  is  more  important  to 
improve  total  blood  usage  than  to  try  to  eliminate 
or  decrease  the  number  of  single-unit  transfusions. 
In  fact,  one  should  not  be  surprised  if  (as  has  oc- 
curred elsewhere)  with  improved  transfusion  prac- 
tice, an  increase  rather  than  a decrease,  in  single- 
unit transfusions  occurs  in  the  presence  of  decreased 
overall  “units  per  patient”  usage. 
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IN  MEDICAL  EDUCATION  QUIS 
CUSTODIET  CUSTODES? 

(Continued  from  Page  532) 

THE  THESIS 

With  these  citations  I bring  my  presentation  to 
an  end.  I know  it  has  been  a long  one.  It  may 
have  seemed  to  you  a rambling  one.  But  I had  this 
thesis  to  develop  and  it  wanted  a long  span  of 
time,  both  in  scope  and  in  delivery.  And  the  thesis 
itself  is  simply  this;  that  medical  education  is  best 
served  when  it  is  conducted  under  the  governance 
of  its  practitioners,  so  that  through  its  practitioners 
medical  education  might  be  oriented  about  the 
dominant  and  basic  medical  needs  of  the  people. 
Medical  education  has  long  been  steered  by  the 
shifting  compass  of  scientific  curiosity  — that  is, 
by  research.  Research  is  a precious  pursuit,  but 
research  is  — essentially  — life  oriented  science. 
It  can  be  ancillary  to  medicine  but  is  not  of  itself 
the  Healing  Art.  It  is  not  competent  effectively  to 
direct  medical  education.  This  is  becoming  in- 
creasingly evident,  and  in  the  current  play  of  need 
and  demand  we  may  anticipate  the  return  of  the 
governance  of  medical  education  to  the  practioners 
of  medicine. 

I am  aware  that  this  e.xpectation  is  seemingly 
against  the  trends  of  the  time  which  see  the  takeover 
of  the  practice  of  medicine  by  the  digital  computer. 
But  I entertain  the  fond  conceit  that  you  and  I, 
having  looked  deeper,  see  a different  future. 
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This  report  comparing  the  vital  events  that  oc- 
curred in  Rhode  Island  during  the  first  half  of 
1966  with  1965  indicates  the  short-run  changes 
(Table  I).  The  count  of  births,  deaths,  fetal  deaths, 
marriages,  and  divorces  within  the  State  is  provi- 
sional. The  rates  are  computed  on  an  annual  basis. 

Births:  The  downward  trend  of  live  births  and 
birth  rates  continued  into  1966  both  in  Rhode  Is- 
land and  the  Lmited  States.  The  State’s  current 
rate  of  18.6  births  per  1,000  population  approxi- 
mated a 7 per  cent  decrease  from  1965  (Table  I). 

Marriages’.  Eor  the  second  consecutive  year  a 
slight  decline  was  noted  in  the  marriage  rate  for 
the  first  six  months.  The  highest  rate  in  recent  years 
for  this  period  was  in  1964  when  there  were  6.4 
marriages  per  1,000  estimated  population.  The  1966 
rate  (6.0)  was  nearly  5 per  cent  below  the  1965 
rate  (6.3)  as  shown  in  Table  I. 


TABLE  I 

Vital  Events  Occurring  in  Rhode  Island, 
January- June,  1965  and  1966 


Item 

Number 

1966  19h5 

Per 

Cent 

Ch’ge 

Rate 

1966  1965 

Per 

Cent 

Ch’ge 

Live  Births* 

8,335 

8,792 

— 5.2 

18.6 

19.9 

— 6.5 

Marriages* 

2,667 

2,791 

— 4.4 

6.0 

6.3 

— 4.8 

Divorces* 

551 

557 

— 1.1 

1.2 

1.3 

— 7.7 

Deaths* 

4,833 

4,913 

— 1.6 

10.8 

11.1 

— 2.7 

Infant  Deaths** 

179 

214 

—16.4 

21.5 

24.3 

—11.5 

Neonatal  Deaths 

**  133 

168 

—20.8 

16.0 

19.1 

—16.2 

Fetal  Deaths 
(20+)  ’ 

125 

131 

— 4.6 

15.0 

14.9 

+ 0.7 

* Rate  per  1,091)  population. 

**Rate  per  1,000  live  births,  fetal  deaths  of  20  or  more 
weeks  gestation. 

Infant  Mortality:  In  the  first  six  months  of 
1966  the  rate  of  21.5  infant  deaths  per  1,000  live 
births  represents  a decrease  of  12  per  cent  over 

1965  (24.3)  and  was  practically  the  same  as  for 
this  period  of  1964.  The  record  low  of  20.8  was 
attained  in  1958  and  recent  high  of  26.7  was 
reached  in  1962.  Thirty-five  fewer  babies  died  be- 
fore their  first  birthday  in  the  first  six  months  of 

1966  than  in  1965.  The  neonatal  death  rate  (deaths 
within  the  first  28  days  of  life)  declined  by  16 
per  cent  (Table  I). 

Fetal  Deaths:  Table  I shows  a decline  of  six 


fetal  deaths  (20  or  more  weeks  gestation)  in  1966 
compared  to  1965.  The  current  ratio  of  15  per  1,000 
live  births  appears  slightly  above  1965  because  of 
the  greater  decline  of  live  births. 

Deaths  and  Principal  Causes  of  Death:  Table  II 
shows  that  the  greatest  relative  decline  in  death 
rates  was  (-23  per  cent)  for  certain  diseases  of 
early  infancy.  Lower  death  rates  from  influenza 
and  pneumonia  and  from  other  bronchopulmonic 
diseases  resulted  from  fewer  respiratory  ailments 
in  1966  than  in  1965.  The  mortality  rate  from  vas- 
cular lesions  affecting  the  central  nervous  system 
declined  nine  per  cent.  Death  rates  from  malignant 
neoplasms  (-2  per  cent)  and  diseases  of  the  heart 
(+0.3  per  cent)  changed  very  little.  The  acci- 
dental fatality  rate  increased  14  per  cent,  attribu- 
table entirely  to  a marked  rise  during  the  first  half 
of  1966  in  motor  vehicle  deaths  (Table  III). 


(Continued  on  Page  540) 
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new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 

2/3453MK-2 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerated 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and  has  no  adverse  effects  on  the  kidneys. 

• Raises  the  pain  threshold 

• Suppresses  the  pain-prodUcing  mechanism 

• Reduces  emotional  tension 


Dialog' 

(allobarbital  and  acetaminophen  CiBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication;  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 

CIBA 


arrest  diarrhea 


LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains; 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  [4  cc.]  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

. 3 Vz  tsp.  3 times  daily 

6-12  months 

. Vz  tsp.  4 times  daily 

1-2  years . . 

2-5  years . . 

. ^ mg. 1 tsp.  3 times  daily 

5-8  years . . 

. mg. 1 tsp.  4 times  daily 

8-12  years  . 

10  mg. \ tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insonmia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate,* 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

DEXTRO  AMPHETAMINE  SULFATE  (IS  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphelomine  sulfate ! in 
hyperexcitobility  and  in  agitated  prepsychotic 
states.  Previous  ollergic  or  idiosyncrotic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronory  or  cardiovasculor  disease,  or  ore  severely 
hypertensive. 

Dextro-amphetomine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  lor  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  olcohol  consump- 
tion may  be  increased  by  meprobamote.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mol  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  potients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetomine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  ond  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulotion.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate;  Drowsiness  may  occur  and  can  be 
associoted  with  atoxio;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions;  moculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  lever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
odministrotion  of  meprobomate  ond  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  ongioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (I  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatol  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosoge.  Impairment  of  visual  accommo- 
dotion.  Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  otoxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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TABLE  II 


Deaths  and  Death  Rates  per  100,000  Population  from 

January- June, 

Ten  Principal  Causes  of  Death: 
1965  and  1966 

Rhode  Island 

Cause  of  Death 

1966  Rank  (International  Classification  Code) 

1966 

Xumber  Rate 

1965 

Xumber  Rate 

1.  Diseases  of  the  heart  (400-402,  410-443) 

2,249 

502.7 

2,211 

501.2 

2.  Malignant  neoplasms  (140-205) 

863 

192.9 

868 

196.9 

3.  \’ascular  lesions  affecting  C.X.S.  (330-334) 

434 

97.0 

472 

107.0 

4.  Accidents  (800-%2) 

181 

40.5 

157 

35.6 

5.  Diabetes  mellitus  (260) 

131 

29.3 

126 

28.6 

6.  Influenza  and  pneumonia  (480-493) 

123 

27.5 

143 

32.4 

7.  Certain  diseases  of  early  infancy  (760-776) 

105 

23.5 

135 

30.6 

8.  General  arteriosclerosis  (450) 

74 

16.5 

70 

15.9 

9.  Cirrhosis  of  liver  (581) 

73 

16.3 

65 

14.7 

10.  Other  bronchopulmonic  diseases  (625-527) 

63 

14.1 

74 

16.8 

Table  III  presents  the  provisional  number  of  deaths 

from  selected  causes  with  rates  for  the  first  half  of 

196()  and  1965.  A more  detailed  breakdown  is  available. 

TABLE  III 

Provisional  Numbers  of  Deaths  from  Selected  Causes  Rhode  Island,  January- June,  1965  and 

1966 

(Excludes  fetal  deaths;  rates  per  100,000 

estimated  population  except  as  noted) 

Cause  of  Death 

1966 

1965 

Xumber 

Rate 

X’umber 

Rate 

-Ml  Causes^ 

4.833 

10.8 

4.913 

11.1 

Tuberculosis,  all  forms  (001-019) 

14 

3.1 

16 

3.6 

Syphilis  & its  sequelae  (020-029) 

— 

— 

4 

0.9 

Dysentery,  all  forms  (045-048) 

1 

0.2 

1 

0.2 

Scarlet  fever  & streptoccocal  sore  throat  (050.051) 

— 

— 

— 

— 

Meningoccocal  infections  (057) 

2 

0.4 

4 

0.9 

■Acute  poliomyelitis  (080) 

— 

— 

— 

— 

Encephalitis  (082) 

3 

0.7 

— 

— 

Measles  (085) 



— 

— 

— 

Infectious  hepatitis  (092) 

1 

0.2 

1 

0.2 

Malignant  neoplasm  (140-205) 

863 

192.9 

868 

196.8 

•Asthma  (241 ) 

13 

2.9 

10 

2.3 

Diabetes  mellitus  (260) 

131 

29.3 

126 

28.6 

Meningitis,  e.xcept  meningoccocal  & tuberculous  (340) 

2 

0.4 

11 

2.5 

Cardiovascular-renal  dis.  (330-334.  4(X)-468.  592-594) 

2.886 

645.0 

2,877 

652.2 

\’ascular  lesions  affecting  C.X.S.  (330-334) 

434 

97.0 

472 

107.0 

Diseases  of  heart  (400-402.  410-443) 

2.249 

502.7 

2,211 

501.2 

Hypertension  without  mention  of  heart  (4-14-447) 

43 

9.6 

37 

8.4 

General  arteriosclerosis  (450) 

74 

16.5 

70 

15.9 

Other  diseases  of  cirmulatorv  system  (451-468) 

59 

13.2 

62 

14.1 

Chronic  & unspecified  nephritis  (592-594) 

27 

6.0 

25 

5?7 

Influenza  (480-483) 

2 

0.4 

3 

0.7 

Pneumonia  (490-493) 

121 

27.0 

140 

31.7 

Bronchitis  (5(X)-502) 

17 

3.8 

24 

5.4 

Other  bronchopulmonic  diseases  (525-527) 

63 

14.1 

74 

16.8 

I’lcer  of  stomach  & duodenum  (540.541) 

25 

5.6 

41 

9.3 

■Appendicitis  (550-553) 

1 

0.2 

8 

1.8 

Hernia  & intestinal  obstruction  (560.561,570) 

25 

5.6 

26 

5.9 

Gastritis,  enteritis,  etc.  (543.571.572) 

20 

4.5 

16 

3.6 

Cirrhosis  of  liver  (581) 

73 

16.3 

65’ 

14.7 

Cholelithiasis,  Cholecystitis,  & Cholangitis  (584,585) 

17 

3.8 

13 

2.9 

■Acute  nephritis  & nephrosis  (590.591) 

2 

0.4 

6 

1.4 

Infections  of  kidney  ((^>00) 

23 

5.1 

26 

5.9 

Hyperplasia  of  prostate  (610) 

4 

0.9 

3 

0.7 

Complications  of  Pregnancy,  childbirth,  etc.*  (640-689) 

1 

1.2 

1 

1.1 

Congenital  malformations  (750-759) 

44 

9.8 

52 

11.8 

Certain  diseases  of  early  infancy  (760-776) 

105 

23.5 

135 

30.6 

-Symptoms,  senility  & ill-defined  conditions  (780-795) 

8 

1.8 

7 

1.6 

■Accidents  (800-96i) 

181 

40.5 

157 

35.6 

Motor-vehicle  accidents  (810-835) 

58 

13.0 

37 

8.4 

■All  other  accidents  (800-802,  840-962) 

123 

27.5 

120 

27.2 

Occurring  in  home  (870-934),  .0) 

57 

12.7 

64 

14.5 

Suicide  (963.970-979) 

36 

8.0 

26 

5.9 

Homicide  (964,980-985) 

10 

2 2 

9 

2.0 

- Rate  per  1,000  population. 
* Rate  per  10.000  live  births. 
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GASTRIC  ULCER  PERFORATING  THE  THORACIC  AORTA 
WITH  FATAL  HEMORRHAGE  TEN  YEARS  AFTER 
ESOPHAGITIS 

— A CASE  REPORT  — 

Reported  Case  Is  Unique  In  The  Literature 

JOSE  A.  GALARDY,  m.d.  and  AUGUSTINE  COLELLA,  m.d. 


The  Authors.  Jose  A.  Galardy,  M.D.,  Chief  Pathologist, 

and  Augustine  Colella,  M.D.,  Assistant  Pathologist, 

IVoonsoc^et  Hospital,  Woonsocket,  R.  I. 

Esophago-gastrostomy  following  esophageal  re- 
section is  not  infrequently  performed.  From 
time  to  time  reports  appear  relating  to  some  of 
its  sequelae;  such  as  large  esophageal  and  gastric 
ulcerations  or  aortic-esophago-gastric  fistula.  How- 
ever, perforation  of  a gastric  ulcer  into  the  thoracic 
aorta  has  been  reported  in  only  one  instance  in  a 
ten  year  survey  of  the  literature.  We  shall  report 
a second  case. 

CASE  REPORT 

C.D.  was  a sixty-two  year  old  white  male  tex- 
tile mill  worker  admitted  for  the  first  time  to  the 
Woonsocket  Hospital  on  December  22,  1964  com- 
plaining of  recurrent  and  transitory  precordial  pain, 
radiating  to  the  left  arm.  The  episodes  of  pain  were 
of  moderate  intensity  and  brief  duration  and  had 
been  occurring  for  the  past  two  months.  Four  days 
prior  to  admission  he  suffered  an  attack  which 
lasted  for  several  hours  and  was  more  severe  than 
he  had  ever  experienced. 

His  past  history  was  non-contributory  e.xcept 
that  ten  years  ago  at  another  hospital  an  esopha- 
gectomy and  esophago-gastrostomy  had  been  per- 
formed for  ulcerative  peptic  esophagitis.  Since  then 
the  patient  had  been  free  of  gastro-intestinal  symp- 
toms except  for  frequent  belching. 

On  physical  e.xamination  B.P.  was  160/90,  pulse 
80/min.  and  regular.  .A  grade  IV  systolic  murmur 
was  heard  over  the  entire  precordium  and  neck 
with  maximum  intensity  over  the  aortic  area.  The 
optic  fundi  were  normal.  The  EKG  was  consistent 
with  left  ventricular  hypertrophy.  A chest  x-ray 
showed  a cardio-thoracic  ratio  of  11/24  cm  and 
changes  related  to  the  previous  thoracotomy.  The 
laboratory  analyses  showed  hemoglobin  14.3  gm. 
per  cent;  hematocrit  42  volumes  per  cent;  white 
blood  count  9,400  with  normal  differential;  sedi- 
mentation rate  20  mm.  hr. ; serum  glutamic  oxalo- 
pyruvic  transaminase  was  normal;  one  hour  post- 
prandial serum  glucose  was  155  mg.  per  cent. 

His  condition  was  diagnosed  as  arteriosclerotic 


heart  disease  with  coronary  insufficiency,  and  he 
was  treated  with  bed  rest  and  nitroglycerine.  Im- 
provement was  slow  but  steady  and  he  was  dis- 
charged on  December  31,  1964  entirely  free  of  pain. 

He  was  admitted  again  on  January  28,  1965  at 
9:15  p.m.  having  vomited  blood  ‘ in  large  amounts” 
and  having  passed  five  or  six  black  stools  since  early 
that  morning.  On  physical  e.xamination  he  was  pale 
and  in  some  degree  of  shock.  Temperature  was 
97.6  F,  pulse  90,  respirations  28,  blood  pressure 
50/0.  The  hemoglobin  was  9.0  gm.  per  cent. 

He  was  given  1000  ml.  of  whole  blood,  1000  ml. 
of  physiological  saline,  and  sedation.  The  blood 
pressure  rose  to  78/40  and  later  to  90/60.  Eight 
hours  later  he  vomited  in  excess  of  500  ml.  of  blood 
and  expired  shortly  after  on  January  29,  1965  at 
4:00  a.m. 

NECROPSY 

The  autopsy  revealed  a moderately  undernour- 
ished and  very  pale  white  male.  The  esophago- 
gastrostomy  anastomosis  was  at  the  level  of  the 
manubrium;  the  stomach  had  been  pulled  up  into 
the  posterior  mediastinum  through  the  diaphragm 
and  rested  behind  the  heart.  The  lesser  curvature 
of  the  stomach  was  against  the  thoracic  aorta  (see 
Figures  1 and  2).  The  gastric  cavity  contained 
about  1200  ml.  of  clotted  and  unclotted  blood.  A 
peptic  ulcer  located  in  the  center  of  the  lesser  cur- 
vature measuring  1.7  x 1 cm.  had  perforated  into 
(Continued  on  next  page) 


1.  The  heart  in-situ  overlying  the  stomach. 
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2.  Esophago-gastrostomy  at  the  level  of  the  manu- 
brium. Stomach  in  the  thorax  filled  with  blood. 


the  aorta  (see  Figures  3 and  4).  The  wall  of  the 
thoracic  aorta  showed  a few  fibrocalcilic  arterio- 
sclerotic plaques.  The  orifice  of  the  perforation, 
which  measured  0.3  cm.  in  diameter,  was  located 
in  its  middle  third.  The  heart  weighed  .300  grams 
and  showed  only  minimal  arteriosclerotic  changes. 
The  remaining  organs  were  unremarkable. 


3.  P erformating  peptic  ulcer  of  the  lesser  curvature. 


4.  Thoracic  aorta  perforated  by  gastric  ulcer. 


DISCUSSION 

In  the  case  described  by  Couves  and  Amerson‘ 
the  gastric  ulcer  followed  esophagectomy  with 
esophagogastrostomy  for  stenosing  esophagitis  sec- 
ondary to  ingestion  of  potassium  hydroxide.  The 
ulcer  was  diagnosed  about  a year  and  a half  later. 
The  perforation  into  the  aorta  was  diagnosed  at 
operation  for  massive  gastric  hemorrhage  occurring 
seven  years  after  the  original  surgery.  The  patient 
died  three  hours  after  segmental  aortic  resection. 

In  our  case  the  complication  occurred  following 
esophageal  resection  for  peptic  esophagitis.  Xo  sig- 
nificant symptomatology  other  than  belching  was 
elicited.  E.xcept  for  the  above  reported  admission 
ten  years  after  surgery,  there  is  no  record  of  medi- 
cal care.  This  is  the  onh’  reported  case  in  which  the 
complication  followed  surgen,-  for  spontaneous  pep- 
tic esophagitis. 
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DERMAQUIZ  ANSWER 
(See  Page  521) 

1.  Dry,  seborrheic  eczema  of  the  scalp,  the  type  so- 
called  “false  tinea  asbestos-like”  of  Albert.  Pseudo 
pediculosis  capitis. 

2.  Oval  particles  glued  to  the  hair  are  nits.  The  some- 
thing alive  are  lice. 
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PROGRESS  NOTES— 

PHYSICAL  MEDICINE  — ITS  USE  IN  THE  TREATMENT 

OF  TRAUMA 


Its  Purpose  Is  To  Speed  Recovery,  Relieve  Symptoms,  and  Correct 

or  Reduce  Disability 

A.  A.  SAVASTANO,  m.d.  and  JOSEPH  H.  DWIXELLE,  m.d.* * 


The  Authors.  A.  A.  Savastano,  M.D.,  Surgeon-in-Chief, 
Department  of  Orthopedic  Surgery  and  Fractures, 
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The  terms  physical  medicine  and  physical  ther- 
apy are  synonymous  although  physical  medicine  is 
more  inclusive.  The  generally  accepted  definition 
of  physical  medicine  is  “The  treatment  of  diseases, 
injuries,  or  disability  by  means  of  certain  physical 
agents  or  forces,  with  a view  to  speeding  recovery, 
relieving  symptoms,  and  correcting  or  reducing  dis- 
ability.” Physical  medicine  may  include  the  use 
of  electrical  equipment  to  aid  in  the  diagnosis  of 
certain  neurological  and  muscular  disorders.  The 
forces  or  agents  used  in  physical  medicine  are  sim- 
ple. These  include  water,  heat,  cold,  light,  electri- 
city, and  a great  variety  of  mechanical  forces — 
such  as  massage  and  exercises.  Physical  medicine  is 
the  oldest  form  of  medicine  known  to  mankind,  but 
it  is  the  newest  medical  specialty.  For  centuries, 
and  up  until  the  middle  nineteen  twenties,  there 
was  very  little  knowledge  about  the  physiology  of 
these  forms  of  therapy.  It  was  known  that  physical 
therapy  could  relieve  pain,  but  no  one  knew  how 
or  why  it  was  effective.  Because  of  the  meager 
knowledge,  few  physicians  interested  themselves 
in  it  and  few  used  this  form  of  therapy.  Physical 
therapy  was  used  mostly  in  the  treatment  of  in- 
juries. Scientific  investigation  was  meager,  primar- 
ily due  to  a lack  of  seasoned,  trained  clinical  in- 
vestigators. Physicians  primarily  interested  in  phy- 
sical medicine  could  be  counted  on  one’s  fingers. 
Then,  as  is  not  infrequently  the  case  even  now,  it 
was  customary  for  physicians  to  prescribe  physical 
measures  which  were  carried  out  by  a physical 
therapist.  In  the  nineteen  twenties  the  physical 
therapist  usually  was  a graduate  in  physical  edu- 

P'rom the  Departments  of  Orthopedic  Surgery  and 
Physical  Medicine,  Rhode  Island  Hospital,  Provi- 
dence, Rhode  Island. 

*Doctor  Joseph  H.  Dwinelle,  died  March  21,  1966, 
subsequent  to  the  submission  of  this  paper  to  this 
Journal. 


cation  who  had  special  training  in  certain  modali- 
ties in  use  at  the  time.  The  number  of  qualified 
physical  therapists  was  small,  with  the  result  that 
charlatans  entered  the  field  and  capitalized  on  it. 

Toward  the  end  of  the  nineteen  twenties  the 
picture  of  physical  medicine  began  to  change.  More 
physicians  became  interested  in  it;  consequently, 
more  critical  research  was  performed  and  a great 
many  new  uses  for  physical  medicine  were  brought 
into  application.  At  present  over  seven  hundred 
physicians  devote  their  full  time  to  physical  medi- 
cine and  rehabilitation.  Physical  medicine  became 
a specialty  in  1947.  The  specialty  has  been  so  well 
received  that  all  branches  of  medicine  have  occa- 
sion to  refer  patients  to  the  physiatrist,  the  spe- 
cialist in  physical  medicine.  The  physical  therapist 
of  today  is  a highly  trained  medical  therapist.  He 
is  required  to  be  a graduate  of  an  approved  school 
of  physical  therapy  (usually  for  a period  of  three 
to  five  years),  following  which  he  is  required  to 
serve  an  internship  or  an  affiliation  in  an  approved 
institution  for  teaching.  He  is  well  trained  in  the 
basic  medical  sciences  and  kinesiology.  There  are 
now  some  forty  approved  schools  in  the  Enited 
States  which  offer  approved  courses  in  physical 
therapy.  It  has  been  estimated  that  it  will  take  at 
least  another  ten  years  before  the  supply  of  well 
trained  physical  therapists  begins  to  meet  the  de- 
mand. 

Among  the  effects  that  physical  medicine  can 
produce  on  the  body  are  the  following:  (1)  Germi- 
cidal effect,  (2)  Decrease  of  circulation,  (3)  In- 
crease of  circulation,  (4)  Production  of  Leukocy- 
tosis, (5)  Relief  of  nerve  irritation,  (6)  Relief  of 
muscular  spasm,  ( 7 ) Improvement  of  motor  or 
muscle  power,  and  (8)  Stimulation  of  nerve  func- 
tion. 

GERMICIDAL  EFFECT 

In  the  past,  great  use  was  made  of  ultra-violet 
light.  It  is  germicidal  and  will  destroy  germs — 
but  very  superficially.  It  penetrates  no  deeper  than 
one  millimeter  into  the  skin.  Today,  we  have  new 
antibiotics  which  will  accomplish  as  much  as,  or 
more  than  ultra-violet  radiation.  Ultra-violet  is 
(Continued  on  next  page) 


544 


RHODE  ISLAND  MEDICAL  JOURNAL 


Still  useful  on  occasion  in  the  treatment  of,  or  for 
the  control  of  superficial  infections. 

DECREASE  IN  CIRCULATION 

In  almost  all  injuries  some  degree  of  hemorrhage 
occurs.  The  hemorrhage  may  not  be  clinically  rec- 
ognizable; it  may  not  produce  a large  swelling  or 
black  and  blue  discoloration.  At  times  microhem- 
orrhage may  result  from  tearing  or  rupturing  of 
small  capillaries.  Cold  applications  are  effective  in 
controlling  hemorrhage.  They  should  be  used  only 
during  the  first  24-48  hours,  or  until  it  has  been 
determined  that  hemorrhage  or  the  danger  of  hem- 
orrhage has  ceased.  They  may  be  in  the  form  of 
ice  packs  and  cold  soaks.  Ethylchloride  spray  on 
the  skin  may  also  be  tried.  Cold,  like  heat,  will 
not  penetrate  more  than  one,  or  at  the  very  most 
two  centimeters  into  the  tissues;  therefore,  in  deep 
hemorrhage,  cold  applications  are  of  very  little 
value.  Cold  applications  are  particularly  effective  in 
knee  and  ankle  joint  injuries,  as  there  is  no  great 
soft  tissue  bulk  surrounding  these  joints.  In  the 
region  of  the  back,  where  the  muscle  bulk  is  ex- 
tremely thick,  cold  is  of  very  little  benefit. 

CIRCULATION  INCREASE 

Increase  of  circulation  is  desirable  to  promote 
healing  of  damaged  tissue.  It  brings  new  nourish- 
ment and  oxygen,  which  are  necessary  to  restore 
damaged  cells.  It  promotes  healing,  as  the  rate  of 
healing  of  most  soft  tissues  is  directly  proportional 
to  the  amount  of  circulation.  The  better  the  circu- 
lation, the  faster  the  healing.  Physical  medicine 
increases  circulation  largely  by  the  employment  of 
superficial  or  deep  heat. 

Superficial  Heat  : The  type  to  be  used  is  depend- 
ent upon  the  objective.  To  increase  the  circulation 
mildly  or  moderately,  some  form  of  superficial  heat 
should  be  used.  Two  types  of  superficial  heat  are 
available;  dry  and  moist.  Muscle  spasm  almost 
always  accompanies  injuries  as  a protective  meas- 
ure in  order  to  reduce  pain.  Muscle  spasm,  how- 
ever, can  in  itself  be  painful.  Therefore,  a vicious 
cycle  may  come  into  play.  In  the  presence  of  mus- 
cle spasm  moist  heat  is  preferred.  There  are  sev- 
eral ways  to  apply  moist  heat;  namely,  moist 
towels,  hot  water,  hot  moist  air,  whirlpool,  and 
hot  packs.  The  latter  being  the  most  practical.  The 
common  commercial  name  for  hot  packs  is  hydro- 
colator®  packs.  These  packs  fit  the  contours  of 
the  body  exceedingly  well  and  will  hold  moist  heat 
for  a considerable  period  of  time.  i\Iost  heat  modali- 
ties achieve  their  maximum  effect  in  twenty  min- 
utes. In  most  cases  the  circulation  is  increased  to 
the  degree  that  the  blood  will  dissipate  the  heat 
as  fast  as  it  enters.  Xo  further  heating  will  take 
jfiace  after  20-25  minutes. 

Deep  Heat:  If  the  tissue  to  be  treated  is  deeper 


than  two  centimeters  some  form  of  deep  heat  will 
be  necessary.  There  are  three  forms  of  deep  heat 
which  may  be  used;  namely;  (1)  Short-wave  dia- 
thermy, (2)  2kIicro-wave  diathermy,  and  (3)  Ultra- 
sound. 

Short-wage  diathermy  will  penetrate  to  a depth 
of  about  three  centimeters  only,  but  it  will  heat  a 
large  area.  If  the  exact  location  of  the  damage  is 
not  absoluteh'  certain,  short-wave  diathermy  is  the 
modality  of  choice. 

Micro-wave  diathermy  is  of  higher  frequency 
than  short-wave.  It  will  penetrate  to  a depth  of 
four  to  five  centimeters.  The  micro-wave  is  beamed 
into  the  body;  nothing  touches  the  patient.  If  the 
damage  is  deep,  micro-wave  diathermy  in  a small 
area  is  the  modality  of  choice. 

We  believe  ultra-sound  to  be  one  of  the  most  fre- 
quently misused  modalities  in  physical  medicine. 
There  are  a few  areas  where  it  is  especially  effec- 
tive; however,  it  will  not  do  all  of  the  things 
claimed  for  it.  As  a method  of  applying  deep  heat 
in  a localized  deep  area,  ultra-sound  is  the  modality 
of  choice.  Micro-wave  diathermy  is  absorbed  ex- 
tensively in  muscular  and  fatty  tissue.  Ultra-sound 
on  the  contrary,  passes  through  muscle  and  fatty 
tissue  without  much  of  a heating  effect,  but  it  will 
heat  deeply.  Therefore,  the  deeper  structures  will 
benefit. 

PRODUCTION  OF  LEUKOCYTOSIS 

The  normal  white  blood  cell  count  is  somewhere 
between  5 to  10  thousand  cmm.  By  the  pro- 
longed application  of  heat,  it  can  be  increased  to 
as  much  as  20  thousand  per  cmm.  The  white  cell 
particularly  increased  in  number  by  heat  is  the 
phagocyte.  This  scavenger  cell  picks  up  inter-cel- 
lular debris,  as  well  as  dead  and  deteriorating  red 
blood  cells  which  can  be  irritating  to  the  tissues. 
The  phagocytic  cell  absorbs  debris  and  carries  it 
away. 

The  methods  used  to  increase  circulation  include, 
in  addition  to  heat,  massage  and  exercises. 

MASSAGE 

^lassage  may  be  administered  in  several  differ- 
ent forms.  The  types  most  commonly  used  include 
the  following; 

Stroking  massage  is  either  superficial  or  deep. 

B.  In  the  kneading  type  of  massage  the  tissues 
are  picked  up  between  the  thumb  and  the  palm  of 
the  hand  or  between  the  thumb  and  fingers  and  are 
kneaded  like  bread. 

C.  In  friction  massage  the  tissues  are  rubbed 
one  over  another. 

I).  .A  rarely  used  type  is  patting  or  percussion 
massage. 

To  these  may  be  added  whirlpool,  which  not 
only  supplies  heat  but  the  whirling  action  of  the 
hot  water  massages  the  part  being  treated. 
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EXERCISE 

Exercise  is  helpful  in  stimulating  circulation.  A 
muscle  which  is  paralyzed  or  is  deprived  of  its 
motion  by  a splint  or  a cast  can  obtain  circulation 
only  by  use.  When  a muscle  is  put  at  rest,  circu- 
lation is  greatly  diminished.  Atrophy  ensues  very 
soon.  The  muscle  tissue  begins  to  shrink.  By  in- 
creasing the  circulation,  this  process  can  be  pre- 
vented. Many  kinds  of  exercises  can  be  brought 
into  play.  These  include: 

1.  Passive  exercise  in  which  there  is  no  volun- 
tary effort  on  the  part  of  the  patient.  In  instances 
where  the  muscle  is  paralyzed,  passive  exercise  is 
of  great  importance. 

2.  Active  assistive  exercise  is  best  suited  to 
muscle  which  is  not  totally  paralyzed  or  is  par- 
tially damaged.  The  patient  makes  part  of  the 
movement  actively  while  the  rest  is  performed  by 
the  therapist.  In  addition  to  the  foregoing,  active 
exercises,  progressive  resistance  exercises,  and  re- 
sistive exercises  may  also  be  employed.  These  all 
improve  muscle  power. 

RELIEF  OF  NERVE  IRRITATION 

^lost  people  come  to  the  physician  because  of 
pain.  Many  methods  in  physical  medicine  can  be 
used  to  relieve  pain.  Heat  is  the  most  commonly 
used;  cold  will  sometimes  do  it  just  as  effectively. 
In  spite  of  much  research  on  the  subject,  the  effect 
of  heat  in  relieving  pain  is  a mystery.  It  is  used 
wdthout  knowledge  of  the  exact  physiological  ef- 
fects or  mechanisms.  Pain  can  also  be  relieved  by 
massage-stroking  and  by  exercise. 

PREVENTION  OF  MUSCLE  FIBROSIS 

IMuscle  fibrosis  occurs  primarily  with  peripheral 
nerve  injuries  when  a muscle  is  deprived  of  its 
nerve  supply  and  becomes  paralyzed.  As  previously 
noted,  when  circulation  is  decreased  and  a muscle 
is  not  being  used,  it  begins  to  undergo  atrophy. 
This  is  sometimes  called  atrophy  of  disuse.  If  this 
process  is  allowed  to  continue  muscle  fibrosis 
supervenes — the  conversion  of  muscle  tissue  into 
fibrous  tissue.  In  peripheral  nerve  injuries  fre- 
quently regeneration  of  the  nerve  takes  place.  With 
respect  to  the  central  nervous  system  there  is  a 
different  circumstance,  as  no  regeneration  takes 
place.  The  prevention  of  muscle  fibrosis  can  be  ac- 
complished with  the  use  of  heat  and  e.xercise.  Su- 
perficial or  deep  heat  can  be  used  depending  upon 
the  location  of  the  muscle.  IMassage  and  exercise 
should  also  be  used.  Galvanic  electrical  stimulation 
may  also  be  employed  to  prevent  muscle  fibrosis. 
By  this  method  a denervated  muscle  is  stimulated 
with  a direct  current  of  electricity  causing  it  to 
contract.  While  galvanic  stimulation  is  helpful,  we 


believe  that  heat,  massage,  and  e.xercise  are  of 
greater  value.  The  use  of  galvanic  current  in  con- 
junction with  heat,  e.xercise,  and  massage  is  ideal. 

RESTORATION  OF  NORMAL  JOINT  RANGES 
OF  MOTION 

Joints  are  activated  by  certain  muscles.  One  set 
of  muscles  extends  a joint  while  another  set  flexes 
it.  In  cases  of  denervation,  if  the  flexors  of  a joint 
are  paralyzed  and  the  extensors  are  not,  the  joint 
is  held  in  an  extended  position.  The  paralyzed  mus- 
cles offer  no  resistance  to  the  extensor  group  of 
muscles;  consequently  the  tendency  will  be  for 
the  arm  not  to  be  capable  of  being  fully  extended 
because  the  extensors  pull  the  joint  out  straight. 
Joint  contractures  which  cause  limitation  of  motion 
in  joints  occur  e.xceedingly  rapidly,  although  in- 
siduously.  Because  of  this  it  is  very  important 
that  joints  be  exercised  early,  either  actively  or 
passively,  in  order  to  keep  the  muscles,  tendons, 
and  ligaments  from  shortening.  Joint  contractures 
represent  a preventable  disability.  When  the  con- 
tracture does  occur  it  may  require  months  to  over- 
come the  contraction.  When  a joint  is  immobilized 
in  a cast,  it  cannot  be  exercised;  however,  after 
reasonable  healing  has  taken  place,  passive  e.xercise 
should  be  started.  In  maintaining  a normal  range 
of  joint  motion,  heat,  massage,  and  usually  passive 
e.xercises  should  be  used.  If  a contracture  is  pres- 
ent, active  exercise  should  be  used  to  reduce  it. 

MUSCULAR  POWER 

To  improve  power  in  a weakened  muscle,  one 
should  use  active  assistive  exercises  at  first  and 
later  active  e.xercises.  Still  later,  active  resistive 
exercises  should  be  used.  There  are  many  mechani- 
cal devices  to  provide  active  and  active  resistive 
e.xercises;  however,  no  known  mechanical  device 
surpasses  manual  methods. 

PRECAUTIONS 

1.  .Any  method  in  physical  medicine  which  will 
do  good  is  equally  capable  of  doing  harm  if  it  is 
used  incorrectly. 

2.  Xo  physical  therapy  should  be  prescribed  by 
a physician  unless  he  is  fairly  familiar  with  the 
source  of  the  energy,  its  effect  on  tissues,  and  the 
indications  for  its  use. 

3.  Physical  therapy  should  not  be  prescribed 
without  previous  history  and  physical  e.xamination 
and  the  employment  of  diagnostic  aids  in  order  to 
arrive  at  the  most  accurate  diagnosis  possible. 

4.  When  referring  a patient  to  a physical  thera- 
pist the  referring  physician  should  always  make 
known  to  the  therapist  the  diagnosis,  precautions 
to  be  taken,  the  type  of  treatment  to  be  given,  and 
the  final  results  e.xpected  or  desired. 
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PROGRESS  NOTES— 

EDUCATION  FOR  DENTAL  HEALTH 

H.  BASIC  DENTAL  CONCEPTS  AS  RELATED  TO  A HEALTH 
EDUCATION  PROGRAM  IN  THE  SCHOOLS 

JOSEPH  A.  YACOVOXE,  d.m.d.,  m.p.h. 


The  Author.  Joseph  A.  Y acovone , D.M.D. , M.P.H. , of 
Prot  idence,  R.l.  Chief,  Division  of  Dental  Health,  Rhode 
Island  Department  of  Health. 

In  Part  P basic  concepts  were  developed  for  pro- 
grams of  health  education  in  the  schools.  Recom- 
mendations for  developing  programs  of  education 
for  dental  health  within  the  framework  of  these 
basic  concepts  are  now  indicated.  The  most  sensible 
approach  in  the  development  of  such  a program  ap- 
pears to  be  one  that  presents  to  the  child  material 
which  will  include  e.xperiences  that  are  pleasurable 
as  well  as  intellectual.  However,  it  is  essential  to 
keep  in  mind  at  all  times  the  fact  that  the  experi- 
ences must  fit  the  stage  of  development  of  the  child. 

It  is  also  advisable  that  the  educator  not  over- 
whelm the  child  with  too  much  material  at  any 
one  grade  (i.e.  development)  level.  It  is  far  better 
to  limit  the  number  of  basic  concepts  taught  at  any 
single  stage.  The  utilization  of  a variety  of  methods 
of  instruction  to  bring  the  message  to  the  student 
will  result  in  reinforcement  of  the  message.  If  this 
reinforcement  is  accomplished  in  ways  that  are 
meaningful,  interesting,  and  understandable  to  the 
child  it  is  likely  that  a more  lasting  effect  will  be 
produced. 

For  practical  purposes  the  school  program  of 
education  for  dental  health  has  been  divided  into 
several  categories.  These  include  kindergarten, 
first  grade,  grades  two  to  four,  grades  five  and  six, 
junior  high  school,  and  senior  high  school.  Certain 
major  basic  concepts  and  corollary  minor  concepts 
are  recommended  for  each  grade  level. 

PROGRAM  ACCORDING  TO  AGE 
Kindergarten- first  grade'.  The  major  dental  con- 
cept to  be  stressed  at  this  level  is  cleanliness.  The 
child  has  already  been  made  aware  of  cleanliness 
by  his  parents.  He  is  familiar  with  soap  and  water 
and  probably  with  a face  cloth.  He  can  be  made 
to  understand  that  cleanliness  of  the  teeth  is  just 
as  desirable  and  important  as  cleanliness  of  hands 
and  face.  The  dentifrice  can  be  compared  to  the 
soap  and  the  toothbrush  to  a wash  cloth. 

Kindergarten  appears  to  be  the  ideal  time  for 
the  child  to  be  impressed  with  the  use  of  the  tooth- 
brush. The  fact  that  motor  skills  are  quite  well 
developed  insures  the  capability  of  children  of  this 


age  to  use  a toothbrush  satisfactorily.  Since  there 
is  no  rigid  time  schedule  to  which  the  kindergarten 
teacher  is  compelled  to  adhere,  there  is  ample  op- 
portunity for  her  to  stress  the  importance  of  dental 
cleanliness — i.e.  of  brushing  the  teeth.  Toothbrushes 
supplied  to  kindergarten  and  first  grade  students 
by  the  Parent-Teachers  Association  or  local  dental 
society  may  increase  the  interest  of  the  child  in 
the  educational  process. 

Although  the  teacher  should  attempt  to  teach  a 
method  of  brushing  that  is  approved  by  the  local 
dental  profession  or  school  dentist,  the  mastering 
of  a particular  brushing  method  by  the  very  young 
child  does  not  appear  to  be  too  important.  The 
formation  of  an  attitude  toward  clean  teeth  (which 
will  later  be  related  to  the  entire  oral  cavity)  is 
the  predominant  factor  in  the  program  of  education 
for  dental  health  at  the  kindergarten-first  grade 
level. 

In  the  first  grade,  the  child  can  be  taught  when 
to  brush  his  teeth.  The  ‘‘reasons  why”  do  not  in- 
terest him  at  this  time.  It  is  important  now  to  in- 
form the  child  that  food  dirties  the  teeth  and  that 
brushing  is  necessary  to  make  them  clean  after  he 
consumes  food,  especially  sweets.  Enlisting  the  aid 
of  the  parent  in  the  formation  of  the  toothbrushing 
habit  is  an  ideal  for  which  to  strive.  The  desire  of 
the  child  of  this  age  to  observe  adults  closely, 
especially  his  mother  and  father,  makes  the  enlist- 
ment of  parental  assistance  important.  A letter  sent 
to  each  parent  telling  about  the  child’s  introduction 
to  the  toothbrushing  technique  with  a recommenda- 
tion that  the  parent  become  an  example  of  good 
oral  health  for  the  child  is  the  first  step  in  intro- 
ducing the  parent  to  the  program.  The  local  dental 
society  or  health  department  may  desire  to  provide 
the  letter  together  with  a pamphlet  for  the  parent 
showing  the  brushing  technique  taught.  The  child’s 
eagerness  to  please  and  to  follow  the  “right  way,” 
which  is  characteristic  of  children  of  this  age,  will 
make  the  teaching  of  this  concept  easier. 

The  methods  of  presenting  the  educational  ma- 
terial are  best  left  up  to  the  teacher.  A variety 
of  opportunities  come  readily  to  mind — the  reading 
to  the  children  of  stories  stressing  good  health,  and 
the  use  of  appropriate  posters,  movies,  and  other 
visual  aids  are  but  a few.  The  ingenious  teacher 
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can  find  many  interesting  ways  to  present  the  ma- 
terial so  long  as  she  has  a guide  as  to  the  concepts 
on  which  she  should  concentrate.  The  occasional 
inspection  of  the  teeth  of  the  children  by  the  teach- 
er will  serve  as  a means  of  evaluation  of  the  success 
of  the  program.  Praise  for  those  who  devote  effort 
to  oral  cleanliness  and,  conversely,  the  spurring  on 
of  those  who  need  it  is  a prerequisite  for  a success- 
ful program  in  education  for  dental  health. 

While  the  major  concept  to  be  taught  by  the 
end  of  the  first  grade  is  cleanliness,  it  is  also  an 
appropriate  time  to  acquaint  the  child  with  a good 
image  of  the  dentist.  It  becomes  essential  for  the 
teacher  to  picture  her  own  dentist  as  her  friend 
and  to  impress  the  child  with  the  fact  that  some 
dentist  would  like  to  be  friend  of  each  child  in  the 
class. 

If  the  teachers  in  kindergarten  and  first  grade 
have  succeeded  in  these  few  efforts  in  the  process 
of  education  for  dental  health,  they  will  have  done 
their  job  successfully.  They  will  have  taught  the 
child  only  a few  concepts  but  concepts  which  will 
shape  his  attitudes  on  dental  health  throughout 
his  life. 

Grades  two  to  jour:  By  the  time  of  entrance  into 
the  second  grade  practically  all  children  will  have 
erupted  the  permanent  upper  and  lower  anterior 
teeth  and  the  first  permanent  molars.  The  concept 
to  be  taught  now  is  preservation;  the  preservation 
for  a lifetime  of  these  teeth  and  all  permanent 
teeth  to  be  erupted  in  the  future.  And  preservation 
means  care — care  by  the  child  (cleanliness),  but 
more  important  care  by  the  dentist. 

Thus,  at  the  second  grade  level  the  importance 
of  visiting  the  dentist  has  to  be  stressed.  It  is  es- 
sential that  the  teacher  let  the  children  know  that 
she  visits  her  dentist  regularly,  and  impress  upon 
them  the  fact  that  children  should  do  the  same. 
Here  again,  enlisting  parental  aid  is  necessary.  The 
teacher  can  teach  concepts  but  she  cannot  carry  out 
the  action  necessary  to  implement  the  learning 
process. 

The  preventive  aspects  of  dental  service  should 
be  emphasized  by  the  teacher  at  this  grade  level. 
The  teacher  must  emphasize  the  fact  that  the  den- 
tist polishes  the  child’s  teeth  not  only  to  make  them 
look  nice,  but  to  prevent  the  teeth  from  becoming 
sick. 

The  second  concept  to  be  taught  during  this  sec- 
ond to  fourth  grade  period  deals  with  the  loss  of 
deciduous  teeth  and  their  replacement  by  the  per- 
manent dentition.  By  the  fourth  grade,  many  of 
the  children  will  be  experiencing  the  loss  of  primary 
teeth.  The  condition  of  their  own  mouth  and  that 
of  their  friends  interests  them.  The  child  desires 
to  know  what  is  happing  in  the  mouth.  This  is  the 
time  to  impress  the  child  with  the  importance  of 
this  succession  of  teeth. 


The  phenomenon  of  a changing  dentition  can  aid 
the  teacher  in  introducing  the  basic  concepts  of 
nutrition.  Nutrition  education  takes  on  two  forms. 
The  child  is  first  taught  the  relationship  between 
sweets  (carbohydrates)  and  caries.  The  importance 
of  balanced  nutrition  in  tooth  formation  can  then 
be  considered. 

A new  opportunity  is  provided  here  to  reinforce 
the  concept  of  cleanliness  which  was  taught  in  the 
earlier  grades.  It  is  now  that  stress  should  be  laid 
on  the  child’s  acquiring  proficiency  in  a specific 
brushing  method. 

The  third  and  fourth  graders  are  sufficiently  ma- 
ture to  realize  the  important  relationship  of  good 
teeth  to  good  appearance.  It  is  appropriate  to  point 
out  to  the  child  the  possibility  of  tooth  injury  as 
a result  of  injudicious  habits  such  as  pushing  one’s 
face  against  a water  bubbler. 

Evaluation  of  this  phase  of  the  program  of  edu- 
cation for  dental  health  may  be  accomplished  by  a 
questionnaire  to  determine  the  frequency  of  visits 
to  the  dentist  and  by  quiz  or  oral  questioning  to 
determine  the  results  of  the  nutrition  portion  of 
the  teaching. 

Grades  jive  and  six:  The  child  is  now  well  ad- 
vanced in  his  development  of  a sense  of  understand- 
ing. The  “whys,  whens,  and  wherefores”  of  life 
assume  importance  to  him.  The  basic  concepts  of 
dental  health  taught  at  this  time  will  have  to 
satisfy  this  desire  if  their  effect  is  to  be  a lasting 
one. 

The  first  concept  to  be  taught  at  this  grade  level 
is  the  relationship  of  good  oral  health  to  good  gen- 
eral physical  health.  The  child  now  learns  why 
good  teeth  are  essential  for  good  general  health. 
This  brings  into  the  teaching  program  the  concept 
of  dental  anatomy.  When  teaching  the  general 
structure  of  the  teeth,  it  is  essential  that  the  edu- 
cator stress  to  the  child  the  fact  that  the  teeth  are 
not  merely  pegs  placed  in  a board  but  that  they 
are  living  structures  closely  interrelated  to  all  parts 
of  the  body.  The  names  of  the  teeth  can  be  taught 
at  this  time.  The  general  anatomical  makeup  of 
the  surrounding  soft  oral  tissues  is  also  to  be  con- 
sidered. 

Closely  associated  with  this  first  concept  is  a 
second  that  should  receive  attention  at  this  grade 
level — i.e.  the  concept  of  why  teeth  decay.  The 
teacher  now  can  delve  more  deeply  into  the  prob- 
lem of  nutrition — considering  especially  the  effects 
of  excess  carbohydrates  in  the  diet  on  the  decay 
process.  The  action  of  acid  forming  bacteria  on 
carbohydrates  can  be  clearly  brought  out. 

.Another  opportunity  is  now  afforded  to  reinforce 
the  concept  of  cleanliness  taught  in  the  early  grades. 
The  child  is  at  a level  of  understanding  to  be  im- 
pressed with  the  reasons  why  one  should  use  a 
(Continued  on  next  page) 
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proper  method  of  brushing.  He  can  learn  that 
brushing  is  beneficial  to  the  soft  tissues  of  the  oral 
cavity  as  well  as  to  the  teeth. 

.\n  effort  should  be  made  to  impress  the  student 
with  the  seriousness  of  accidents  as  they  affect  the 
mouth.  Participation  in  sports  is  a routine  part  of 
the  daily  activity  of  children  of  this  age.  The 
teacher  will  do  well  to  instruct  them  in  the  im- 
portance of  the  use  of  protective  mouthguards  in 
contact  sports.  Utilization  of  automobile  safety 
belts  can  also  be  brought  to  the  attention  of  the 
pupil,  both  from  a general  safety  standpoint  and 
also  from  a dental  standpoint,  as  a preventive 
measure  against  injuries  to  teeth  from  accidental 
bumping  of  the  face  against  the  automobile  dash 
in  sudden  stops. 

The  opportunities  for  the  teacher  to  use  her  in- 
genuity in  teaching  these  concepts  are  innumerable. 
Outside  reading  and  assignments  of  a science  project 
nature  can  be  utilized  in  addition  to  the  methods 
mentioned  in  previous  sections. 

Evaluation  of  the  success  of  the  program  can 
be  accomplished  in  several  ways.  The  standard 
methods  of  quizzing  can  be  used.  Having  the  child 
keep  a weekly  diet  history  can  be  impressive  at 
this  stage  of  his  psychological  development.  Peri- 
odic questionnaires  asking  the  child  how  recently 
he  has  visited  his  dentist,  how  many  visits  it  took 
to  complete  his  work,  the  appro.ximate  length  of 


each  visit,  and  the  number  of  teeth  removed,  if 
any,  will  give  an  indication  of  the  success  of  the 
educational  program. 

Junior  High  School  (grades  seven  to  nine):  This 
is  a period  of  rapid  physical  growth  for  the  child. 
It  is  also  a period  of  maturing  sexually.  Appear- 
ance, especially  one  that  is  pleasing  to  the  other 
sex,  assumes  importance.  The  child  will  begin  to 
move  into  the  social  world.  He  becomes  a member 
of  clubs  or  organizations.  He  notices  the  appearance 
of  others  and  relates  his  own  to  it.  He  also  begins 
to  be  investigative  and  shows  an  interest  in  the 
scientific  reasoning  behind  the  acts  of  living.  It  is 
imperative  that  junior  high  school  programs  in 
education  for  dental  health  be  constructed  so  as 
to  take  advantage  of  these  facts. 

Since  science  courses  are  a part  of  practically  all 
junior  high  school  curricula,  this  affords  the  oppor- 
tunity to  acquaint  the  child  with  the  concept  of 
the  science  of  dentistry.  Simple  laboratory  experi- 
ments in  which  the  residue  scraped  from  the  sur- 
faces of  their  own  teeth  is  smeared  on  a microscope 
slide  and  stained  to  show  bacteria  and  extraneous 
material  are  impressive  to  the  child.  Various  sali- 
vary tests  can  also  be  incorporated  into  the  science 
curriculum. 

The  concept  of  tooth  formation  and  calcification 
may  be  taught  at  this  time.  The  way  in  which 
(Contiiuied  on  Page  552) 
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Editorials 


HEAD  START 


Head  Start  is  a nation-wide  preschool  program 
for  underprivileged  children,  part  of  the  Economic 
Opportunity  Act  of  1965  to  produce  the  Great  So- 
ciety. It  comprises:  1.  Youth  Opportunity  Program 
(Job  Corps,  Working-Training,  and  Work-Study); 
2.  Community  Action  Programs;  3.  Special  Pro- 
grams for  Rural  Areas;  4.  Programs  for  Employ- 
ment and  Investment  Incentives;  and  5.  Family 
Unity  Program  through  Jobs. 

Head  Start  is  one  of  the  Community  Action  Pro- 
grams. An  action  program  is  supposed  to  be  a co- 
ordinated local  effort  to  combat  poverty  with  the 
participation  of  public  and  non-profit  agencies.  Ef- 
forts must  be  directed  toward  low  income  families 
and  individuals.  The  federal  share  of  the  cost  is 
to  be  limited  to  75  per  cent  except  in  the  case  of 
development  grants,  where  federal  funds  may  pro- 
vide up  to  90  per  cent.  Any  child  in  a low  income 
family  is  eligible  to  participate. 

Head  Start  was  rushed  into  operation  in  July  of 
1965.  560,000  children  at  13,400  centers  in  2,500 
communities  received  instruction  in  group  activities, 
art,  music,  and  verbal  facility,  and  in  addition  a 
supposedly  new  experience  with  nutritious  food, 
physical  hygiene,  and  medical  care.  It  was  an  effort 
at  confidence  building  before  entrance  to  kinder- 
garten or  first  grade. 

From  early  childhood  learning  about  health  is  an 
ongoing  process.  The  young  child’s  experience  pro- 
vides a vast  source  of  sensory  impressions  and  feel- 
ings, both  self-initiated  and  derived  from  social 
stimulation,  which  help  to  shape  later  attitudes. 
The  mother  by  the  quality  of  her  physical  and 
affective  response  to  the  needs  of  her  child  and  by 
her  verbal  and  nonverbal  behavior  contributes  to 
the  health  of  the  child.  Society,  initially  through 
the  parents  and  later  by  formal  and  incidental 
training,  orients  the  child  to  its  practices,  beliefs, 
and  values  regarding  health  — and  life. 

The  Providence  ( Rhode  Island ) Project  Head 
Start  enrolled  450  children,  aged  five  years,  in  thirty 
classes  of  fifteen  children  located  in  nine  centers 
(schools)  within  the  inner  city  of  Providence.  The 
intention  was  to  give  economically  disadvantaged 
children  an  eight  week  Head  Start  (July-August) 
in  preparation  for  their  entry  into  kindergarten  or 


the  first  grade.  Each  class  was  well  staffed.  Basic 
areas  of  health,  education,  and  social  awareness 
were  emphasized,  and  goals  set  were  the  develop- 
ment of  visual  perception  and  discrimination,  verbal 
ability  and  a positive  self-image,  self-confidence, 
initiative,  curiosity,  and  creativity,  ability  to  get 
along  with  others,  improvement  of  health,  and  ex- 
pansion of  the  child’s  and  his  family’s  knowledge  of 
the  world  in  which  they  live. 

The  health  experience  in  Providence  was  pro- 
vided by  a nurse,  qualified  pediatrician,  and  dentist. 
The  child  and  his  family  were  interviewed,  and  the 
child  was  given  a complete  physical  and  dental 
examination,  auditory  testing,  and  speech  evalua- 
tion. The  physician  also  completed  a urinalysis, 
hemoglobin  test,  and  Tine  (tuberculosis)  test.  Phys- 
ical examinations  were  by  appointment  and  limited 
to  three  each  hour.  Defects  and  emotional  and  phys- 
ical problems  were  referred  to  the  proper  commun- 
ity resource  for  follow-up  care. 

Whatever  success  the  program  enjoyed  may  be 
attributed  in  good  part  to  the  generous  staffing  — 
one  certified  teacher  and  two  aides  and  volunteers 
for  each  fifteen  children.  A supreme  effort  was 
made  by  each  staff  member  to  provide  a worthwhile 
experience  for  each  child,  but  the  Head  Start  pro- 
gram was  too  hastily  conceived  and  too  much  in  a 
hurry  to  recruit  children.  Despite  some  fine  work 
it  failed  to  reach  the  hard  core  of  indigent  who 
might  have  benefited  most  from  the  program.  Over 
ninety-five  per  cent  of  the  children  in  the  Provi- 
dence Head  Start  project  were  found  to  have  their 
own  private  physicians.  These  children  had  received 
their  full  complement  of  immunizations.  Most  de- 
fects uncovered  were  under  treatment  by  a physi- 
cian or  were  being  followed  in  an  appropriate  spe- 
cialized facility. 

The  Head  Start  program  was  designed  to  inter- 
rupt the  cycle  of  poverty  from  one  generation  to 
another.  Much  nroney  has  been  spent  on  those  at 
the  other  end  of  the  life  span.  It  was  felt  that,  if 
one  is  to  succeed  in  creating  a more  effective  popu- 
lation, a major  effort  must  be  made  to  involve  the 
children  in  the  preschool  period,  rather  than  to 
limit  the  attack  on  poverty  in  the  elderly.  Disad- 
vantaged children  have  a higher  than  average  inci- 


549 


550 

dence  of  school  drop-out.  language  barrier,  and 
drop-off  In  motivation.  A Child  Developmental 
Center  should  not  be  the  usual  middle  class  nursery 
school,  but  a center  built  around  ( 1 ) a health  com- 
ponent. (2)  social  ser\ices,  (3)  education,  and  (4) 
involvement  of  parents  and  volunteers. 

There  should  not  be  a rigid  means  test.  Popula- 
tion groups  should  be  defined  by  target  areas. 
There  are  several  ways  in  which  a family  of  some- 
what higher  income  may  be  brought  into  the  pro- 
gram. It  may  be  possible  to  authorize  up  to  ten 
per  cent  of  the  children  from  families  of  better  cir- 
cumstances. Xot  only  do  teachers  stimulate  chil- 
dren. but  children  stimulate  children.  Some  children 
act  as  pacesetters.  However,  the  community  should 
certify  that  it  is  serving  low  income  families  pre- 
dominantly. 

Policy  outlines  for  continuation  of  Head  Start 
must  be  programmed  through  the  professionals  and 
the  poor.  A cardinal  principal  of  good  education 
is  good  health.  The  ph\'sician  is  the  team  leader, 
and  he  must  make  his  constructive  contribution 
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known.  The  best  programs  vnll  develop  from  his 
leadership. 

The  cost  of  the  1965  summer  program  in  Provi- 
dence was  S89,463  of  which  the  Government  fur- 
nshed  90  per  cent.  Costly?  Yes.  Worthwhile?  Yes, 
in  many  respects.  School  systems  are  often  charged 
with  too  much  rigidity,  and  too  little  imagination 
in  their  local  planning  for  facilities  and  personnel. 
The  real  value  of  last  summer’s  program  will  be 
the  vital  follow-up  of  the  Head  Start  children.  An 
eight  weeks’  program  allows  too  little  time  to  raise 
any  child  to  standard  educational  levels.  Assigned 
volunteers  and  personnel  must  continue  to  provide 
imagination  for  these  children.  Remediable  defects 
must  be  corrected.  Family  participation  in  the  arts 
and  music,  and  social  contact  and  responsibility  to- 
wards learning  and  good  citizenship  must  grow 
until  all  are  effective  members  of  the  community. 
Help  cannot  be  episodic.  It  must  be  continuous. 
Help  must  be  uplifting  and  create  in  the  needy  a 
desire  to  succeed  and  to  help  those  less  fortunate. 
Results  of  the  follow-up  studies  after  their  first 
school  vear  should  be  enlightening. 


V.  TRAFFIC  SAFETY:  CONVERTIBLES,  MOTOR  CYCLES, 
AND  RELATED  ATROCITIES 


We  have  long  been  of  the  opinion  that  converti- 
bles are  veritable  death  traps.  We  have  had  the 
same  view  regarding  those  tinny  little  foreign  mini- 
cars. When  the  two  are  combined,  hopelessness 
reigns. 

Item.  On  a warm  evening  in  August  — twenty- 

year-old  girl  ‘‘in  poor  condition  at Hospital 

with  severe  head  injuries  after  being  thrown  from 
a small  foreign  convertible  in  which  she  was  rid- 
ing. . . . ’ A twenty-one-year-old  male  companion 
•‘thrown  from  the  (same)  car  when  it  went  out  of 
control  and  rolled  over  at  about  2:25  a.m.  . . . 
listed  in  fair  to  good  condition  at  the  hospital  with 
a concussion.”  The  \-oung  girl  died  a few  hours  later. 
It  is  unlikely  that  either  was  wearing  a seat  belt. 

Item.  That  same  warm  August  night  — 19-year- 
old  girl  “on  the  danger  list,  but  in  fair  condition  at 
the  same  hospital  . . . suffered  multiple  injuries 
when  a small  foreign  sports  car  she  was  driving 
collided  head-on"  with  another  car.  Her  19-year-old 
girl-friend  passenger  “in  fair  condition  with  mul- 
tiple injuries.”  After  the  accident,  which  occurred 
at  12:28  a.m.,  “the  girls,  who  were  pinned  in  the 
car,  were  freed  after  about  45  minutes  by  members 
of  the  . . . rescue  squad  who  used  hydraulic  jacks.” 

Item.  The  Federal  Government,  recognizing  the 
dangerous  nature  of  cloth  tops,  will  require  in  its 
General  Services  Administration  sjiecifications  for 


1968  automotive  purchase  that  all  jeep-type  vehicles 
be  equipped  with  roll  bars. 

Items.  Geoffrey  Grime,  of  the  British  Govern- 
ment's Road  Research  Laboratory,  believes  that 
“any  driver  who  wants  a safety  car  can  have  one 
right  now  by  wearing  a safety  belt.  He  will  reduce 
the  risk  of  death  from  secondary  collision  by  a fac- 
tor of  two,  and  of  serious  injury  by  a factor  of 
three." 

Item.  "A  Rhode  Islander  was  killed  and  another 
injured  when  their  motor  scooter  and  a car  collided” 
in  another  state.  Both  were  graduate  students, 
aged  25  and  26. 

Item.  According  to  Dillihunt  et  al.  (JAMA 
196:1045,  June  1966)  reporting  on  the  “Increasing 
Problem  of  ^Motorcycle  Accidents,”  “particularly 
severe  head  and  extremity  injuries  are  common; 
teen-agers  are  most  frequently  involved.” 

Item.  In  a Science  Service  story  (X.Y.  Times, 
July  10,  1966)  it  is  reported  that  “Crash  helmets 
and  other  safety  precautions  are  advised  to  cut 
down  on  the  growing  number  of  deaths  and  acci- 
dents among  motorcycle  riders.”  There  were  1,580 
motorcycle  deaths  in  1965.  Deaths  are  expected  to 
reach  1,900  this  year.  The  fatality  rate  for  cycle 
riders  and  their  ‘‘budd}’  seat"  pals  is  five  times  that 
of  automobile  occupants. 

Item.  The  cat  calls  the  kettle  black.  According 
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to  a UPI  press  report  (X.Y.  Times,  July  10,  1966) 
the  ‘‘West  German  sports  car  maker,  Terry  Porsche, 
the  son  of  the  designer  of  the  Volkswagen,  says 
American  cars  should  be  banned  from  European 
roads  because  of  their  substandard  and  ‘unrealistic 
braking  and  steering  mechanisms.’  ” 


These  items  give  but  a few  hectic  examples  of 
what  the  distinguished  Doctor  Irvine  H.  Page  has 
called  ‘‘The  great  American  madness.” 

.'\midst  the  hue  and  cry  and  tragedy  compounded, 
we  feel  as  though  our  meager  campaign  for  auto- 
motive safety  has  been  but  a voice  in  the  wilder- 
ness. .^fter  a rest  perhaps  we  shall  try  again. 


GUEST  EDITORIAL 

HOSPITAL  RATES 


Upon  appointing  a legislative  commission  to  in- 
vestigate the  high  level  of  hospital  charges,  Rhode 
Island’s  Lieut.  Gov.  Giovanni  Folcarelli  and  House 
Speaker  John  J.  Wrenn  complained  in  a statement 
that  hospital  room  rates  had  actually  rivalled  those 
in  luxury  hotels.  The  following  comments  on  this 
statement  in  a letter  to  the  (Providence,  R.I.) 
Evening  Bulletin  (.'\ug.  3,  1966)  are,  we  feel, 
worthy  of  reprinting. 

“In  reference  to  the  joint  statement  made  by  Mr. 
Folcarelli  and  Mr.  Wrenn  concerning  the  objective 
of  the  investigation  of  room  rates  at  Rhode  Island 
Hospital  (or  any  other  hospital  for  that  matter) 
it  is  appalling  that  either  one  of  these  gentlemen 


could  make  such  a naive  comparison  between  hos- 
pital rates  and  hotel  rates. 

“If  there  are  areas  in  which  it  might  appear  that 
changes  could  be  made  in  order  to  reduce  operating 
costs,  such  changes  must  be  carefully  weighed 
against  any  reduction  in  the  quality  of  patient  care. 

“i\Iay  I respectfully  suggest  that  if  or  when  either 
Mr.  Folcarelli  or  Mr.  Wrenn  or  any  member  of  their 
families  should  require  hospital  care  that  they 
check  into  a hotel  instead?  What  will  they  do  when 
a blood  transfusion,  oxygen,  surgery  or  any  one  or 
more  of  the  many  special  services  that  a first  rate 
hospital  is  equipped  to  provide  almost  instantly  is 
needed?  Ring  for  room  service? 

Lucy  Scovil” 

Providence 


CimiCAL  DIABETES  ASSDEIATIDIV  HE  R.  I. 

FALL  MEETING  . . . TUESDAY,  SEPTEMBER  27,  1966 

AT  THE  K.  I.  MEDICAL  SOCIETY  LIBRARY  . . . 8:00  P.M. 


“Role  of  the  Pituitary  in  the  Development  of 
Ketosis  in  Experimental  Riahetes  ' 

JOHN  N.  FAIN,  Ph.D. 

Assistant  Professor  of  Medical  Science,  Division  of  Biological  and 
Medical  Sciences,  Brown  University 

♦ ♦ ♦ 

‘'Clinical  Aspects  of  Ketn-acidosis” 

JOHN  F.  W.  GILMAN,  M.D. 

Physician,  Department  of  Medicine,  Rhode  Island  Hospital 

♦ ♦ ♦ 


Discussion  — Audience  Participation 
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EDUCATION  FOR  DENTAL  HEALTH 

(Continued  from  Page  548) 

fluorides  in  the  water  supply  are  incorporated  into 
forming  tooth  structure  is  to  be  stressed.  This  is  a 
good  educational  level  to  teach  the  child  the  facts 
of  fluoridation.  This  would  include  the  various  ways 
by  which  this  substance  is  inserted  into  the  drink- 
ing water.  A field  trip  to  the  local  water  treatment 
plant  (if  fluorides  are  added  to  the  community 
water  supply)  will  reinforce  this  concept.  The  abil- 
ity of  fluoride  solutions  applied  to  the  surfaces  of 
the  teeth  to  reduce  the  incidence  of  dental  caries 
should  be  brought  to  the  attention  of  the  student. 
It  is  from  these  early  beginnings  in  dental  science 
that  an  interest  in  dentistry  as  a career  may 
develop. 

The  child's  growing  interest  in  the  community 
around  him  can  be  utilized  to  teach  him  the  high 
prevalence  of  dental  disease.  The  potential  impact 
of  this  great  health  problem  on  the  economic  and 
social  aspects  of  the  community  can  be  studied. 
The  effect  of  decay  on  the  family  budget  will  ac- 
quaint the  child  with  the  magnitude  of  the  problem 
as  it  affects  him  personally. 

Nutrition  and  cleanliness  concepts  can  be  seri- 
ously reinforced  at  this  age.  This  is  the  period  of 
‘•soda  fountain  snacks  and  ill-chosen  lunches."  The 
pupil  must  be  constantly  reminded  of  the  ill  effects 
on  the  teeth  that  occur  from  the  ingestion  of  ex- 
cessive amounts  of  carbohydrates.  The  necessity 
for  prompt  cleansing  of  the  teeth  after  eating  should 
be  stressed  thus  reinforcing  an  attiude  formed  in 
early  grades. 

The  curriculum  of  the  junior  high  school  affords 
the  teacher  many  opportunities  to  educate  for  den- 
tal health.  The  Dental  Health  Guide  for  the  teach- 
ers of  Tennessee"  suggests  the  following: 

Mathematics — Indicating  dental  decay  b\'  graphs. 

Spelling — Dental  terms  and  their  derivation. 

Reading — Dental  Health  Experiences. 

Writing — Letters  to  make  a dental  appointment. 

.\rt — Expressing  in  color  (posters). 

Physical  Education — How  to  participate  in  phy- 
sical education  with  safety  to  teeth. 

Home  Economics — How  to  select  and  prepare 
food  in  relation  to  dental  health. 

Social  Studies — Problems  of  personal  and  social 
living  in  relation  to  dental  care. 

Evaluation  of  the  junior  high  school  program  of 
education  for  dental  health  takes  several  forms. 
Having  the  student  write  up  the  experiments  for 
review  serves  to  evaluate  the  aspects  of  dental 
health  studied  in  the  science  courses  (salivary  tests, 
microscopic  slides). 

Group  discussion  of  community  dental  problems 
will  aid  in  evaluating  the  pupil's  conception  of 


dental  illness  and  its  effect  on  his  family  and  com- 
munity. Detailed  nutritional  surveys  and  question- 
naires may  be  utilized  to  evaluate  the  student’s 
knowledge  of  diet  and  food.  Science  projects  in 
dentistry  provide  still  another  means  of  evaluation 
of  the  results  of  the  program  of  education  for  den- 
tal health. 

Senior  High  School:  Educational  programs  for 
the  student  at  this  level  of  education  must  be 
prepared  to  serve  and  stimulate  the  actively  ma- 
turing mind.  ])lany  boys  of  this  age  are  deeply  in- 
terested in  science;  many  girls  are  not.  The  cur- 
riculum for  education  in  dental  health  should  not 
teach  the  same  things  with  the  same  emphasis  to 
all  students.  The  intricacies  of  the  chemistry  of 
fluorides  and  their  physiological  action  as  they  are 
incorporated  into  the  developing  tooth  structure 
will  be  of  great  interest  to  those  students  with  a 
scientific  flair.  To  go  into  this  subject  in  depth 
with  the  student  who  intensely  dislikes  science  will 
lead  to  no  education  at  all  in  dental  health. 

If  the  basic  concepts  of  dental  health  have  been 
successfully  taught  in  the  lower  grades,  the  high 
school  affords  the  ideal  opportunity  for  reinforce- 
ment. Every  concept  studied  previously  can  be 
plunged  into  in  depth  by  the  teacher.  Lactobacillus 
counts,  ‘‘cariostatic  diets,’’  topical  fluorides,  devel- 
opmental dental  anatomy,  physiology,  chemistry  of 
the  various  elements  in  tooth  structure  formation, 
and  even  dental  research  can  all  be  incorporated 
into  the  educational  program. 

Science  fair  projects  and  themes  form  a means 
of  evaluation  for  the  high  school  student.  This  is 
also  a time  when  the  whole  educational  program 
for  dental  health  can  be  evaluated.  A questionnaire 
filled  out  by  the  student  listing  a few  simple  topics 
will  be  very  revealing.  These  topics  are:  (a)  Date 
of  last  visit  to  his  dentist,  (b)  How  frequently  does 
the  student  visit  his  dentist?,  (c)  Number  of  teeth 
remaining  in  the  mouth,  (d)  Frequency  of  tooth 
brushing,  and  (e)  Do  the  gums  bleed  when  the 
teeth  are  brushed. 

SUMMARY 

This  paper  has  attempted  to  outline  a program 
of  education  for  dental  health.  The  program  as 
described  has  several  advantages:  (1)  It  lists  only 
a few  basic  concepts  for  each  level  of  psychological 
and  ph\-sical  development  of  the  child,  (2)  These 
levels  of  development  correspond  to  definite  grade 
levels,  (3)  By  teaching  a relatively  small  number 
of  concepts  at  each  grade  level,  the  teacher  can 
call  upon  her  ingenuity  to  develop  various  methods 
for  presenting  the  concepts  in  a manner  which  is 
interesting  to  the  child,  (4)  Reinforcement  of  the 
message  is  provided  by  the  overlapping  of  concepts 
(Continued  on  Page  565) 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  'Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 
Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

Wallace  Laboratories,  Cranbury,  N.J. 
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Cinemicrography*of  living  tissue  shows 
that  Synalar  works  at  the  cellular  level  to  stop 
the  inflammatory  chain  reaction 
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Inflammatory  reaction  after  injury 
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r A New  View  of  Corticosteriod  Action  in  Inflammatory  Dermatoses 
A 16  mm.  film  utilizing  time-phase  cinemicrographic  techniques.  Available  for  showing  on  request  to  Syntex  Laboratories. 
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In  contact  dermatitis 

Sjnalsur 

(fluocinolone  acetonide) 

stabilizes  cell  and  capillary  walls 
protects  against  the  chemical  impact  of  cytotoxins 

interrupts  the  chain  reaction  of  destructive 
changes  at  the  cellular  level 

permits  inactivation,  absorption  and  transportation 
of  toxins  away  from  the  injured  area  by  natural 
processes... edema  is  absorbed  and  cells  return 
to  normal  size,  shape,  and  activity 


In  inflammatory  dermatoses  choose  a steroid  syn- 
thesized specifically  for  topical  use.  Synalar  (fluocin- 
olone acetonide)  provides  therapeutic  results  often 
comparable  to  those  of  systemic  and  intralesional 
corticosteroids  with  fewer  hazards.'"^ 


when  complicated  by  infection 

iieo'«;iiialar^ 

(fluocinolone  acetonide-neomycin  sulfate  cream) 


For  initiation  of  therapy:  Cream  0.025%,  5 and  15  Gm. 
tubes,  425  Gm.  jars;  for  emollient  effect:  Ointment 
0.025%,  15  Gm.  tubes;  for  maintenance  therapy:  Cream 
0.01%,  15  Gm.  tubes,  45  Gm.  tubes,  120  Gm.  jars;  for 
intertriginous  or  hairy  sites:  Solution  0.01%,  20  cc.  and 
60  cc.  plastic  squeeze  bottles;  for  infected  inflammatory 
dermatoses:  Neo-Synalar®  Cream  (0.025%  fluocinolone 
acetonide,  neomycin  sulfate,  equivalent  to  0.35%  neo- 
mycin base),  5 and  15  Gm.  tubes. 

Contraindications:  Tuberculous,  fungal,  and  most  viral 


lesions  of  the  skin,  (including  herpes  simplex,  vaccinia, 
and.varicella).  Not  for  ophthalmic  use.  Contraindicated 
in  individuals  with  a history  of  hypersensitivity  to  any  of 
its  components.  Precautions:  Synalar  preparations  are 
virtually  nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when  applied 
to  denuded  or  fissured  areas.  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dryness,  scaling  or 
itching.  The  neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions.  Prolonged  use  of  any  anti- 
biotic may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms; if  this  occurs,  appropriate  therapy  should  be 
instituted.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should 
be  considered,  based  on  susceptibility  testing.  While 
topical  steroids  have  not  been  reported  to  have  an 
adverse  effect  on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for  prolonged  periods 
of  time.  Side  Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids.  As 
with  all  drugs,  however,  a few  patients  may  react  un- 
favorably to  Synalar  under  certain  conditions. 

References  : 1 . Kanee,  B. : Can  ad  Med  Ass  J 88:999  (May  1 8)  1963. 2.  Scholtz, 
J.  R.:  Calf  Med  95:224  (Oct.)  1961.  3.  Jansen,  G.  T.,  Dillaha,  C.  J.,  and 
Honeycutt,  W.  M.:  Arch  Derm  92:283  (Sept.)  1965, 


fluocinolone  acetonide — an  original  steroid  from 
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BOOK  RE\IEWS 


MAX  AXD  AFRICA.  A Ciba  Foundation  Sympo- 
sium. Edited  by  Gordon  Wolstenholme  and 
Maeve  O'Connor.  Little,  Brown  and  Company, 
Boston,  1965.  $7.50 

The  book  consists  of  the  collected  papers  from 
a symposium  held  in  .^ddis  Ababa  and  sponsored 
jointly  by  the  Ciba  Foundation  and  the  Haile  Se- 
lassie I Prize  Trust. 

Man  and  .Ajrica  discusses  in  depth  the  .Africa  of 
today  in  its  manifold  aspects  — physical,  climatic, 
demographic,  tribal,  racial,  religious,  medical,  socio- 
economic and  political.  The  book  is  highly  authori- 
tative, the  panel  consisting  of  experts  in  each  of 
the  various  areas  presented  and  discussed.  The  text 
has  an  excellent  bibliography  and  is  accompanied 
by  numerous  charts,  graphs,  and  maps.  One  minor 
flaw  — the  illustrations  in  some  cases  are  very 
small  and  their  legends  are  hard  to  distinguish. 
Man  and  .Africa  will  be  of  value  to  anyone  inter- 
ested in  the  newly  emerging  African  countries.  It 
will  be  useful  for  the  specialist  and  general  reader 
alike. 

Samir  Moubayed,  m.d. 

CURREXT  SURGICAL  M.AX.AGEMEXT  III. 
Editors:  Edwin  H.  Ellison,  ^I.D.,  Stanley  R. 
Friesen,  M.D.,  and  John  H.  iMulholland,  iM.l). 
With  Contributions  by  104  Authorities.  W.  B. 
Saunders  Company,  Philadelphia,  1965.  $11.50 
“Current  Surgical  Management  III  — A Book  of 
.\lternative  Viewpoints  on  Controversial  Surgical 
Problems”  is  representative  of  the  many  review 
types  of  publications  which  have  appeared  in  recent 
years.  Some  of  these  cull  the  literature  exhaustively, 
offering  a digest  of  subject  matter  from  a multitude 
of  scientific  presentations  and  usually  append  a 
complete  and  sometimes  awesome  bibliography. 
Others,  of  which  this  (CSiM)  is  an  example,  are 
more  narrative,  with  a limited  and  sometimes 
strictly  personal  bibliography  only.  The  latter  read 
more  easily  and  do  not  require  study.  They  present 
ideas  and  trends  of  clinically  oriented  thought. 
“Monographs  in  the  Surgical  Sciences,”  for  example, 
is  contrasted  wdth  CSM. 

For  an  idea  of  what  the  trends  are  in  clinical 
therapeutic  applications,  CSM  is  earnestly  recom- 
mended. Xo  one  volume  in  this  series  covers  more 
than  a relatively  few  subjects,  but  in  a short  time 
the  series  should  cover  many  areas  of  interest  to 
the  general  surgeon.  It  is  assumed  that,  by  the  time 


the  series  begins  to  repeat  itself,  repetition  will  be 
necessary. 

The  sub-title  means  what  it  says  literally.  It 
does  not  imply,  as  might  be  imagined,  that  for  any 
given  problem  alternative  methods  of  treatment  are 
suggested.  The  use  of  the  word  “controversial”  is 
forced  and  may  well  have  been  suggested  by  the 
publisher  rather  than  by  the  authors  or  editors. 
The  “controversy”  alluded  to  amounts  to  no  more 
than  each  author's  viewing  a general  problem  (e.g.) 
from  an  operative  or  non-operative  viewpoint,  per- 
haps with  his  favorite  gimmick  at  hand  (a  long 
limbed  T-tube  in  once  instance). 

Thus,  while  ^Mark  Ravitch  takes  the  position  that 
the  rectum  should  be  completely  removed  in  cases 
of  familial  polyposis  as  opposed  to  the  viewpoint  of 
Jack  Cole  that  it  may  be  retained,  he  concludes  his 
discussion  with  the  following  thought:  “While  either 
is  acceptable  and  can  be  recommended  with  propri- 
ety, we  prefer  the  anal  ileostomy.”  A different 
viewpoint  to  be  sure,  but  not  much  of  a contraversy. 

J.  E.  Caruolo,  m.d. 

TEXTBOOK  OF  OBSTETRICS  by  John  C.  Cile- 
ry, M.D.;  Zeph  J.  R.  Hollenbeck,  M.D.,  and 
Thirty-One  Contributors.  The  C.  V.  Mosby  Com- 
pany, Saint  Louis,  1965.  $17.50 
This  is  a First  Edition  consisting  of  728  pages, 
157  chapters,  392  figures  and  3 color  plates.  The 
book  is  divided  into  3 parts.  The  Conduct  of  Preg- 
nancy, The  Conduct  of  Labor  and  Delivery,  and 
The  Conduct  of  the  Puerperium. 

In  the  main,  it  is  a departmental  project  of  the 
Obstetrical  Service  from  the  Ohio  State  University 
School  of  iMedicine.  Thirty-three  contributors  are 
all  from  the  faculty,  and,  in  the  words  of  the  au- 
thors, the  aim  of  this  text  “is  to  offer  concise  but 
accurate  presentation  of  the  proper  management  of 
the  pregnant  patient  from  conception  through  in- 
volution.” The  book  has  kept  abreast  of  many  re- 
cent advances  in  clinical  obstetrics  but  is  inadequate 
in  some  respects.  It  is  reasonably  hard  to  imagine 
complete  omission  of  the  term  “paracervical  block,” 
let  alone  omission  of  this  technique  when  so  much 
has  been  wTitten  about  the  procedure  for  several 
years.  Also  completely  omitted  is  the  entity  of 
postpartum  psychosis.  Certainly  all  obstetricians 
need  instruction  in  the  front-line  initial  therapy  of 
this  not  too  infrequent  disaster.  Less  than  100  words 
(Continued  on  Page  558) 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 

The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2%  benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone®  OB 

Squibb  T estosterone  Enanthate  (180  mg.  /cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 


Squibb 


'The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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are  given  to  various  forms  of  education  for  child- 
birth, yet  the  practitioner  needs  considerable  guid- 
ance in  this  area.  The  authors  recommend  emotional 
support  of  the  patient  during  pregnancy,  but  the 
disappointingly  brief  one-page  coverage  could  be 
e.xpanded  considerably  to  give  the  student  more 
direct  guidelines  to  follow.  The  proper  management 
of  grief  situations  in  obstetrics  is  vital,  but  no  ad- 
vice whatsoe%-er  is  given  in  this  te.xt.  Although 
obstetricians  may  not  academically  discuss  the  use 
of  amphetamines  in  pregnancy,  certainly  these 
drugs  have  their  widespread  use  prenatally.  The 
te.xt  fails  to  discuss  any  type  of  anorex  in  the  chap- 
ter entitled  ‘‘Medications  During  Pregnancy."  All 
students  need  instruction  in  the  use  and  abuse  of 
amphetamine-like  drugs  during  the  prenatal  and 
postnatal  periods. 

Noteworthy  are  the  chapters  on  the  Placenta, 
Soft-Tissue  Dystocia,  Perinatal  Morbidity  and  Mor- 
tality, and  Family  Planning.  The  drawings  are  ex- 
ceptionally well  done.  First  editions  are  much  like 
the  planning  and  building  of  the  first  home  - — 
even  the  most  painstaking  efforts  never  produce 
the  perfect  product. 

John  .\.  Ferris,  m.d. 

HERITABLE  DISORDERS  OF  COXXECTIVE 

TISSUE  by  Victor  A.  McKusick,  M.D.  The  C. 

V.  Mosby  Company,  Saint  Louis,  1966.  S18.50 

The  educated  eye  can  spot  a peculiar  and  rare 
yellowish,  mottled  discoloration  of  the  skin  of  the 
neck,  avoid  dismissing  it  as  actinic-damaged  senile 
skin  and,  from  the  cutaneous  diagnosis  of  pseudo- 
.xanthoma  elasticum,  proceed  to  investigate  the 
ocular  and  intestinal  disorders  going  with  it. 

The  finding  of  a silky,  lax  skin,  of  perculiar  large 
scars  on  knees  and  shins  from  minor  childhood  in- 
juries, of  a laxity  of  joints,  leads  to  a diagnosis  of 
Ehlers-Danlos  syndrome,  without  x-ray  or  labora- 
tory- studies. 

Pseudoxanthoma  elasticum,  the  Ehlers-Danlos 
syndrome,  the  Marian  syndrome,  homocystinuria, 
osteogenesis  imperfecta,  alkaptonuria,  the  Muco- 
p)olysaccharidoses,  and  other  genetic  disorders  of 
inborn  metabolism  were  investigated  from  all  angles 
in  Dr.  McKusick 's  department  of  medicine  of  Johns 
Hopkins  University. 

It  is  stated  on  Page  viii  of  the  preface  that  der- 
matologists treat  pseudoxanthoma  elasticum  and 
Ehlers-Danlos  syndrome.  I would  have  said  that 
they  like  to  observe,  rather  than  ‘‘treat”  these  dis- 
eases. 

In  the  reviewer's  opinion  ‘‘cutis  hyperelastica"  is 
not  only  a poor  term  for  Ehlers-Danlos  syndrome, 


it  is  a wrong  term.  In  Ehlers-Danlos  syndrome  the 
skin  is  not  elastic,  but  lax. 

Eponyms  complicate  medical  reading.  They 
should  be  avoided  as  much  as  possible.  However, 
in  the  case  of  the  Marfan  and  Ehlers-Danlos  syn- 
dromes there  is  no  better  substitute  and  they  must 
be  preferred. 

This  scholarly,  informative  third  edition,  con- 
siderably enlarged  in  pages,  illustrations  and  refer- 
ences, will  illuminate  many  complex  problems.  The 
wealth  of  information  and  references  should  prove 
invaluable  to  the  investigator. 

F.  Ronchese,  m.d. 

THE  ADDICT  AXD  THE  LAW  by  Alfred  R. 

Lindesmith.  Indiana  L’niversity  Press,  Blooming- 
ton, 1965.  S7.50 

Professor  Lindesmith,  of  the  sociology  department 
at  Indiana  L’niversity,  for  30  years  has  been  a stu- 
dent of  problems  in  drug  addiction.  He  writes  with 
most  convincing  authority  and  here  marshals  a 
devastating  indictment  of  the  policies  and  methods 
of  the  Federal  Bureau  of  Narcotics  under  Commis- 
sioner H.  J.  Anslinger. 

The  argument  begins  with  the  passage  of  the 
Harrison  Nartic  Act  of  1914  as  a revenue  act  and 
its  consequent  administration  by  the  Treasury  De- 
partment. Various  court  decisions  and  Treasury 
regulations  led  to  a philosophy  of  addiction  as  habit 
and  vicious  indulgence  best  managed  by  the  police 
power  of  the  government.  Lindesmith  thinks  the 
present  size  of  the  problem  of  addiction  is  connected 
with  an  inappropriate  plan  for  dealing  with  it.  He 
supports  the  theory  that  addiction  is  a disease  and 
its  proper  treatment  medical.  L’nfortunately  physi- 
cians generally  have  been  excluded  from  the  prob- 
lem and  its  study  because  narcotic  administration 
to  addicts  is  a crime. 

In  a lengthy  chapter  on  incidence  and  statistics 
of  addiction  reported  by  the  Bureau  of  Narcotics 
he  demolishes  any  credibility  for  its  data  and  con- 
cludes that:  “the  Bureau’s  survey  of  addiction  sug- 
gests that  this  enterprise  may  well  be  a public 
relations  effort  rather  than  a serious  attempt  at 
enumeration.  " He  recommends  turning  over  the 
business  of  counting  addicts  to  the  F.B.I.  He  finds 
that  the  published  objections  of  the  Bureau  to  nar- 
cotic clinics  are  inaccurate  and  unreliable  and  he 
criticizes  the  assumption  that  marihuana  is  the  same 
as  heroin.  In  a lengthy  chapter  on  obstacles  to  re- 
form he  documents  an  infuriating  series  of  manipu- 
lations by  narcotics  agents  in  their  effort  to  sup- 
press opposition  to  their  policeman's  view  of  addic- 
tion. .And  all  his  statements,  data,  and  details  are 
carefully  documented  with  references. 

(Concluded  on  Page  560) 
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lower  mg  intake  per  day 

600  mg  versus  1.000  mg 
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broad-spectrum  performance 


1-2 '‘extra” days  activity 

after  the  last  dose  to  protect  against  relapse 
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between 
doses 


one  300  mg  Tablet 
mid-morning 


one  300  mg  Tablet 
mid-evening 


BECLOMYCIN 

DEMETHYLCHLOKTErRACYCLINE 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and 
others  — in  the  young  and  aged  — the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning  — in  renal  impairment,  usual  doses  may  lead  to  excessive  systemic 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  produce  an  exagger- 
ated sunburn  reaction  which  may  range  from  erythema  to  severe  skin  manifes- 
tations. In  a smaller  proportion,  photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  devel- 
opment (last  trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed  in  short  treatment 
courses.  In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 
hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  de- 
methylchlortetracycline HCI. 
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(Continued  from  Page  558) 

The  indictment  rings  true  to  this  reader.  But 
Commissioner  Anslinger  has  departed,  replaced  by 
Commissioner  Giordano  in  1962.  That  the  Bureau 
has  been  influenced  by  critcism,  however,  is  attested 
by  a conciliatory  little  pamphlet  enclosed  with  each 
doctor's  narcotic  license  this  year. 

John  F.  \V.  Gilman,  m.d. 


IN  MEDICAL  EDUCATION  QUIS 
CUSTODIET  CUSTODES? 

( Concluded  from  Page  536) 

"’Horace:  Epistles  I,  Y,  156 
"Puschmann,  T. : op.  cit.,  p.  97 
’-Plinius,  Hist.  Nat.  XXIX,  8 
"^Pusclimann,  T. : op.  cit.,  p.  Ill 

’■^Puschmann,  T. : op.  cit.,  p.  113,  Martialis:  Epigram 
\'.  9 

'•’Garrison,  E.  H. : An  Introduction  to  the  History  of 
Medicine.  Philadelphia,  \\'.  iB.  Saunders  Co.,  1924, 
3rd  Edition,  p.  109 

"’Castiglioni,  A.:  A History  of  Medicine.  Translated  by 
E.  B.  Krumbhaar,  New  York,  .Alfred  Knopf  Co.,  1947, 
Second  Edition,  p.  241 

""De  Renzi,  S. : Collectio  Salernitana.  Naples,  1852.  Vol. 
1,  p.  227 

"'Pirenne,  H. : Mobammed  and  Charlemagne.  London, 
G.  .Allen  & Unwin,  Ltd.,  1939,  p.  118 
"’Castiglioni,  .A.:  op.  cit.,  p.  293 
-•’Rashdall.  H. : op.  cit.,  Vol.  I,  pp. 17-18 
-'Rashdall,  H. ; op.  cit.,  A’ol.  H,  (New  Edition,  1936) 
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’’^Frederick  H of  Hohenstaufen  : The  .Art  of  Falconry. 
Translated  by  C.  .A.  Wood,  and  F.  AI.  Fyfe,  Stanford 
University  Press,  1943 

23Rashdall,  H. : op.  cit.,  \’ol.  I,  p.  83  (New  Edition,  1936) 
'^^Garrison,  H.  E. : op.  cit.,  3rd  Edition,  p.  165 
^spuschmann,  T. : op.  cit. ,p. 176 

26d’Irsay,  S. : Histoire  des  Universities  Francaise  et 
Etrangeres  des  Origines  a Nos  Jours,  Paris,  A. 
Picard,  Vol.  I,  1923,  pp.  134-135 
^"Haskins,  C.  H. : Studies  in  the  History  of  Mediaeval 
Science.  Cambridge,  Harvard  University  Press,  1924, 
p.  250 

^’’d’lrsay,  S. : op.  cit.,  p.  137 
-®Puschmann,  T. : op.  cit.,  p.  235 
30Garrison,  H.  F. : op.  cit.,  p.  776 

3'Eort,  G.  F. : Aledical  Economy  During  the  Aliddle 
-Ages.  New  York,  J.  W.  Bonton,  1883,  pp.  420  et  seq. 
^^Virchow,  R.  L.  K. : Alorgagni  und  der  anatomische 
Gedanke.  Berlin,  A.  Hirschwald,  1894 
^^Hippocrates : On  Diseases.  1,  17;  11,  61;  111,  16. 
Translated  by  W.  H.  S.  Jones.  Loeb  Classical  Li- 
brary, A'ol.  1. 

^^Hippocrates  : Epidemics  I,  XXIII.  Loeb  Classical  Li- 
brary 

.35Elexner,  .A. : .An  .Autobiography.  New  A’ork,  Simon  & 
Schuster,  Inc.,  1960,  pp.  108-115 
3®Knowles,  J.  H.,  Editor  :Hospitals,  Doctors,  and  the 
Public  Interest.  Cambridge.  Harvard  University 
Press,  1965,  pp.  266-267 

""McKeown,  T. : Aledicine  in  Modern  Society.  London, 
.Allen  & Unwin,  Ltd.,  1965,  pp.  202-208 
•'"Hill,  K.  R. : Medical  Education  at  the  Crossroads, 
Brit.  AI.  J.,  1 :970,  .April  16,  \9(y6 
39Hill,  K.  R. : op.  cit.,  p.  971 

^“Wolf,  S. : The  Implications  of  Social  Sciences  for 
the  Future  of  Aledicine.  J.  AI.  Educ.  36  Pt.  2:34,  1961 
^'Darley,  W. : The  Family  Physician  of  the  Future: 
Fact  or  Fiction?  J.  AI.  Educ.  36  Pt.  2:142,  1961 


Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


Regroton* 


chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 


Aavantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
lalf.  Discontinue  if  the  BUN  rises  or 
iver  dysfunction  is  aggravated.  Eiectro- 
iyle  imbalance  and  potassium  depletion 
nay  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
»nd  in  patients  receiving  corticosteroids, 
^CTH,  or  digitalis.  Salt  restriction  is  not 
ecommended.  Use  with  caution  in 
jatients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

>ide  effects:  Nausea,  vomiting,  diarrhea, 
nuscle  cramps,  headaches  and  dizziness, 
’otential  side  effects  include  angina  pecto- 
is.  anxiety,  depression,  drowsiness, 
lyperglycemia,  hyperuricemia,  lassitude, 
eukopenia,  nasal  stuffiness,  nightmare, 
lurpura,  urticaria,  and  weakness. 

■or  full  details,  see  the  complete  prescrib- 
ng  information. 

Waiiabifiiy:  Bottles  of  100  and  1000  tablets. 
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SCANNING  THE  MEDICAL  LITERATURE 


LANGUAGE  DISORDERS  IN  CHILDREN:  A 
Component  of  the  Spectrum  of  Cerebral  Dys- 
function. Eric  Denhoff.  In  SPEECH  AND  LAN- 
GUAGE THERAPY  WITH  THE  CEREBRAL 
PALSIED  CHILD.  Edited  by  William  T.  Daley. 
Catholic  University  of  .\merica  Press,  Washing- 
ton, D.C.,  1965. 

Many  children  with  school  learning  problems  be- 
long to  the  spectrum  of  cerebral  dysfunction. 
Roughly  it  is  estimated  that  of  those  with  learning 
disorders  there  is  a ratio  of  3 visual-perceptual- 
motor  problems  to  1 language  problem. 

The  experiences  of  the  Meeting  Street  School  in 
Providence,  Rhode  Island,  were  discussed  with  par- 
ticular reference  to  a detailed  study  of  the  perinatal 
developmental,  and  language  aspects  of  ten  (10) 
aphasic  children  in  a special  class.  The  perinatal 
background  was  almost  identical  to  the  history  of 
other  children  within  the  categories  of  cerebral  dys- 
function. The  developmental  history  showed  greater 
lags  in  language  development.  The  neurological 
status  showed  in  addition  to  disturbance  in  com- 
munication skills,  (speech,  language,  hearing)  dif- 
ficulties in  dominance,  coordination,  tonicity,  and 
behavior.  Thus  many  children  with  speech  and  lan- 
guage disorders  manifest  signs  and  symptoms  of 
cerebral  dysfunction.  The  program  of  treatment 
should  include  the  same  modalities  as  required  for 
cerebral  palsied  children  and  those  with  minimal 
brain  dysfunction. 

special  education  teacher  working  cooperatively 
with  the  language  therapist  forms  the  hub  of  the 
program.  The  physician  provides  clues  in  diagnosis 
and  treatment  and  helps  to  balance  the  program  so 
that  the  child  receives  the  program  best  for  him. 

.1  COMPARISON  BETWEEN  THE  METAL 
AND  PLASTIC  STAPES  PROTHESIS.  Francis 
L.  McNelis.  E.E.N.T.  Digest  27:43,  .\ug.,  1965. 
There  are  more  than  26  microsurgical  techniques 
for  the  relief  of  deafness  due  to  otosclerosis.  Basic- 
ally, however,  the  methods  that. replace  the  staples 
all  use  either  metal  or  plastic  materials.  Since  the 
author  has  used  both  polyethylene  and  stainless 
steel  in  a similar  vein  graft  technique,  it  was  felt  a 
comparison  should  be  made.  The  choice  of  material 
was  shown  to  be  of  little  importance  in  animal  ex- 
perimentation or  with  the  use  of  the  mathematical 
theory  of  middle  ear  acou.stics  as  expressed  by  the 
electric  analogue. 

From  a clinical  standpoint,  both  materials  give 


excellent  results  with  stainless  steel  seeming  slightly 
superior  in  producing  better  closure  of  the  air-bone 
gap.  \ success  rate  of  93.25  per  cent  was  reported. 
Also  demonstrated  was  the  need  for  close  co-opera- 
tion between  the  clinician  and  physicist. 

CEREBRAL  PALSY  AND  REL.ATED  DISOR- 
DERS. Eric  Denhoff.  In  CURRENT  PEDIAT- 
RIC THERAPY  1966-1967  by  Sidney  S.  Gellis 
and  Benjamin  M.  Kagan.  W.  B.  Saunders  Com- 
pany, Philadelphia,  1966. 

The  treatment  of  cerebral  palsy  and  related  dis- 
orders as  used  at  the  Meeting  Street  School  in  Prov- 
idence, Rhode  Island,  is  summarized  for  pediatri- 
cians. 

The  various  syndromes  of  cerebral  dysfunction 
are  described  as  well  as  the  elements  which  are  in- 
volved in  specific  dysfunctions.  The  important  de- 
velopmental periods  in  which  therapy  is  imiportant 
is  described. 

Detailed  description  of  the  home  developmental 
program  which  is  designed  to  stimulate  infants  with 
delayed  development  is  presented. 

Drug  therapy  for  seizure  control,  behavior  im- 
provement, and  muscle  rela.xation  is  discussed. 

Techniques  used  in  improving  sensory  depression 
and  in  aiding  educational  needs  are  also  presented. 

Our  treatment  provides  developmental  support 
for  these  neurologically  impaired  children.  A variety 
of  specialized  modalities  are  used  at  needed  periods 
to  help  the  child  overcome  developmental  deficien- 
cies. \Ye  prefer  to  start  treatment  when  the  child 
is  very  young.  \Ve  use  standard  forms  of  therapy, 
but  constantly  encourage  whenever  possible  group 
participation  instead  of  individual  therapy.  We  try 
to  avoid  bracing,  and  encourage  early  orthopedic 
surgery.  Only  17  per  cent  of  our  school  population 
has  required  surgical  intervention.  We  concentrate 
on  providing  parent  support,  and  use  drugs,  vita- 
mins and  dietary  aids  to  help  the  child  function 
better.  Our  approach  can  be  modified  and  used 
effectively  in  the  large  number  of  children  who 
present  signs  and  symptoms  which  suggest  a cere- 
bral dysfunction  basis. 

CHRONIC  DISCOID  LUPUS  ERYTHEM.ATO- 
SUS:  MODERN  MAN.4GEMENT.  Bencel  L. 
Schiff  and  Arthur  B.  Kern.  Dermatology  Digest 
4:67,  1965. 

Chronic  discoid  lupus  erythematosus,  first  de- 
( Continued  on  Page  5()4) 
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Winthrop  announces 
new 


For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 

Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active- ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  "acid 
overflow"  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture  — qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


ANTACID 
TABLETS 
AND  LIQUID 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  add— 
neutralizes  more  acid  faster  than  other  leading  antacids 


Rate  of  0.1  N hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


*HlnkeI,  E.  T.,  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 
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Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  Vi  to  one  hour  after 
meals  as  needed:  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)  WinGel,  trademark  reg.  u.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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(Continued  from  Page  562) 

scribed  under  this  name  in  1851,  has  been  the  sub- 
ject of  a great  many  therapeutic  approaches.  This 
report  reviews  the  various  forms  of  treatment  em- 
ployed to  the  present.  To  compare  the  efficacy  of 
the  various  modalities  and  to  come  to  some  con- 
clusion as  to  the  preferable  form  of  therapy,  the 
records  of  our  private  patients  with  chronic  discoid 
lupus  erythematosus  seen  during  the  past  ten  years 
were  reviewed. 

Seventy-two  patients  were  evaluated.  !Many  re- 
ceived different  agents  at  the  same  or  different 
times  so  that  the  total  number  of  forms  of  treat- 
ment was  in  excess  of  72.  The  best  results  were 
obtained  with  oral  antimalarials  (Aralen,®  Plaque- 
nil,®  Triquin®),  with  fluoclnolone  acetonide  in 
cream  or  ointment,  and  with  intralesional  injec- 
tions of  triamcinolone.  Side  effects  due  to  oral  anti- 
malarials were  observed  in  10  cases  and  in  one  due 
to  fluccinolone  acetonide  cream  used  with  an  oc- 
clusive technique.  In  view  of  the  frequency  of  side 
effects  from  antimalarials,  it  is  concluded  that  these 
should  be  used  with  caution  and  only  when  the 
other  two  types  of  therapy  have  failed. 


A HUSH . . . 


fell  over  the  saloon  as  all 
eyes  turned  toward  to  tall 
man  in  the  white  hat, 
“Bully”  Jones,  range  boss  of 
the  Bar  - X,  rose  from  his 
seat,  gun  in  hand.  “And  who 
might  you  be,  stranger?”  he 
snarled.  “Smith,”  came  the 
calm  reply,  “H.  O.  Smith,” 
“Xot  — not  the  Smith 
who  tamed  Dodge  City?” 
quavered  Jones,  suddenly 
death  - white.  “The  same,” 
answered  the  tall  man,  “and 
I’ve  come  for  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale,  available 
in  the  full  32-ounce  quart 
bottle.  It  sings  in  the 
glass  . . .” 


FLUPHENAZINE  DI  HYDROCHLORIDE  £- 

LIXIR  AS  ADJUNCT  IN  MANAGEMENT  OF 
CEREBRAL  DYSFUNCTION  SYNDROMES. 

Eric  Denhoff  and  John  T.  King.  Clin.  Med. 

72:837,  1965. 

Fluphenazine  dihydrochloride  elixir  (Permitil®) 
was  evaluated  for  its  effectiveness  in  controlling 
the  behavior  of  children  with  cerebral  dysfunction. 
The  categories  studied  were  behavioral  and  con- 
vulsive problems  in  mental  deficiency  and  cerebral 
palsy,  the  hyperkinetic  impulse  disorder,  speech 
disorders,  anxiety,  tantrums,  and  enuresis,  which 
was  considered  secondary  to  the  organic  deficits. 

An  elixir  containing  0.125  mg.  of  fluphenazine  in 
each  5 cc  was  administered  to  26  children  with 
cerebral  dysfunction.  In  the  26  trials,  22  (84.6^) 
were  improved  and  in  four  {IS.A^c)  there  was  no 
change.  Untoward  side  effects  were  observed  in 
two  children  (7.1^ ). 

An  elixir  containing  0.125  mg.  of  fluphenazine  in 
cc  was  administered  to  44  children  With  cerebral 
dysfunction.  In  these  44  trials  40  (91.091: ) were 
improved,  while  in  four  (9.09^)  no  change  in  the 
patient’s  condition  was  observed.  Mild  drowsiness 
in  one  child  (2.39^)  was  the  only  untoward  side 
reaction  noted  in  the  trials  with  this  dosage. 

In  the  70  trials  with  both  drugs  there  was  no 
incidence  where  the  patient  became  worse  while  on 
medication.  Fluphenazine  elixir  is  equally  as  effec- 
tive in  the  control  of  the  child  with  cerebral  dys- 
function as  is  chlorpromazine.  It  has  advantages 
over  chlorpromazine  in  that  there  was  a more 
rapid  action,  there  was  less  “droopiness”  and  there 
were  no  marked  side  effects. 

INJURIES  TO  THE  MEDLAL  MENISCUS  IN 

THE  .AGING  P. AT  I ENT.  Henry  :M.  Pitchman, 

Caroll  hi.  Silver  and  Stanley  D.  Simon.  J.A.hP.h. 

196:178,  April  11,  1966. 

Traumatic  internal  derangement  of  the  knee  is 
not  uncommon  in  the  older  aged  group.  Surgical 
treatment  was  successfully  employed  in  a series  of 
25  cases.  ^Modifications  in  surgical  technique  in  the 
cider  aged  group  included  subcutaneous  and  intra- 
articular  injection  of  1 per  cent  xylocaine®  with 
adrenalin  added  to  provide  hemostasis.  Partial  tibial 
collateral  ligament  division  and  repair  was  used 
when  transverse  mid-segment  tears  were  present 
with  the  posterior  portion  presented  as  a separate 
piece.  Xo  complications  were  encountered  and  all 
patients  had  relief  of  their  major  symptoms. 
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EDUCATION  FOR  DENTAL  HEALTH 

(Concluded  from  Page  552) 

in  each  succeeding  grade  level,  (5)  Reinforcement 
will  tend  to  establish  more  intense  attitudes  and 
values,  (6)  Evaluation  is  built  into  the  program  at 
each  grade  level,  and  (7)  The  student's  realization 
of  being  evaluated  may  act  as  a stimulus  for  posi- 
tive health  action. 

No  attempt  has  been  made  in  this  paper  to  tell 
the  teacher  how  to  teach  these  dental  concepts.  It 
is  felt  that  with  a concise  guide  of  “what  to  teach 
in  dental  health,  and  when  to  teach  it”  she  can  best 
develop  her  own  methods  of  how  to  teach.  The 
good  teacher  will  want  to  utilize  all  of  the  knowl- 
edge of  education  at  her  command  and  make  use 
of  all  of  the  subjects  she  teaches  as  a framework 
upon  which  to  build  her  program  of  education  for 
dental  health.  For  the  teacher  with  a sincere  in- 
terest in  teaching,  the  opportunities  to  teach  the 
few  basic  concepts  for  which  she  is  responsible  ap- 
pear to  extend  ad  infinitum.  The  need  for  con- 
tinuous reinforcement  of  the  messages  in  education 
for  dental  health  is  imperative.  Such  reinforcement 
will  serve  to  strengthen  the  concepts  taught,  and 
help  to  develop  a high  school  graduate  who  appre- 
ciates the  value  of  good  oral  health  and  who  has 
sufficient  dental  health  knowledge  to  attain  ana 
maintain  optimal  oral  health. 

REFERENCE 

'Education  for  Dental  Health,  R.  I.  Med.  Jl.  Aug.  1966 
''Tennsseee  Department  of  Health,  Division  of  Public 
Health;  A Dental  Health  Guide  for  the  Teachers  of 
'Tennessee.  1961.  P.  65 


The  office  at 
122  Waterman  Street 
formerly  occupied  by 
the  late 

Dr.  Raymond  F.  Hacking 
is  for  rent. 

Anyone  interested 
please  telephone 

WILLIAM  P.  BUFFUM,  M.D. 
421-3446 
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complete  the 

THYROID  PROFILE 

AT 

HDPKINB  MEDICAL  LABDRATDRY 


m 3 HOURS! 

a proved,  accurate  thyroid  function  test'-* 
(1-triiodothyronine 
test  for  determining 
the  thyrobinding  index 
of  serum  or  plasma) 


Unaffected  by  high  iodine  diets 
or  any  iodine  the  patient  may  be 
taking  therapeutically  or  diagnostically 
(opaque  dyes). 

Only  2 ml  of  patient’s  serum  or 
plasma  is  required.  The  patient 
does  not  have  to  take  or  use  anything. 
The  1'^'  is  used  in  vitro. 


Stat  orders  impeccably  executed. 

Economical  because  of  time-and- 
labor-saving  equipment  used. 

1.  Scholer,  J.  F.:  J.  Nuclear  Med.  3:41.  1962.  2. 
Foeckler,  F..  et  al..  Paper.  Meet.  Soc.  Nuclear  Med., 
June  1962.  3.  Sodee,  B.:  Paper,  Meet.  Soc.  Nuclear 
Med.,  June  1962.  4.  Nordyke.  A.  M.,  et  al.:  Paper, 
Meet.  Soc.  Nuclear  Med.,  June  1962. 


HOPKINS 

MEDICAL  LABORATORY 

322  BROADWAY 

PROVIDENCE,  RHODE  ISLAND 

Telephone — GAspee  l-'7244 


following 

infeeiion 

B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts ...  help  the  body  mobilize  defenses  during  convalescence ...  aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder'' 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


626-6-3612 
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AUXILIARY  DINNER-DANCE 
SATURDAY,  OCTOBER  29 
RHODES-ON-THE-PAWTUXET 
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( See  Page  616) 
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ECONOMICAL! 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly.and  Company,  Indianapolis,  Indiana  46206. 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryf 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  00666 


PARKE-DAVIS 


PAW(£,  DAVIS  i COMPANY,  Dtlroil,  MiMgtn  4a2n 
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Douglas  McIntosh  ...  Supervising  Our  “Doctor  Service”  Department 


Quicker  assistance  to  busy  physicians  and  medical  assistants  is  Doug's 
goal  and  the  objective  of  our  new  “Doctor  Service". 

Every  inquiry  we  receive  concerning  a Physicians  Service  claim  is  now 
automatically  switched  to  Doug’s  phone  extensions.  Here,  trained 
specialists  provide  answers  to  routine  and  not-so-common  questions 
doctors  might  have.  They  might  locate  a surgical  code,  help  determine  a 
surgical  or  medical  allowance,  find  a patient’s  membership  number, 
or  just  about  anything  else  involving  claims  assistance  for  doctors. 

You  can  help  Doug  help  you  save  time  whenever  you  have  a question 
concerning  Physicians  Service  claims.  Always  ask  the  switchboard 
operator  for  the  appropriate  department.  For  example,  if  your  inquiry 
concerns  Major  Medical  . . . ask  for  Major  Medical;  for  Medicare 
information  . . . ask  for  Medicare;  and  so  on.  Thank  you ! 


PHYSICIANS  SERVICE 

31  Canal  Street,  Providence,  R.  I. 
Telephone:  831-7300 
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AN  EVALUATION  OF  THE  MANAGEMENT  OF  BREAST  CARCINOMA 
IN  THE  AGED  FEMALE 

. . . Surgery  Recommended  For  Carcinoma  oj  Breast  in  Geriatric  Patients  . . . 
Banice  M.  Webber,  m.d.  and  Mary  P.  Colbert,  m.d. 

WARTS 

. . . Capricious  Response  To  Treatment  An  Indication  oj 
Frequent  Seriousness  Oj  Problem  . . . 

Francesco  Ronchese,  m.d 

BIRTH  ORDER  OF  TWINS,  APGAR  SCORE,  AND 
PERINATAL  MORTALITY 

. . . Second  Twin  Has  Higher  Mortality  And  Lower  Apgar  Score 
Than  First  Twin  . . . 

F.  Edward  Yazbak,  m.d.  and  Raymond  //.  Holden,  Ed.D. 

SUCCESSFUL  TREATMENT  OF  VENTRICULAR  FIBRILLATION 
COMPLICATING  ACUTE  MYOCARDIAL  INFARCTION  — 

A CASE  REPORT 

. . . Usejidness  Oj  External  Cardiac  Massage  And  Dejibrillation  Is  Stressed 
Sharad  Y . Deshpande,  m.d.  

THE  RHODE  ISLAND  MEDICAL  CENTER  DAY  CARE  PROGRAM  — 

A TWO  YEAR  FOLLOWUP  AND  EVALUATION 

. . . Day  Care  Program  Is  Feasible  And  Effective  In  Management 
Oj  Wide  Range  Oj  Mental  Disorders  . . . 

Johanna  E.  Mohrnheim,  m.d.  and  Alan  C.  Butler,  m.a. 

CRYPTOCOCCUS  MENINGITIS  — A CASE  REPORT 

. . . Case  Interesting  Because  Central  N ervous  System  Involvement. 

Pigeon  Excreta  Common  Source  Oj  Injection 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bh),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, i 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

N THE  WM.  S.  MERRELL  COMPANY 
Merrell  ) Division  of  Richardson-Merrell  Inc. 

y Cincinnati,  Ohio  45215 
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A HUSH . . . 


fell  over  the  saloon  as  all 
eyes  turned  toward  to  tali 
man  in  the  white  hat, 
“Bully"’  Jones,  range  boss  of 
the  Bar  - X,  rose  from  his 
seat,  gun  in  hand.  “And  who 
might  you  be,  stranger?”  he 
snarled.  “Smith,”  came  the 
calm  reply,  “H.  O.  Smith,” 
“Not  — not  the  Smith 
who  tamed  Dodge  City?” 
quavered  Jones,  suddenly 
death  - white.  “The  same,” 
answered  the  tall  man,  “and 
I've  come  for  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale.  available 
in  the  full  32-ounce  quart 
bottle.  It  sings  in  the 
glass  . . 


pOA/'rB£ A M 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


OCTOBER,  1966 
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Winthrop  announces 
new 


For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 

Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active-ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity.. .wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


ANTACID 
TABLETS 
AND  LIQUID 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1N  hydrochloric  acid— 
neutralizes  more  acid  faster  than  other  leading  antacids 


300 


Rate  of  0.1N  hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


•Hinkel,  E.  T.,  Jr,  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 
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Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  Vj  to  one  hour  after 
meals  as  needed:  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)  WinGel.  trademark  reg.  u.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


Finally  — a taste  your  patients  will  truly  like 
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THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by  the  Washington  Office  of  the 
American  Medical  Association 


The  Advisory  rommittee  on  Obstetrics  and  Gyne- 
colof<y  to  the  Food  and  Drug  Administration  re- 
ported that  in  a nine-month  study  it  could  find 
‘ no  adequate  scientific  data”  that  birth  control 
pills  are  “unsafe  for  human  use.” 

Hut  the  committee  said  that  there  are  "possible 
theoretical  risks”  in  the  use  of  oral  contraceptives. 
For  this  reason,  ti'.e  committee  recommended  fur- 
ther, e.xtensive  tests  to  learn  more  about  possible 
side-effects  and  to  improve  surveillance  of  the 
drugs. 

The  FD.A  accepted  this  proposal  and  other  com- 
mittee recommendations,  including  discontinuance 
of  lime  limitations  on  use  of  oral  contraceptives. 

FD.-\  Commissioner  Dr.  James  Goddard  said  the 
agency  would  like  to  start  studies  on  up  to  50,000 
women  ne.xt  year  and  eventually  on  as  many  as 
500,000  women.  The  biggest  drug  studies  thus  far 
have  involved  only  20.000  or  30,000  women. 

"The  committee  finds  no  adequate  scientific  data, 
at  this  time,  proving  these  compounds  unsafe  for 
human  use.  It  has  nevertheless  taken  full  cognizance 
of  certain  very  infrequent  but  serious  side-effects 
and  of  possible  theoretic  risks  suggested  by  animal 
experimental  data  and  by  some  of  the  metabolic 
changes  in  human  beings,”  the  committee  concluded. 

“In  the  final  analysis,  each  physician  must  evalu- 
ate the  advantages  and  the  risks  of  this  method  of 
contraception  in  comparison  with  other  available 
methods  or  with  no  contraception  at  all.  He  can 
do  this  wisely  only  when  there  is  presented  to  him 
dispa.ssionate  scientific  knowledge  of  the  available 
data.” 

The  FD.A  said  it  would  lift  shortly  its  recom- 
mended limits  on  use  of  the  pill.  The  agency  has 
required  that  manufacturers  state  on  their  labels 
and  advise  physicians  that  the  oral  contraceptives 
should  be  used  by  individuals  for  no  more  than 
four  years  because  of  concern  about  the  unknown 
long-term  effect  of  the  medications.  FD.A  officials 
and  the  advisory  committee  agreed  that  there  isn't 
any  sound  scientific  rationale  for  the  restriction. 


because  of  the  current  lack  of  data  that  would  in- 
dicate that  the  pills  are  dangerous. 

Other  steps  that  FDA  officials  said  would  be 
taken  as  a result  of  the  report  include  imposition 
of  uniform  labeling  requirements  on  all  types  of 
oral  contraceptives,  e imination  of  product-by- 
product variations  that  have  confused  physicians 
and  allowed  companies  to  make  different  promo- 
tional claims,  and  restrictions  of  the  use  of  the 
products  for  some  medical  purposes,  such  as  pre- 
vention of  abortion  and  treating  lack  of  menstru- 
ation or  painful  menstruation,  as  well  as  conception 
control. 

“The  oral  contraceptives  present  society  with 
problems  unique  in  the  history  of  human  therapeu- 
tics,” the  committee  said.  "Never  will  so  many 
people  have  taken  such  potent  drugs  voluntarily 
over  such  a protracted  perid  for  an  objective  other 
than  for  the  control  of  disease.  These  compounds, 
furthermore,  furnish  almost  completely  effective 
contraception,  for  the  first  time  available  to  the 
medically  indigent,  as  well  as  the  socially  privileged. 
These  factors  render  the  usual  standards  for  safety 
and  surveillance  inadequate.  Their  necessary  re- 
vision must  be  carefully  planned  and  tested,  lest 
the  health  and  social  benefits  derived  from  these 
contraceptives  be  seriously  reduced.  Probably  no 
substance,  even  common  table  salt,  and  certainly 
no  effective  drug  can  be  taken  over  a long  period 
of  time  without  some  risk,  albeit  minimal.  There 
always  will  be  a sensitive  individual  who  may  react 
adversely  to  any  drug,  and  the  oral  contraceptives 
cannot  be  made  free  of  such  adverse  potentials, 
which  must  be  recognized  and  kept  under  continual 
surveillance.  The  potential  dangers  must  also  be 
carefully  balanced  against  the  health  and  social 
benefits  that  effective  contraceptive  provide  for 
the  individual  woman  and  society. 

"The  oral  contraceptives  currently  in  use  are 
probably  not  those  that  wall  be  employed  10  or 
even  five  years  hence.  Drugs  with  even  less  poten- 
( Continued  on  Page  579) 
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the  common  cold  and  the  aging  patient 


Louis  J.  Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  tnohile  and  less  elastic  as  the  bronchial  walls  and  thoracic  ligaments  lose  elasticit) 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  beco^ne  sfnaller,  flabbier  and  weigh  less, 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 


One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 
patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
to  hospitals  and  ranks  high  on  the  list  of  geriatric 
killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
ary infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
pneumonia, because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
elderly. 

What  is  different  about  the  respiratory  tree  of  an 
aged  person  and  that  of  an  otherwise  healthy 
younger  adult?  Aging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
siologic aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 
less  mobile  and  less  elastic. 

the  anatomic  changes  that  occur  in  aging  render  the 
lungs  less  efficient.  Tests  of  pulmonary  function  in 
senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
fever  and  secondary  infection  associated  with  the 
common  cold,  placing  an  additional  stress  on  the 
entire  cardiopulmonary  reserve. 


The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 
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For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

keeps  patients  comfortable  'round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Colds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho-pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic’  provides  up  to  24-hour 

coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12  yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 
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Each  tablet  contains:  Triaminic"-  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyriiamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine  0.167  Gm.) 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 


tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN'  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


@ MERCK  SHARP  & DOHME  where  today's  theory  is  tomorrow's  therapy 
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INDOCIN 

INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions;  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 

uct circular  with  package  or  available  on  request. 


WASHINGTON  SCENE 
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tially  adverse  effect,  utilizable  in  smaller  dosage, 
will  undoubtedly  be  developed  through  continuing 
research.” 

* H:  * 

The  American  Medical  Association  opposed  le- 
gislation that  would  make  prescribing  drugs  by 
generic  name  mandatory  under  the  federal  pro- 
gram of  medical  care  for  dependents  of  military 
personnel. 

The  A^IA  expressed  its  opposition  in  a letter  to 
a joint  House-Senate  Committee  that  was  consider- 
ing such  legislation.  The  letter  said; 

"The  generic  name  refers  to  the  active  chemical 
ingredient  of  the  drug  and  not  to  the  finished  prod- 
uct which  is  supplied  to  the  patient.  In  order  that 
it  may  be  dispensed,  the  tradename  manufacturer, 
by  way  of  a specific  formulation,  processes  the 
drug  to  its  final  form.  For  example,  included  in  a 
manufacturer’s  preparation  of  a tablet  form  of  a 
drug  may  be  a number  of  variables  such  as  the 
crystalline  size,  the  nature  of  the  excipients,  the 
coloring  agents  and  flavors,  the  tableting  pressures, 
coating  films,  and  the  orientation  within  the  tablet. 

“Since  the  finished  product,  depending  on  who 
has  manufactured  it,  may  emerge  in  any  one  of 
several  forms,  it  becomes  apparent  that  a generic- 
named  drug  supplied  by  one  manufacturer  may  dif- 
fer to  a significant  degree  from  the  same  generic- 
named  drug  supplied  by  another  manufacturer.  Yet, 
if  the  physician  is  compelled  to  prescribe  by  ge- 
neric name,  he  would  have  no  control  as  to  which 
drug  is  used  by  the  pharmacist  in  filling  the  pre- 
scription. 

“The  coating,  the  disintegration  time,  the  solubil- 
ity, the  choice  of  vehicle  or  base,  these  and  other 
factors  may  be  extremely  important  to  the  physician 
who  chooses  a drug  for  his  patient.  He  must  have 
the  opportunity  to  specify  that  drug  containing  the 
variables  he  has  found  suitable  to  the  treatment  of 
his  patient.  Further,  where  his  patient  is  receiving 
the  same  medication  over  a period  of  time,  suc- 
cessive refills  of  the  same  prescriptions  with  prod- 
ucts of  different  manufacturers,  could  lead  to  vari- 
ations in  therapeutic  response  which  may  mislead 
him. 

“It  has  been  suggested  that  generic  prescribing 
would  result  in  substantial  savings.  This  may  be 
true  in  some  instances,  but  certainly  not  in  all.  Ge- 
neric prescribing  would  allow  the  pharmacist  to  fur- 
nsh  the  patient  with  that  manufactured  drug  he, 
the  pharmacist,  has  chosen.  It  may  or  may  not  be 
less  expensive.  In  any  event,  it  is  the  pharmacist 
who  sets  the  final  price. 
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Norm5i..«.. 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus>-*3  and  an  acceleration 
of  endometrial  changes. With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule;  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 
ber. 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  I is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References;  1.  Council  on  Drugs.  JAMA  187:664  {Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965  3.  Goldrieher,  J.  W Med  Clin  N Amer 
48:529  (Mar.)  1964  4.  Cohen,  M.  R.;  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calil.,  July  15,  1965,  Reported  in  Med  Sci  16‘26 
(Nov.)  1965  5.  Hammond,  D.  0.:  Ibid,  6.  Rice-Wray.  E., 
Goidzieher,  J.  W.,  and  Aranda-Rosell,  A.:  Fertil  Stenl 
14:402  (Jul.-Aug  ) 1963.  7.  Goidzieher,  J.  W.,  Moses. 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers.  R.  D.:  GP  29:88  (Jan.)  1964  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rude!,  H.  W.,  Mar- 
tinez-Manautou,J.,and  Maqueo-Topete,  M : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  II.  Flowers.  C,  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
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Fertility.  Report  adopted  by  the  Committee  on  Human 
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188:1115  (June  29)  1964,  15.  Merritt,  R.  I.:  AppI  Ther 
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at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindrone — an  original  steroid  from 

SYNTEXS 


Norinyl, 

(norethindrone  2 mg  c mestranol  ®/0  1 mg  ) 

for  multiple  contraceptive  action 


JOHN  F.  KENNEY  CLINIC  DAY 

Sponsored  by  the  Medical  Staff  of  the  Memorial  Hospital 

PAWTUCKET,  R.  I. 

WEDNESDAY,  NOVEMBER  9,  1966  NURSES'  AUDITORIUM 

RESEARCH  SESSION,  9;00  A.-M. 

“Newer  Drugs  in  the  Diseases  of  iMedical  Progress  in  Psychiatry” 

Laurence  A.  Senseman.  iM.D..  Chief,  Department  of  Psychiatry 
"The  Treatment  of  Congenital  Tracheo-esophageal  Fistula  with  Esophageal  Atresia 
in  the  New  Porn” 

Leland  W.  Jones,  H.D.,  Senior  Assistant  Surgeon.  Department  of  Surgery 
Richard  W.  Perry,  ^l.D..  Junior  Surgeon,  Department  of  Surgery 
■‘Adrenal  Tumors  and  Hypertension" 

Daniel  S.  Liang.  iM.D..  Surgeon.  Department  of  Urolog\’ 

‘ A New  Single  Height  and  Weight  Growth  Chart  Covering  Both  Boys  and  Girls 
from  0 to  1 1 Years" 

Ale.xander  A.  Jaworski,  iM.D.,  Physician,  Department  of  Pediatrics 
Rudolf  -A.  jawerski.  M.D..  Ph\-sician,  Department  of  Pediatrics 
"Case  Report  of  Atrial  iMy.xoma"  with  Hospital  film 
-Alton  Al.  Pauli.  AI.D.,  Physician.  Department  of  Medicine 
jehn  T.  Yashar,  M.D..  Senior  .Assistant  Surgeon,  Department  of  Surgery 
Barbara  Carter.  AI.D..  Radiologist,  Roger  Williams  Hospital 
■‘Surg’cal  Treatment  of  Supracondylar  Elbow  Fracture" 

Michael  E.  Seals,  AI.D..  Surgeon,  Department  of  Orthopedics 
Edward  Spindell.  AI.D.,  Surgeon,  Department  of  Orthopedics 
".Auricular  Flutter  with  Complete  Heart  Block" 

Sharad  Deshpande.  AI.D..  Resident.  Department  of  Medicine 
.Alton  AT  Pauli.  AI.D..  Physician.  Department  of  Aledicine 

COFFEE  BREAK  --  10:30-10:45  A.AI. 

■‘Respiratory  Distress  in  Children  as  A’iewed  by  the  Thoracic  Surgeon” 

Robert  W.  Riemer.  AI.D.,  Surgeon.  Department  of  Surgery 
“New  Trends  in  the  Treatment  of  Chronic  Pancreatitis" 

Juan  N.  Aledina,  AI.D..  Junior  .Assistant  Surgeon.  Department  of  Surgery 
■"The  Treatment  of  Pulmonary  .Artery  Emboli" 

John  J.  A'ashar.  AI.D.,  Senior  .Assistant  Surgeon,  Department  of  Surgery 
Leland  W.  Jones.  AI.D..  Senior  .Assistant  Surgeon.  Department  of  Surgery 
Richard  W.  Perry,  AI.D.,  Junior  .Assistant  Surgeon.  Department  of  Surgery 
‘■-Acute  Intermittent  Porphyria" 

Stephen  J.  Hoye.  AI.D..  Surgeon-in-Chief 

■'Ten  A'ears  Experience  of  .Aortic  .Aneurysm  at  the  Alemorial  Hospital" 

Jesse  P.  Eddy  III.  AI.D.,  Senior  Surgeon.  Department  of  Surgery 
" Cardiac  99  — Two  and  One-half  A’ears  Progress  Report" 

Edward  Damarjian,  AI.D..  Chief  of  .Anesthesia 

FREE  BUFFET  LUNCH  — 12:15  P.AI. 

YLSITING  SPFLAKERS,  1:30  P.AI. 

SYAIPOSir.M  ON  SHO(’K 

.\  comprehensive  discussion  on  newer  concepts  of  shock  and  practical  clinical 
aspects  and  management. 

1.  Richard  H.  F'gdahl,  AI.D..  Professor  and  Chairman 
Department  of  Surgery,  Boston  University  Aledical  Center — University  Hospital 

2.  Edward  I).  Frank.  AI.D. 

-A.'sistant  Professor  cf  Surgery.  Harvard  Aledical  School 
.\ssocia‘,e  \ isiting  Surgeon  at  Beth  Israel  Hospital 

3.  William  C.  Fdliott.  AI.D. 

Instructor  in  Aledicine  at  Harvard  Aledical  School  and  Junior  .Associate  in 
Aledicine  at  Peter  Bent  Brigham  Hospital 

— 722-6000,  Ext.  213  available  for  emergency  calls  — 

.Ap|)roved  for  6 hours.  Category  1 credit  by  the  .A..A.G.P. 


9:00  .A.AI. 
9:15  .A.AI. 

9:30  .A.AI. 
9:45  .A.AI. 

9:52  .A.AI. 

10:00  .A.AI. 

10:15  .A.AI. 

10:45  .A.AI. 
11:00  -A.AI. 
11:15  -A.AI. 

11:30  .A.AI. 
11:45  .A.AI. 
12:00  P.AI. 


! 

Blood-glucose 
screening  for  ^ 
your  patients? 


lEXTROSTlX- 

ovides  a clinically  useful 
Jtermination  when  performed 
'.cording  to  directions^ 


.because  “Abnormalities  of  glucose 
letabolism  are  among  the  [most 
ommon]  encountered  in  clinical 
ractice....”*  Simple,  quick,  econom- 
',a\  blood-glucose  screening 
'ith  Dextrostix®  Reagent  Strips  is 
racticable  in  every  regular  physical 
xamination,  emergency  situation, 
nd  whenever  hypo-  or  hyper- 
lycemia  may  be  of  clinical 
significance -for  “The  precision 
nd  accuracy  of  Dextrostix 
.meet  the  need  for  an  always 
i/ailable  simple  screening 
lethod....”*  All  that  is  required 
ir  screening  with 
EXTROSTix  is  60  seconds 
id  a globular  drop  of 
apillary  or  venous  blood, 
bnormal  readings  will  be 
valuable  aid  to  diagnosis; 
irmals  will  help  you 
Jtablish  an  important 
iseline  for  future  reference. 

arks,  V.,  and  Dawson,  A.: 
it.  M.  J.  7:293,  1965. 


iXTROSTlX  is  not  intended  to  replace 
; more  precise  analytical  laboratory  methods. 


fes— ^ your  patients 


AMES  COMPANY,  INC. 

Elkhart,  Indiana  AtviEs 


09  165 
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what 

time 

isK? 


For  the  past 
two  years 
there's  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


Hrstime 
to  tine. 


Tuberculin, 
Tine  ^Test 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25's. 
Order  noNV 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


414-6— 4046t* 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin. ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  i/a  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BAGITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 

2/3449  MK-3 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerated 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and,  in  recommended  dosage,  has  no  adverse  effects 
on  the  kidneys. 

• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'A  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 

CIBA 


When  the  stagnant  sinus 
must  be  drained... 


i 

i 


f ransillumination  of  the  sinuses  — diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


\l^/7^rop 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

VbVo  solution  for  infants 

y*Vo  solution  for  children  and  adults 

VtVo  pediatric  nasal  spray  for  children 

VjVo  solution  for  adults 

V2Y0  nasal  spray  for  adults 

VjYo  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


SQUIBB  MOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
eltect  from  an  unwanted  side  effect 
It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis. 1 Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.'* 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.^ 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.'*  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.''  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.'^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  ap^peared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.'*  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase."' 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.**  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.**  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.**  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.^ 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — w'ith  im- 
provements being  aimed  at  two  particu- 
lar areas;  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. *- 

One  of  these,  Naturetin,  Squibb  Ben- 
drofiumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydrofiumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”*" 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  ( bendroffumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
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must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 
Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gono- 
coccus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  arc  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  obser\'ation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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It  is  the  purpose  of  this  paper  to  investigate  a 
group  of  elderly  females  with  cancer  of  the  breast 
who  have  been  followed  at  the  Rhode  Island  Me- 
dical Center  Tumor  Clinic  for  the  ten  year  period 
between  1956  and  1966.  There  has  been  much  con- 
fusion in  the  literature  regarding  the  course  of 
breast  cancer  in  the  elderly  female.  It  is  apparent 
however  that,  since  the  incidence  of  breast  cancer 
is  known  to  increase  with  age,  more  cases  of  breast 
cancer  will  be  encountered  as  the  population  be- 
comes older.  It  has  been  felt  by  some  authorities 
that  the  disease  is  more  ‘‘benign”  in  aged  women 
and  that  therapy  need  not  be  as  radical  as  for  the 
younger  patient.  Eor  instance,  Ian  MacDonald  in 
Xealon’s  “Management  of  the  Patient  with  Can- 
cer”' states  that,  if  concomitant  cardiovascular  dis- 
ease makes  radical  mastectomy  hazardous  in  an 
elderly  patient,  simple  mastectomy  offers  no  appre- 
ciable advantage,  and  that  such  women  usually  70 
years  of  age  or  older  should  be  treated  by  x-ray 
therapy  followed  by  oral  estrogens.  He  states  that 
such  a course  of  therapy  had  produced  measurable 
remission  in  fifteen  of  twenty-one  women  so  treated 
three  years  after  treatment.  Opinions  such  as  these 
and  also  the  generally  held  “clinical  impression” 
that  breast  cancer  follows  a different  course  in  the 
elderly  patient  than  in  the  young,  often  lead  the 
physician  to  offer  minimal  treatment  to  these  pa- 
tients. 

Since  the  Tumor  Clinic  at  the  Rhode  Island  Ab - 
dical  Center  deals  with  a large  geriatric  population, 
and  since  most  patients  once  entered  into  the  clinic 
remain  institutionalized  for  the  rest  of  their  lives 
and  are  thus  closely  followed  to  death,  it  was  felt 
that  careful  evaluation  of  our  experience  with  this 
group  would  bs  of  value.  Certain  specific  questions 
are  to  be  raised  in  this  study.  These  are:  1.  Is 
breast  cancer  in  the  aged  Kmale  a different  disease 
from  that  ir  the  young  in'liviual?  2.  May  the  pa- 


tient so  affected  be  expected  to  live  out  her  re- 
maining years  in  symbiosis  with  her  cancer?  .5.  .Are 
estrogens  effective  as  therapy  in  this  age  group? 

Eor  purposes  of  this  study,  all  patients  aged  75 
or  older  who  entered  into  the  clinic  were  evaluated. 
It  should  be  understood  that  many  of  these  women 
were  hospitalized  for  mental  or  other  medical  dis- 
eases and  were  not  considered  to  be  good  candidates 
for  radical  treatment.  The  philosophy  of  treatment 
for  many  of  these  poor  risk  patients  was  to  treat 
them  with  estrogen  alone  following  needle  biopsy 
confirmation  of  the  diagnosis.  In  addition,  there 
were  several  other  patients  who  because  of  ad- 
vanced age  alone  or  because  of  refusal  on  the  part 
of  the  patient  or  the  patient’s  family  to  allow  surgi- 
cal therapy  were  treated  by  other  methods. 

During  the  period  between  1956  and  1966, 
twenty-nine  patients  over  the  age  of  75  with  breast 
cancer  were  followed  in  the  Tumor  Clinic.  The  age 
distribution  was  as  follows:  Age  75-80  — ten  pa- 
tients; age  80-85  — eleven  patients;  age  85-90  — 
seven  patients;  age  90-95  — none;  there  was  one 
patient  age  96. 

It  is  of  interest  to  note  that  a total  of  seventy-five 
breast  cancer  patients  were  seen  in  the  clinic  during 
this  same  time.  Thus,  39  per  cent  of  the  entire 
group  were  in  the  geriatric  group  now  considered. 

METHODS  OF  TREATMENT 

These  patients  were  treated  by  simple  or  radical 
mastectomy  either  with  or  without  radiation,  or  by 
estrogens  alone. 

Radical  Mastectomy  — Five  patients  were  treated 
by  radical  mastectomy. 

Case  1.  .Aged  78.  Axillary  nodes  negative. 
Treated  by  radical  mastectomy.  Six  years  later  at 
age  84  developed  pleural  effusion,  and  then  diffuse 
osseous  metastases.  She  was  treated  with  estrogen 
without  resjwnse.  .After  a change  to  androgen  she 
demonstrated  a mixed  response  in  the  areas  of  os- 
seous metastases  with  no  further  effusion.  She  died 
of  disease  9 years  and  5 months  after  surgery. 

Case  2.  .Aged  80.  .Axillary  nodes  status  un- 
(roiitiiuied  on  next  page) 
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known.  Treated  by  radical  mastectomy.  Surviving  2 
years  and  3 months  without  evidence  of  disease. 

Case  3.  Aged  84.  Axillary  nodes  positive.  Treat- 
ed by  radical  mastectomy.  Died  during  post-opera- 
tive period  of  congestive  failure. 

Case  4.  Aged  80.  Negative  nodes.  Treated  by 
radical  mastectomy.  Living  5 years  after  operation 
without  disease. 

Case  5.  Aged  78.  Positive  nodes.  Radical  mas- 
tectomy. Died  of  bronchopneumonia  11  months  aft- 
er operation.  No  evidence  of  cancer  at  time  of  death. 
Simple  Mastectomy  — Twelve  patients  were  treated 
by  simple  mastectom\'. 

Case  6.  Aged  75.  Negative  nodes.  Treated  by 
sirnple  mastectomy  and  x-ray  therapy.  Living  one 
year  after  operation  without  evidence  of  diseases. 

Case  7.  Aged  89.  Negative  nodes.  Simple  mas- 
tectomy. Living  7 months  without  evidence  of 
disease. 

Case  8.  Aged  75.  Negative  nodes.  Simple  mas- 
tectomy and  x-ray  therapy.  Living  10  years  follow- 
ing surgery  without  disease. 

Case  9.  Aged  77.  Negative  nodes.  Simple  mas- 
tectomy. Pulmonary  metastes  developed  8 months 
after  operation.  Treated  with  estrogen  and  living 
with  disease  1 year  after  operation. 

Case  10.  Aged  80.  Simple  mastectomy.  Died  of 
metastatic  disease  3 years  and  8 months  after  op- 
eration. 

Case  11.  Aged  86.  Simple  mastectomy.  Living 
without  disease  6 months  after  operation. 

Case  12.  Aged  85.  Nodes  negative.  Simple  mas- 
tectomy. Developed  axillary  metastases  after  1 year 
and  2 months.  Treated  with  estrogens  without  re- 
sponse. Died  of  cancer  1 year  and  7 months  after 
operation. 

Case  13.  Aged  81.  Nodes  positive.  Simple  mas- 
tectomy and  x-ray  therapy.  Axillary  nodes  increased 
in  size  and  treated  with  estrogens  without  response, 
died  of  cancer  1 year  9 months  after  operation. 

Case  14.  Aged  75.  Ulcerating  carcinoma  with 
negative  nodes.  Simple  mastectomy.  Died  10  months 
later  following  hip  pinning  for  non-pathological 
fracture  of  hip.  No  evidence  of  cancer  at  time  of 
death. 

Case  15.  .Aged  86.  Negative  nodes.  Simple  mas- 
tectomy. Died  6 months  after  operation  for  frac- 
tured hip.  No  evidence  of  cancer  at  time  of  death. 

Ca.se  16.  .Aged  89.  Negative  nodes.  Simple  mas- 
tectomy. Living  without  disease  1 year  2 months 
after  operation. 

One  patient  (ca.se  18)  underwent  a generous 
local  excision  of  breast  cancer  and  was  living  with- 
out evidence  of  disea.se  one  year  later. 

It  is  obvious  that  a patient  group  of  this  .sort 
cannot  be  evaluated  by  the  usual  five-year  method 
of  follow-up.  Alany  of  the.se  patients  do  not  have 
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a five-year  life  expectancy.  Since  the  group  is 
spread  over  the  entire  ten-year  period  under  study, 
some  patients  were  treated  only  a short  time  before 
the  study  period  closed.  Since  the  clinical  course 
of  all  patients  was  closely  followed  in  the  clinic 
however,  they  have  been  classified  as  ‘‘controlled” 
or  ‘‘not  controlled”  as  far  as  their  breast  cancers 
are  concerned.  It  is  appreciated  that  some  patients 
in  the  controlled  group  will  change  to  uncontrolled 
as  time  goes  on. 

Of  the  5 patients  treated  by  radical  mastectomy 
therefore,  cases  2,  4,  and  5 are  considered  as  ‘‘con- 
trolled.” .Although  case  5 survived  only  11  months 
after  operation,  she  had  no  clinical  evidence  of 
cancer  at  the  time  of  her  death  and  is  therefore 
classified  as  controlled.  Of  the  remaining  2 cases, 
one  was  considered  “uncontrolled”  and  there  was 
one  post-operative  death. 

Of  the  twelve  patients  treated  by  simple  mas- 
tectomy, 8 cases  were  “controlled”  as  was  the  one 
patient  who  underwent  local  excision.  Four  of  the 
simple  mastectomy  cases  were  “uncontrolled.”  There 
were  no  post-operative  deaths. 

Hormonal  Treatment  — Eight  patients  were  treated 
with  hormones  alone. 

Case  19.  .Aged  86.  Nodes  positive.  Treated  with 
estrogens  without  effect.  Died  in  three  months. 

Case  20.  Aged  86.  Nodes  negative.  Treated 
with  estrogens  with  no  effect  on  the  primary  tumor. 
Never  developed  evidence  of  metastatic  spread. 
Died  of  bronchopneumonia  2 years  and  8 months 
after  onset  of  treatment. 

Case  21.  .Aged  84.  Osseous  metastases  when 
entered  into  clinic.  Received  estrogens.  Died  in  one 
month. 

Case  22.  .Aged  79.  Positive  nodes.  Treated  ■with 
estrogens  without  effect.  Died  in  eight  months. 

Case  23.  .Aged  76.  Treated  with  estrogens  with 
complete  disappearance  of  lesion.  Died  of  cerebro- 
va.scular  accident  one  year  and  6 months  after  onset 
of  treatment  without  evident  cancer. 

Case  24.  .Aged  96.  Treated  with  estrogens  with- 
out respon.se.  Died  in  9 months. 

Case  25.  -Aged  84.  Negative  nodes.  Treated  with 
estrogen  with  complete  disappearance  of  tumor. 
Died  of  gangrene  of  leg  8 months  after  onset  of 
treatment  without  evident  cancer. 

Case  26.  .Aged  83.  Positive  nodes.  Treated  with 
estrogens  without  respon.se.  Died  in  four  months. 

Of  these  eight  patients,  two  cases  (23  & 25) 
exhibited  complete  disappearance  of  their  breast 
cancers.  They  were  carefully  followed  and  never 
demonstrated  evidence  of  metastatic  spread.  They 
died  of  other  diseases  and  had  no  clinical  evidences 
of  cancer  at  the  time  of  their  deaths.  They  are 
considered  “controlled”  within  the  limits  of  this 
study.  C'a.se  20,  who  survived  the  longest  time. 
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showed  no  evidence  of  tumor  regression.  Although 
she  developed  no  evident  metastases,  she  cannot  be 
considered  as  “controlled”  since  the  primary  tumor 
did  not  regress.  There  are  therefore  si.x  •‘uncon- 
trolled” patients  in  this  group. 

There  remain  three  patients  who  received  no 
treatment  at  all. 

Case  27.  .'\ged  76.  Extensive  ulceration.  Patient 
terminal.  Died  in  one  month. 

Case  28.  Aged  78.  Refused  treatment.  Died  in 
6 months.  Autopsy  revealed  pulmonary  emboli.  Can- 
cer confined  to  the  breast  only. 

Case  29.  Aged  85.  Refused  treatment.  Died  in 
6 months. 

DISCUSSION 

To  return  to  the  original  question  of  whether 
breast  cancer  is  a different,  less  malignant  disease 
in  the  aged,  it  is  interesting  to  note  that  the  only 
patients  who  survived  as  long  as  three  years  in 
this  group  whether  or  not  the  disease  was  ‘‘con- 
trolled” are  all  in  the  surgically  treated  groim. 
Thus,  two  of  the  patients  treated  by  radical  mas- 
tectomy and  two  treated  by  simple  mastectomy 
survived  at  least  three  years.  It  may  be  antici- 
pated that  some  others  in  the  surgically  treated 
group  will  eventually  survive  as  long  as  three  years. 
Of  the  remaining  patients,  treated  with  hormones 
alone  or  not  treated,  none  survived  three  years.  The 
two  treatment  groups  — surgical  and  hormonal  — 
cannot  be  compared  in  terms  of  survival  times,  how- 
ever. There  was  obvious  case  selection,  as  those 
cases  assigned  to  hormonal  treatment  were  for  the 
most  part  too  sick  or  feeble  to  be  considered  as  rea- 
sonable surgical  risks.  When  only  the  factor  of  can- 
cer “control”  is  concerned,  however,  the  two  groups 
may  be  compared  This  method  of  case  analysis 
negates  factors  of  other  disease  and  case  selection 
since  only  objective  evidence  of  tumor  control  is 
being  evaluated.  Thus,  60  per  cent  of  the  radical 
mastectomies  and  75  per  cent  of  the  simple  mas- 
tectomy group  were  “controlled.”  Of  the  estrogen 
treated  group,  only  25  per  cent  were  ‘‘controlled.” 

Only  surgical  therapy  offered  a reasonable  degree 
of  cancer  control  regardless  of  the  presence  or  ab- 
sence of  other  disease.  On  the  basis  of  information 
available,  however,  one  cannot  state  unequivocally 
that  surgery  prolonged  life  in  these  patients.  The 
mean  survival  time  in  the  entire  surgically  treated 
group  including  the  one  post-operative  death  is  28 
months.  When  the  post-operative  death  is  excluded 
it  is  30  months.  Wade^  evaluated  six  studies  of  un- 
treated breast  cancer  and  from  this  collective  data 
evaluated  51  untreated  cases  over  the  age  of  75. 
The  mean  survival  time  in  this  group  was  32.4 
months.  Does  this  indicate  that  surgical  treatment 
“controlled’  disease,  but  did  not  prolong  life  in 
our  group  of  patients?  It  would  ajipear  that  this 


is  probably  not  the  case  since  the  mean  survival 
time  in  the  estrogen  treated  group  was  13.7  months 
and  in  the  untreated  group  only  4.3  months.  If 
only  ‘‘cancer  control”  and  not  increa.sed  survival 
time  was  being  offered  to  this  group,  one  might 
expect  a less  significant  difference.  This  thesis  can- 
not be  proven  with  this  group  of  patients  using  the 
data  available  to  us. 

If  breast  cancer  in  the  aged  is  then  a truly  malig- 
nant disease  requiring  surgical  e.xcision  to  modify 
its  course,  what  is  the  place  of  hormonal  therapy 
in  its  management?  In  younger  patients,  hormonal 
manipulations  have  been  effective  in  producing  al- 
terations in  the  course  of  far  advanced  breast 
cancer.  It  has  been  generally  stated  and  ac- 
cepted that  estrogens  are  more  effective  than 
androgens  and  should  be  used  in  the  treatment  of 
post-menopausal  patients  with  metastatic  disea.se. 
B.  J.  Kennedy'*  in  collecting  the  data  of  the  Co- 
operative Breast  Cancer  Group  of  the  Cancer  Chem- 
otherapy National  Service  Center  compared  the 
effects  of  diethystilbesterol  and  testosterone  in  post- 
menopausal patients  with  advanced  breast  cancer. 
In  this  study  patients  were  not  grouped  by  age,  but 
by  years  post-menopause.  The  maximum  group  in 
terms  of  age  being  those  reported  as  ten  years  post- 
menopausal and  over.  In  this  group  he  noted  that 
4 of  30  patients  had  objective  regression  when 
treated  with  androgen  and  1 1 of  29  cases  had  re- 
gressions on  estrogen  therapy.  Of  the  entire  group 
of  post  menopausal  patients,  30  per  cent  responded 
to  estrogens  and  only  10  per  cent  to  androgen.  He 
concluded  therefore  that  estrogen  offers  significant 
chance  of  remission  in  post-menopausal  patients. 

The  patients  in  our  study  demonstrated  no 
such  improvement  when  stilbesterol  was  added 
to  the  treatment  regime.  In  our  entire  group  in- 
cluding those  treated  surgically  and  those  not  so 
treated,  12  patients  received  hormones  at  some  time 
during  the  course  of  their  disea.se.  Eight  of  these 
(cases  19-26)  received  only  hormones.  The  others 
(cases  1,  9,  12,  and  23)  received  estrogens  for  me- 
tastic  disease  after  initial  surgery.  Although  these 
cases  have  previously  been  summarized,  certain 
features  will  be  reconsidered. 

Case  1.  .'\ged  84,  at  onset  of  metastatic  disease 
received  estrogens  without  effect.  When  converted 
to  androgen,  pleural  effusion  ceased  and  bones 
showed  a mixed  response. 

Cace  9.  Aged  78,  at  onset  of  pulmonary  metas- 
tases — has  been  treated  with  estrogens  with  ques- 
tionable response. 

Case  12.  .Aged  86,  at  onset  of  axillary  metastases 
received  estrogen  without  response. 

Case  13.  Aged  81.  Axillary  metatases  increased 
in  size  despite  estrogen  therapy.  Of  the  group 
( C()!i eluded  nil  Page  611) 
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WARTS 

Capricious  Response  To  Treatment  An  Indication  Of  Frequent 
Seriousness  of  Froblem 

FRAXCESCO  ROXCHESE,  M.D. 


The  Author.  Francesco  Konchesc,  M.D.  of  I^roi'ulcncc. 

Rhode  Island.  Formerly  Chief  of  Dermatology,  Rhode 

Island  FI  os  pit  al. 

\ common  question  of  patients,  physicians,  and 
insurance  carriers  is:  how  many  treatments,  on  the 
average  are  required  to  cure  a plantar  wart? 

Item.  Psychiatrist  YalonP  reports  the  case  of 
a 30-year-old  wife  of  a naval  officer,  seen  by  him 
appro.ximately  seventy-five  times,  each  session  last- 
ing from  sixty  to  eighty  minutes,  for  treatment  by 
hypnosis  of  disabling  multiple  plantar  warts.  Pre- 
viously she  had  had  private  and  military  orthopedic 
and  dermatologic  care  for  a total  of  more  than  40 
visits.  The  warts  finalh'  disappeared  after  hypnotic 
therapy  over  a period  of  a year  and  a half, 
good  case  for  government  medicine. 

Warts  are  far  from  “vulgar, " as  the  Latin  con- 
notation Verruca  \'ulgaris  would  imply,  if  for  ‘ vul- 
gar" is  intended  common,  plebian,  pedestrian,  un- 
important. The  young  woman  reported  by  Valom’ 
would  certainly  not  consider  her  warts  "vulgar.” 

Warts  are  the  product  of  a virus.  linear  forma- 
tion ( Fig.  1 ) demonstrates  that  the  virus  has  been 
carried  by  the  patient's  nails.  On  lips  they  are 
often  the  result  of  biting  warty  fingers.  Some  labial 
warts  are  nicknamed  ‘'kissing  warts." 

Ciuffo-  in  1907  injected  in  his  own  skin  a Berke- 
feld’s  candle  filtrate  of  warts.  The  development  of 
warts  demonstrated  their  viral  nature. 

The  virus-origin  of  warts  puts  them  in  a differ- 
ent categor\'  from  moles,  vascular  tumors,  basal 
cell  and  other  tumors  for  which  a cure  can  be  ex- 
pected after  surgical  e.xcision,  performed  once.  Sur- 
gical excision  of  a wart,  or  radiation,  electrocoagu- 


Fig.  1.  Warts  in  linear  formation  from  the  virus 
carried  by  scratching  nails. 


lation,  chemicals,  or  freezing  may  be  followed  by 
a recurrence,  as  in  the  extremely  unusual  case  re- 
ported by  Yalom.  The  possible  recurrence  disquali- 
fies surgical  excision  as  the  method  of  choice.  It 
should  be  reserved  as  a last  resort.  Moreover,  sur- 
gical removal  of  a wart  on  the  sole  of  a foot,  or 
aiound  the  mouth,  nostrils,  or  fingertips  may  leave 
a deforming  and  painful  scar  for  life.  What  w'ill 
one  do  if  an  excised  plantar  wart  is  followed  by 
many  more  in  the  surgical  scar  (Fig.  2)? 


Fig.  2.  Periungual  warts  are  as  had  as  plantar  warts 
as  far  as  resistance  to  therapy.  Plantar  warts  recur- 
ring and  spreading  after  surgical  excision.  (bottom) 


It  is  possible  that  warts  are  the  product  of  several 
different  viruses,  because  not  all  warts  behave  like 
the  plantar  ones,  even  when  exposed  to  the  same 
conditions  of  trauma  and  bleeding. 

More  resistant  to  therapy  are  the  periungual  and 
the  plantar  warts  (Fig.  2i  and  the  variety  of  plan- 
tar warts  called  mo.saic  (Fig.  3). 

The  digitated  (filiform)  warts,  even  when  lo- 
cated on  lips  or  nostrils  (Fig.  4)  under  the  same 
conditions  of  bleeding  and  trauma,  do  not  recur,  as 
a rule,  after  one  treatment  (usually  electrocoagu- 
lation). However,  while  filiform  warts  located  on 
a child’s  face  resjxmd  quickly  to  one  treatment,  the 
.same  warts  on  an  adult  male  (Fig.  5)  will  recur 
(Continued  on  Page  594) 


Fig.  3.  The  variety  of  plan  tear  wart  called  mosaic  because  of  its  resemblance  to  the  work  of  art.  The 
variety  at  right  courtesy  of  Dr.  Royal  M.  Montgomery  (Skin,  1 : 26,  1962). 


Fig.  4.  The  filiform  (digitated-fingers-like)  warts  which  are  no  problem  at  all.  They  are  easily  removed, 
usually,  with  one  electrocoagulation  treatment. 
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over  and  over  and  multiply  because  of  the  spreading 
of  the  virus  by  shaving. 

Warts  developing  on  keratoses  (warty  keratoses) 
are  extremely  benign.  As  a rule  there  is  no  recur- 
rence after  one  treatment  by  electrocoagulation. 

If  surgical  e.xcision  cured  them,  if  the  cautery 
cured  them,  if  one  caustic  chemical  applied  to  the 
wart  cured  it,  we  should  not  be  reading  so  very 
often  in  the  medical  and  lay  press  of  a new  remedy. 
'Fhe  remedy  may  be  offered  by  an  honest  investi- 
gator or  by  a quack,  concocting  old  formulae  and 
selling  them  under  flashy  labels  over  the  counter, 
just  as  for  psoriasis  or  common  baldness. 


lem  when  located  on  an  adult  male  face  (right)  be- 
cause daily  shaving  spreads  the  virus. 

Remedies  used  for  warts  in  recent  years  can  be 
grouped  into: 

Physical'.  Radiation,  electrocoagulation,  ultrasound, 
carbon  dioxide  snow,  liquid  nitrogen,  simple  curet- 
tage, high  temperature  bath  with  highly  concen- 
trate saline. 

Chemicals  injected  in  the  warf.  Procaine,  iodobis- 
muth,  vitamin  (steroids  were  not  listed  in  an 
.\MA  scientific  exhibit  at  Atlantic  City  in  June 
1963.). 

Chemicals  injected  intramuscularly.  Bismuth, 
heat-killed  ground-up  wart  material,  gamma  globu- 
lin,® adrenalin,  milk,  typhoid  filtrate,  glucose,  dis- 
tilled water,  .sodium  chloride. 

Chemicals  taken  by  mouth'.  Bismuth,  methionine, 
calcium,  arsenic,  .Aureomycin,®  mercury,  sulphars- 
phenamine. 

Chemicals  applied  to  the  warf.  Thymol,  benzoic 
acid,  salicylic  acid,  iiodophyllin,  resorcin,  podophyl- 
lin  in  linseed  oil,  cantharidin,  euphorbium  resin, 
\'leminks  solution,  cedar  leaf  oil,  thuja  oil,  phenol 
and  nitric  acid,  potassium  permanganate  crystals 
after  curettage,  dichloroacetic  acid,  trichloroacetic 
acid,  silver  nitrate,  formaldehyde,  lactic  acid,  acid 
nitrate  of  mercury,  phenol  and  nitric  acid. 

'Fhe  list  is  certainly  incomplete. 


Psychic  remedies'.  The  case  reported  by  Yalom 
is  typical  of  the  recalcitrancy  of  warts  to  therapy. 
However,  a cure  after  one-and-one-half  years  of 
hypnosis  is  nothing  to  brag  about. 

The  disappearance  of  a wart  overnight  is  more 
persuasive.  I recall  a screaming  child  with  hands 
covered  with  warts.  I covered  all  of  them  with  the 
usual  lead  foil  except  one,  which  was  exposed  to  a 
routine  dose  of  x-rays.  The  machine  was  noisy  and 
the  child  was  kept  on  the  table  by  force.  The  fol- 
lowing day,  all  the  untreated  warts  were  gone  along 
with  the  treated  one. 

There  are  famous  cases  in  the  literature.  For  in- 
stance the  one  of  a woman  doctor  with  a wart  on 
her  lip  which  was  treated  in  many  ways  but  re- 
curred many  times,  only  to  disappear  overnight 
after  she  was  bitten  by  a dog.  Then  there  is  the 
case  of  the  French  peasant  whose  penis  was  cov- 
ered with  acuminated  condylomata,  w’hich  were 
removed  in  a bloody  way  by  cautery.  His  hands 
were  covered  by  ordinary  warts,  but  he  did  not 
care  about  them.  .At  the  following  visit  not  a single 
unt. fated  wart  was  visible  on  the  hands. 

This  e.xplains  the  success  of  any  newly  advocated 
remedy.  One  tries  the  new  pill,  the  new'  injection, 
the  new  caustic  in  10  cases,  and  a placebo  in  10 
cases.  The  result  is  practically  the  same  in  both 
groups. 

CONCLUSION 

The  long  list  of  therapeutic  procedures  suggested 
for  the  treatment  of  warts  over  the  years  demon- 
strates that  some  of  them,  particularly  the  plantar 
and  periungual  ones,  are  most  capricious  in  their 
response.  They  often  represent  a serious  problem. 
They  may  be  disabling.  They  are  not  to  be  dis- 
missed as  something  unimportant. 
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NOTHING  SCIENTIFIC 

A nurse  in  a large  western  hospital  was  check- 
ing on  a four  year  old  patient  down  the  hall. 
Using  the  intercom  system,  she  asked,  “Are  you 
all  right  in  there?”  There  was  silence  at  the 
other  end.  “Are  you  all  right?”  she  repeated.  At 
length,  a little  boy’s  voice  answered,  “I  guess 
I’m  all  right,  wall.” 
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BIRTH  ORDER  OF  TWINS,  APGAR  SCORE,  AND  PERINATAL  MORTALITY* 
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The  perinatal  mortality  of  twins,  and  par 
ticularly  differences  between  the  first  and 
second-born  twin,  have  been  repeatedly  investigated 
in  the  last  few  years.  Some  authors,  including  Pot- 
ter and  Cruden,'  Potter  and  Fuller,^  and  Bender* 
p 'cpose  that  the  second  twin  is  in  no  greater  danger 
than  the  first.  Others,  including  Gernez  and  Omez,^ 
Munnell  and  Taylor,®  Russell,®  Little  and  Freed- 
man,” Tow,'*  Spurway,®  and  Donaldson  and  KohP" 
concluded  from  their  studies  that  the  second  twin 
definitely  had  a higher  mortality  risk,  in  some  series 
almost  double  that  of  the  first  twin.  A third  group 
disagreed  with  both  and  found  higher  fetal  loss  in 
the  first  twin  than  in  the  second. 

Obviously  many  factors  will  influence  the  fate 
of  a set  of  twins,  the  most  important  probably  being 
the  extent  of  the  prematurity,  zygosity,  sex,  pre- 
sentation, the  interval  between  births,  the  type  and 
duration  of  anesthesia,  and  associated  physiological 
conditions  in  the  mother. 

•A  thorough  investigation  of  the  various  condi- 
tions surrounding  and  influencing  the  delivery  and 
the  follow-up  of  the  offspring  to  the  age  of  seven 
is  the  principle  aim  of  the  National  Collaborative 
Study,  NTNDB,**  National  Institutes  of  Health. 
Data  from  this  long  range  study  were  available  on 
two  hundred  twenty-six  unselected  sets  of  twins 
born  of  vaginal  delivery,  and  in  which  at  least  one 
twin  in  each  set  was  live-born.  In  addition,  there 
were  thirteen  additional  deliveries  which  resulted 
in  stillborn  twins. 

RESULTS 

Table  I gives  the  classification  of  the  226  twin 
pairs  by  race  and  sex  of  the  first-born  twin.  The 
category  of  “male  male’’  indicates  that  the  first- 

*l'roni  the  Institute  for  Health  Sciences,  Brown  Uni- 
versity, Providence,  R.I.  Supported  in  part  by  Re- 
search Grant  B2356  from  the  National  Institute  of 
Neurological  Diseases  and  Blindness,  U.S.  Public 
Health  .Service. 

**National  Institute  for  Neurological  Diseases  and 
iBIindness. 


TABLE  1 


Sex  of  Twins 

by  Race 

Male/ 

Male 

Male/ 

h'emale 

L'emale/  Female/ 
Female  .Male 

Totals 

White 

38 

17 

31 

17 

103 

Negro 

2S 

20 

44 

20 

1(W 

Puerto 

Rican  7 

3 

? 

0 

12 

Other 

1 

0 

1 

0 

2 

Total 

71 

40 

78 

37 

226 

bern  twin  was  male  and  the  second-born  twin  was 
was  a male.  The  other  columns  give  similar  infor- 
m.ation. 

Table  1 1 indicates  that  there  were  more  stillbirths 
among  second-born  twins  than  first-born  twins. 
This  occurs  regardles  of  whether  the  first  twin  is  a 
male  or  female.  In  comparing  neonatal  deaths  of 
twins  .A  or  B,  there  appears  to  be  no  important  dif- 
ference in  neonatal  deaths  between  the  first-born  or 
second-born  twin  according  to  our  data. 

The  total  perinatal  mortality  rate,  including  twin 
sets  where  both  members  were  stillborn,  was  18.8 
per  cent,  compared  to  figures  ranging  from  9.2 
per  cent  to  3 1 .0  per  cent  reported  by  others.  How- 
ever, it  is  clear  from  our  data  that  the  second-born 
twin  has  a higher  mortality  risk,  particularly  if  one 
combines  stillbirths  and  deaths  within  the  first  24 
hours. 

TABLE  II 

Stillbirths  and  Neonatal  Deaths  of  the  First  and 
Second  Twins  by  Sex  Groups 

Male/  Male/  Female/  Female/ 


Male 

Female 

Male 

Female 

Totals 

.Stillhirths 

A 

3 

2 

0 

0 

5 

B 

s 

3 

3 

2 

13 

Neonatal 

A 

Deaths;  ■ 
7 

3 

4 

8 

22 

B 

8 

4 

3 

9 

24 

Table  HI  shows  the  mean  and  median  Apgar 
scores  for  the  first  and  second  twins  by  sex  groups. 
The  overall  median  Apgar  score  for  either  first-born 
twin  or  second-born  twin  is  higher  than  the  mean 
■Apgar  score  respectively.  This  suggests  that  our  dis- 
tribution is  somewhat  skewed  in  favor  of  babies  with 
lower  than  average  birth  weight,  a finding  expected 
in  a study  of  twins. 

On  the  average,  the  first-born  twin  has  a higher 
(Continued  on  next  page) 
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Apfiar  score  than  the  second-born  twin.  This  occurs 
whether  both  twins  are  of  the  same  sex  and  also 
occurs  regardless  of  whether  the  first-born  twin  of 
male  male  combinations  and  female  female  com- 
binations. Since  these  are  the  only  pairs  that  could 
be  homozygous,  these  data  suggest  there  is  possibly 
a greater  risk  for  the  second-born  homozygous  twin. 

TABLE  III 


Comparison  of  the  Mean  Apgar  Score  and  the  Median 
Apgar  Score  of  the  First  and  Second  Twin 
by  S ex  Groups 


Male/ 

Male 

Alale/  F 
Female 

.Aver. 

emale/  Female/  (.All 
Alale  Female  groups') 

Ut  Twin  : 

Mean  Apgar 
Score 

7.46 

7.36 

6.76 

7.42 

7.29 

Aledian  Apgar 
Score 

7.88 

8.62 

7.67 

8.33 

8.11 

2nd  Twin  ; 
Mean  .Apgar 
Score 

5.63 

6.58 

6.62 

5.81 

6.02 

Aledian  .Apgar 
Score 

5.31 

6.67  - 

7.88 

5.83 

6.29 

Table  IV  shews  differences  in  Apgar  scores  be- 
tween the  first  and  second  twin  by  sex  groups.  It  is 
quite  evident  from  looking  at  high  Apgar  scores 
of  10.  9.  and  8 that  Twin  A definitely  receives 
more  high  scores  than  twin  B.  Conversely,  looking 
at  Apgar  scores  of  3,  2.  or  1 that  twin  B receives 
significantly  more  low  scores  than  twin  A.  The 
Apgar  score,  therefore,  corroborates  our  previous 
findings  of  greater  mortality  risk  with  the  second- 
born  twin. 

TABLE  IV 

Differences  Between  the  First  and  the  Second  Twin 
in  High  and  Low  Apgar  Scores  by  Sex  Groups 


-Apgar  Male/  Male/  Female/  Female/ 

Score  Male  Female  Male  Female  Totals 


A 

B 

.A 

B 

.A 

B 

.A 

B 

A 

B 

10 

4 

1 

5 

3 

4 

4 

4 

4 

17 

12 

9 

14 

12 

13 

7 

8 

8 

25 

14 

60 

41 

8 

17 

6 

3 

4 

3 

4 

12 

8 

35 

22 

3 

2 

7 

1 

1 

1 

3 

1 

7 

5 

18 

2 

— 

5 

3 

1 

2 

— 

1 

2 

6 

8 

1 

— 

3 

1 

2 

1 

4 

3 

7 

5 

16 

0 

— 

— 

— 

— 

— 

— 

1 

1 

1 

1 

Table  shows  how  many  first-born  twins  had 
a higher,  equal,  or  lower  .Apgar  score  than  twin  B. 
Of  181  twin  pairs,  twin  A had  a higher  Apgar  score 
in  93  sets,  but  had  a lower  score  than  twin  B in 
only  37  sets.  Statistically  this  is  a highly  significant 
difference.  The  difference  was  particularly  striking 
in  male  male  and  female  female  sets,  again  point- 
ing out  a possible  disadvantage  to  homozygous, 
second-born  twins.  The  only  reversal  occurred  in 
29  sets  of  female  'male  pairs  where  twin  .A  had  a 
higher  score  nine  times  and  lower  thirteen  times. 


When  extreme  differences  of  five  points  or  more 
n Apgar  score  were  studied,  31  cases  were  found. 
Of  these,  twin  A had  higher  scores  in  28  sets  and 
twin  B had  higher  scores  in  only  three  sets. 

TABLE  V 

Apgar  Score  Advantage  for  Firstborn  Twin  A Over 
Twin  B by  Sex  Groups 

Twin  .A  Score 
Compared  to 


Twin  B 
Score 

Alale/ 

Alale 

Alale/ 

Female 

Female/  F'emale/ 
Alale  Female 

Totals 

Higher 

34 

17 

9 

33 

93 

Kqual 

13 

10 

7 

21 

51 

Lower 

10 

6 

13 

8 

37 

Total 

57 

33 

29 

62 

181 

Tables  VI  through  X give  Apgar  scores  for  heart 
rate,  muscle  tone,  respiratory  effort,  and  color  re- 
spectively. Aluscle  tone,  color,  irritability,  and  res- 
piratory effort  are  better  correlated  with  the  total 
score  than  is  difference  in  the  heart  rate.  Therefore, 
these  observations  might  be  of  more  value  in  as- 
sessing subtle  differences  when  more  is  known  about 
the  relationship  between  the  Apgar  score  and  mor- 
bidity. These  scoring  differences  between  different 
components  will  pin-point  the  areas  in  which  the 
neonate  is  having  difficulty,  and  in  this  respect 
they  become  diagnostic  devices,  not  merely  indices. 
Heart  rate,  of  all  the  Apgar  subscores,  shows  least 
difference  between  twins  A and  B.  yet  still  main- 
tains an  advantage  of  twin  A over  twin  B. 


TABLE  VI 

Heart  Rate  Scoring  on  the  Apgar  Scale  of  the  First 
and  Second  Twin  by  Sex  Groups 


Alale/ 

Alale 

Alale/ 

Female 

Female/  Female/ 
Alale  Female 

Totals 

+ 1 

12 

3 

4 

11 

30 

0 

43 

28 

18 

48 

137 

— 1 

2 

7 

7 

3 

14 

57 

33 

29 

62 

181 

TABLE 

Vll 

Mus 

icle  Tone  Scoring  on  the  Apgar 

Scale  of  the  First 

and  Second  Twin 

by  Sex 

Groups 

Alale/ 

Alale/ 

Female/  Female/ 

Alale 

Female 

Alale 

Female 

Totals 

+2 

9 

2 

2 

8 

21 

+ 1 

17 

7 

4 

18 

46 

0 

25 

21 

16 

32 

94 

— 1 

6 

3 

6 

3 

18 

—2 

— 

— 

1 

1 

2 

57 

33 

29 

62 

181 
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TABLE  VIll 

Respiratory  Effort  Scoring  on  the  Apgar  Scale  of  the 
First  and  Second  Twin  by  Sex  Groups 

Male/  Male/  Female/  Female/ 


Male 

Female 

Male 

Female 

Totals 

+2 

11 

1 

2 

4 

18 

+ 1 

11 

/ 

4 

20 

42 

0 

29 

21 

17 

32 

99 

-1 

5 

3 

6 

3 

19 

2 

1 

1 

— 

1 

3 

57 

33 

29 

62 

181 

TABLE 

IX 

Color 

Scoring  on  the  Apgar 

Scale  o 

f the  First  and 

Second 

Twin  by 

Sex  Groups 

Male/ 

Male/  Female/  Female/ 

Male 

Female 

Male 

Female 

Totals 

+2 

2 

1 

2 

__ 

3 

+ 1 

18 

7 

3 

15 

43 

0 

33 

20 

17 

42 

112 

—1 

4 

5 

5 

5 

19 

57 

33 

29 

62 

181 

TABLE 

X 

Reflex 

Irritability  S 

coring  on 

the  Apgar  Scale 

of  the 

First  and  Second  Twin  by  Sex  Groups 

Male/ 

Male/  Female/ 

Female/ 

Male 

Female 

M ale 

Female 

Totals 

+2 

7 



1 

7 

15' 

+ 1 

13 

11 

6 

18 

48 

0 

30 

20 

17 

34 

101 

— 1 

7 

2 

5 

2 

16 

_2 

— 

— 

— 

1 

1 

57 

33 

29 

62 

181 

SUMMARY 

Two  hundred  twenty-six  pairs  of  twins  from  the 
National  Collaborative  Study  (in  which  at  least  one 
twin  was  live-born)  were  compared  as  to  their 
perinatal  mortality  and  Apgar  score.  The  results 
tend  to  confirm  those  previous  studies  which  sug- 
gest a higher  mortality  for  the  second  twin,  both 
for  stillbirths  and  neonatal  deaths  in  the  first 
twenty-four  hours.  They  also  strongly  indicate  that 
the  first  twin  of  a pair  is  more  likely  to  obtain  a 
higher  Apgar  score  than  the  second  twin.  The  causes 
and  effects  of  this  advantage  remain  to  be  inves- 
tigated. 
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SUCCESSFUL  TREATMENT  OF  VENTRICULAR  FIBRILLATION 
COMPLICATING  ACUTE  MYOCARDIAL  INFARCTION* 

— A CASE  REPORT  — 

I sefuluess  of  External  Cardiac  Massage  and  Defibrillation  Is  Stressed 

SHARAD  Y.  DESHPAXDE,  :\I.D. 


The  Author.  Sharad  Y.  Des/ipande,  M.D.,  Resident, 
Department  of  Medicine,  Memorial  Hospital,  Fairtiicl^et, 
Rhode  Island, 


The  first  case  of  successful  resuscitation  in 
ventricular  fibrillation  complicating  acute  my- 
ocardial infarction  using  closed-chest  cardiac  mas- 
sage^ and  external  cardiac  defibrillation^  technics 
was  reported  by  Kouwenhoven,  et  al,  in  I960.*  Al- 
though the  usefulness  of  these  procedures  has  been 
reported  subsequently  by  others,^  ® sucesses  are 
still  very  uncommon.  The  present  communication 
adds  another  case  in  which  the  combination  of 
closed-chest-cardiac  massage  and  external  cardiac 
defibrillation  was  used  successfully  in  treating  the 
ventricular  fibrillation  complicating  an  acute  myo- 
cardial infarction.  The  importance  of  these  tech- 
nics is  stressed.  If  such  cases  are  generally  re- 
ported, it  will  be  possible  in  the  future  to  evaluate 
the  overall  usefulness  of  these  procedures  on  the 
basis  of  long-term  survival  of  the  patients. 

CASE  REPORT 

The  patient  (iNIr.  i\I.  R.),  57-year-old  man,  was 
seen  first  on  July  14,  1966  in  the  admitting  office 
of  the  hospital  because  of  retrosternal  chest  pain, 
not  relieved  by  nitroglycerine,  lasting  for  6 to  8 
hours.  The  patient  gave  a typical  history  of  an- 
gina pectoris  for  the  past  6 months  and  had  been 
taking  nitroglycerine  and  Peritrate®  ( Pentaery- 
thritol  tetranitrate).  He  denied  a family  and  past 
history  of  hypertension  or  diabetes  mellitus. 

The  significant  findings  on  physical  e.xamina- 
tion  were  as  follows:  The  patient  was  well  oriented 
and  comfortable  with  a pulse  rate  of  80  per  minute, 
respirations  16  per  minute,  and  blood  pressure 
160  100.'  The  jugular  venous  pressure  was  not 
raised.  The  lungs  were  clear  to  percussion  and 
auscultation.  The  auscultation  of  the  heart  revealed 
ventricular  diastolic  gallop  at  apex  with  no  mur- 
murs. The  electrocardiographic  changes  were  con- 
sistent with  acute  anterior  myocardial  infarction. 
He  was  admitted  to  the  hospital. 

\'ery  soon  after  arrival  on  the  medical  ward  the 
patient  was  noticed  to  have  become  dusky  with 
ceasation  of  respiratory  movements.  The  respira- 

*Frotn the  Department  of  Medicine,  Memorial  Hos- 
pital, Pawtucket,  1^.1. 


tory  and  heart  sounds  were  inaudible.  The  pupils 
were  constricted.  Immediately  closed-chest  cardiac 
massage  and  mouth-to-mouth  breathing  were 
started.  (After  a while  artificial  respiration  was 
maintained  through  endotracheal  tube  with  the 
help  of  Ambu®  bag.)  The  electrocardiogram  re- 
vealed ventricular  fibrillation. 

Defibrillation  with  a direct  current  external 
cardiac  defibrillator  using  200  watts-seconds  re- 
sulted in  atrial  flutter  with  severe  block  (Eigure  1). 
Shortly  thereafter  ventricular  fibrillation  recurred. 
Defibrillation  was  repeated  at  400  watts-seconds. 
iMultiple  supraventricular  arrhythmias  and  ventri- 
cular conduction  abnormalities  occurred  between 
the  bouts  of  recurrent  ventricular  fibrillation.  Fi- 
nally the  countershock  using  400  watts-seconds 
converted  the  ventricular  fibrillation  to  nodal 
rhythm  (Figure  2),  which  within  15  minutes 
changed  to  sinus  rhythm.  The  twelve  lead  electro- 
cardiogram taken  just  after  the  resuscitation  re- 


Fig.  3.  Twelve  lead  electrocardiogram  taken  just  after 
resuscitation  reveals  the  pattern  of  acute  antero- 
septal  myocardial  infarction. 
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vealecl  the  pattern  of  acute  antero-sejital  myocar- 
dial infarction  (h'igure  3).  Intracardiac  adrenalin 
in  a dose  of  0.5  mg.  was  employed  once,  and  4f.6 
mEq.  of  sodium  bicarbonate  was  administered  in- 
travenoush^  almost  every  eight  minutes.  'I'he  arti- 
ficial respiration  and  circulation  were  maintained 
for  about  an  hour  during  which  period  pupils  were 
constricted  and  femoral  arterial  pulsations  were 
felt  for  most  of  the  time.  At  the  end  of  the  hour, 
the  patient  became  responsive  though  he  continued 
to  be  hypotensive.  His  blood  pressure  was  main- 
tained by  metaraminol  bitartrate  (Aramine®)  and 
levarterenol  bitartrate  (Levophed®  bitartrate),  ad- 
ministered as  intravenous  drip,  for  two  days  fol- 
lowing the  incident.  The  patient  was  digitalized 
and  Pronestyl®  hydrochloride  (procaine  amide  hy- 
drochloride) in  a dose  of  250  mg.  every  b hours 
was  administered.  Anticoagulant  therapy  with  hep- 
arin Uicumarol®  was  started. 


On  the  fourth  hosiiital  day  a pericardial  friction 
rub  was  detected  which  disappeared  within  24 
hours.  The  anticoagulant  therapy  was  continued 
maintaining  a low  level  of  prothrombin  activity.” 
'I'here  w'as  no  clinical  evidence  of  cardiac  tamijo- 
nade  or  hemopericardium. 

The  rest  of  his  hos|)ital  stay  w'as  without  corn- 
jilications  e.xcept  for  a minimal  bronchitis  w'hich 
W’as  treated  wdth  an  appropriate  chemotherapeutic 
Egent.  The  patient  has  no  neurological  deficit,  al- 
though he  had  loss  of  memory  for  a period  of  about 
72  hours  including  approximately  12  hours  prior 
to  the  onset  of  ventricular  fibrillation. 

The  diagnosis  of  acute  myocardial  infarction  was 
confirmed  by  serial  electrocardiograms  and  serum 
enzymes  (SHOT  and  LDH  were  respectively  300 
and  1180  on  the  first  day,  143  (SGOT)  on  the 
second  day,  bO  and  1300  on  the  third  day,  49  and 
(Continued  on  next  page) 


I Fig,  1,  Note  conversion  of  ventricular  fibrillation  to  atrial  flutter  with  severe  block  by  direct  current  countershock. 


direct  current  countershock. 
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760  on  the  fourth  day.  and  29  and  520  on  the 
fifth  day  of  his  hospital  admission).  His  hemo- 
filobin.  haematocrit.  and  serum  cholesterol  were 
within  normal  limits.  He  sustained  no  rib  fractures 
as  confirmed  by  X-ra}’  studies  of  the  chest.  Pa- 
tient was  discharged  in  fairly  good  condition  on 
the  twenty-fifth  day  on  Pronestyl®  hydrochloride 
in  a dose  of  250  mg.  four  times  a day.  His  blood 
pressure  was  normal  upon  discharge. 

He  is  now  carrying  out  normal  daily  activities 
and  has  had  no  angina  pectoris  up  to  this  date. 
He  was  a drummer  in  a band,  but  is  planning  to 
change  his  profession. 

DISCUSS'ON 

Paul  Wood  estimated  that  about  10  per  cent  of 
patients  admitted  to  the  hospital  with  acute  myo- 
cardial infarction  die  in  acute  cardiac  arrest.®  In 
1961.  Jude,  Kouwenhaven.  and  Knickerbocker  re- 
ported that  about  13  per  cent  (3  out  of  24)  of  the 
patients  who  had  had  cardiac  arrest  as  a result  of 
myocardial  infarction  left  the  hospital  with  com- 
plete recovery  but  did  not  mention  how  manv  of 
them  died  subsequently.'®  Xachlas  and  ^Miller  re- 
ported that  5 per  cent  (3  out  of  60)  of  patients  in 
whom  resuscitation  was  attempted  for  cardiac  ar- 
rest after  acute  myocardial  infarction  were  dis- 
charged from  the  hospital."  ;Moss  et  al.  reported 
that  their  patients  were  alive  several  months  after 
discharge  from  the  hospital.® 

In  the  management  of  the  present  case  closed- 
chest  cardiac  compression  to  maintain  circulation, 
mouth-to-mouth  (Ambu®  bag-to-mouth ) breathing 
to  maintain  respiration,  intracardiac  adrenalin,  and 
intravenous  sodium  bicarbonate  were  the  chief 
measures.  Adrenalin  converts  fine  ventricular  fibril- 
lation to  coarse  fibrillation,  a state  more  amenable 
to  countershock.’"  Sodium  bicarbonate  counteracts 
the  severe  metabolic  acidosis  which  occurs  within 
five  minutes  after  cardiac  arrest  and  renders  the 
heart  refractory  to  countershock.'- 

\’ert-icular  fibrillation  is  easier  to  prevent  than 
to  treat.'®  \’arious  drugs,  such  a quinidine,  pro- 
caine amide  and  Dilantin,®  may  be  used  to  pre- 
vent the  recurrence  of  ventricular  fibrillation.'^ 
In  dog  e.xperiments,  lidocaine  hydrochloride  (Xv- 
locaine®)  has  been  proved  to  be  very  effective  in 
preventing  the  return  of  ventricular  fibrillation.'® 
In  the  case  under  discussion  procaine  amide  hv- 
drochloride  was  used  to  prevent  recurrence  of  the 
ventricular  fibrillation. 

SUMMARY 

.\  patient  with  ventricular  fibrillation  complicat- 
ing acute  myocardial  infarction  is  reported.  He 
was  managed  successfully  with  closed-chest  cardiac 
massage  and  e.xternal  cardiac  defibrillation  and 
was  discharged  from  the  ho-:pital  in  good  health. 
The  long-term  survival  of  the  patient  is  notable. 
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BREAST  CANCER  IN  AGED  FEMALE 

(Continued  from  Page  591) 

treated  with  estrogens  alone,  2 (cases  23  and 
25)  aged  76  and  84  respectively  showed  evidence 
of  tumor  regression.  The  remaining  6 patients  aged 
86,  80,  84,  79,  96,  and  83  exhibited  no  response. 

Of  the  entire  group  therefore,  only  2 patients 
responded  to  estrogen  administration.  One  patient 
who  failed  on  estrogens  showed  a response  to  an- 
drogen. In  none  of  these  patients  did  metastatic 
disease  respond  to  estrogen  therapy.  This  experience 
has  been  accumulated  in  a Tumor  Clinic  where  a 
number  of  younger  postmenopausal  patients  have 
received  estrogen  for  metastatic  breast  cancer  with 
significant  regressions.  The  same  drug  and  dosage 
(Stilbesterol  15  mg. /day)  has  been  administered 
to  all  patients  so  treated. 

Careful  consideration  of  the  above  findings  would 
cause  one  to  reconsider  the  use  of  estrogen  in  the 
treatment  of  breast  cancer  in  the  aged.  There  is 
certainly  little  evidence  in  this  group  to  indicate 
that  it  has  been  of  any  value  for  metastatic  disease 
or  that  it  has  had  significant  effect  in  patients 
over  the  age  of  80.  One  patient  responded  to  an- 
drogen therapy. 

We  consider  it  significant  that  most  of  the  pa- 
tients who  failed  to  respond  had  entered  their  ninth 
decade  of  life.  Kennedy’s  Cooperative  Study  does 
not  indicate  how  many  patients  were  in  this  age 
group.  This  may  indicate  that  in  women  at  this 
extreme  of  life  breast  cancer  may  not  as  often  be 
hormonally  dependent  as  in  patients  closer  to  meno- 
pause and  that  estrogens  may  offer  little  benefit 
to  this  group. 

SUMMARY 

1.  Twenty-nine  patients  with  proven  breast  can- 
cer all  over  the  age  of  75  followed  at  the  Rhode 
Island  Medical  Center  Tumor  Clinic  are  evaluated. 

2.  Breast  cancer  in  this  group  of  elderly  patients 
appears  to  run  a course  not  unlike  that  in  younger 
patients  and  if  not  treated  shortens  life. 

3.  Surgical  therapy,  either  radical  mastectomy 
or  simple  mastectomy,  appears  to  offer  the  best 
method  of  management  in  this  patient  group. 

4.  Estrogen  therapy  in  patients  over  the  age  of 
80  appears  to  be  relatively  ineffective. 

It  is  concluded  that  patients  in  the  geriatric  age 
group  who  are  suitable  candidates  should  be  sub- 
jected to  standard  radical  mastectomy  for  the  treat- 
ment of  breast  cancer.  In  those  who  are  less  well 
able  to  tolerate  surgery,  simple  mastectomy  ap- 
pears to  offer  a satisfactory  alternative  method  of 
treatment.  No  treatment  or  treatment  with  estro- 
gens alone  is  not  recommended  if  the  patient’s  an- 
ticipated survival  is  greater  than  one  year. 

(Concluded  on  Page  611) 
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THE  RHODE  ISLAND  MEDICAL  CENTER  DAY  CARE  PROGRAM 
— A TWO  YEAR  FOLLOW-UP  AND  EVALUATION*  — 

Day  Care  Program  Is  Feasible  and  Effective  in  Management  of 
W ide  Range  of  Mental  Disorders 

JOHANNA  E.  MOHRNHEIM,  ^ED.  and  ALAN  C.  BUTLER,  M.A. 


The  Authors,  johanna  E.  Mohniheim,  M.D.,  Clinical 
Director,  R.l.  Medical  Center,  Institute  of  Mental  Health, 
and  Director,  Day  Care  Center. 

.Hail  E.  Butler,  M.A.,  Clinical  Psychologist,  R.  1.  Medi- 
cal Day  Care  Center. 

During  the  past  decade,  a growing  interest 
has  emerged  in  the  concept  of  partial  hospital- 
ization for  the  mentally  ill.  Many  new  Day  Care 
centers*  ^ throughout  the  country  have  been  found- 
ed, emphasizing  a changing  attitude  in  the  approach 
to  and  treatment  of  mental  illness. 

In  July  1964,  a Day  Care  Center  was  established 
at  the  Rhode  Island  Medical  Center.  The  assump- 
tions underlying  the  establishment  of  this  program 
were:  (1)  that  many  patients  formerly  admitted  for 
full  time  hospitalization  could  be  treated  more  ef- 
fectively by  partial  hospitalization;  (2)  that  early 
return  into  the  community  after  full-time  hospital- 
ization could  be  made  easier  by  utilizing  Day  Care 
facilities  as  the  first  step  in  the  patient’s  rehabili- 
tation; and  (3)  that  the  Center  could  help  many 
long  term  patients  maintain  a fair  level  of  adjust- 
ment, preventing  further  deterioration  and  perma- 
nent institutionalization.  This  paper  presents  a de- 
scription of  the  Rhode  Island  Medical  Center  Day 
Care  Program  and  reports  on  a two  year  follow-up 
study  e.xamining  the  efficacy  of  the  program. 
STRUCTURAL  ASPECTS 

The  Center  is  located  in  the  Intensive  Treatment 
Build'ng  of  the  Institute  of  Mental  Health.  A large, 
pleasantly  furnished  day  room  and  six  smaller  rooms 
are  available  ''or  the  patients’  use.  Offices  for  the 
heed  nurse,  a psychiatric  social  worker,  a psycholo- 
gist and  a secretary  are  adjacent  to  the  day  room. 
Two  full  time  Senior  Psychiatrists  and  the  Clinical 
Director  maintain  offices  within  the  building.  In 
addition,  the  Day  Care  Center  staff  includes  two 
R.N.’s,  one  L.P.N.,  and  six  Institutional  .Attendants 
.Admission  to  the  Center  may  be  voluntary,  from 
the  community  or  various  agencies,  or  as  a transfer 
from  the  In-Patient  Services.  A screening  procedure 
(Psychiatric). 

*Special  thanks  and  appreciation  to  Dr.  Krwin  Back- 
rass,  Superintendent,  Dr.  .Alois  Svagan,  Dr.  Sancho 
.Anenias  and  tlie  entire  Day  Care  staff  who  have 
all  helped  contribute  to  the  success  of  the  Center 
during  its  initial  two  years. 

This  program  is  a- “Hospital  Improvement  Project" 
financed  by  a Federal  Grant. 


has  been  established  which  explores  with  every  pa- 
tient who  seeks  admission  to  the  hospital  the  suita- 
bility of  the  Day  Care  Center  for  his  treatment.  A 
decision  to  admit  the  patient  is  made  only  after  all 
pertinent  information  regarding  the  patient’s  con- 
dition is  gathered.  Once  a patient  has  been  admitted, 
his  treatment  schedule  and  length  of  stay  becomes 
highly  personalized  and  is  determined  by  such  fac- 
tors as  home  responsibilities,  school  or  work  require- 
ments, and  of  course  changing  clinical  condition. 
Some  patients  attend  the  Day  Care  Center  eight 
hours  a day,  five  days  a week,  while  others  benefit 
most  from  just  a few  hours,  once  or  twice  a week. 
This  flexibility  in  the  individual  programing  greatly 
enhances  the  patient’s  ties  between  the  community 
and  the  hospital.  The  traditional  concept  of  the  24 
hour  mental  hospital  and,  in  particular,  a state 
mental  hospital  is  being  gradually  modified. 

With  respect  to  the  makeup  of  the  patient  popu- 
lation, it  has  been  our  expectation  that  patients  of 
almost  all  diagnostic  categories  could  be  treated  in 
a Day  Care  setting,  as  long  as  no  psychiatric  emer- 
gency exists  and  the  patient’s  contact  with  reality 
is  at  least  fair.  It  has  also  been  demonstrated  that 
the  source  of  referral  has  a definite  relationship  to 
the  type  of  patient  and  his  final  diagnosis.  Most  of 
our  patients  (two-thirds)  come  from  the  In-Patient 
Service  and  the  majority  of  them  fall  in  the  cate- 
gory of  psychoses.  Patients  referred  to  the  Center 
directly  from  the  community  and  various  agencies 
have  been  predominantly  of  the  younger  age  groups 
(adolescents  and  young  adults).  Most  of  these  pa- 
tients are  suffering  from  psychoneuroses  and  per- 
sonality disorders.  By  accepting  them  in  our  pro- 
gram it  is  usually  possible  to  avoid  their  full  hos- 
pitalization and  to  offer  them  the  opportunity  to 
understand  their  problems  and  to  learn  to  function 
adequately  in  a demanding  and  often  harsh  society. 

TREATMENT  PHILOSOPHY 

The  philosophy  of  treatment  at  the  Day  Care 
Center  emphasizes  the  therapeutic  milieu,  resocial- 
ization, psychotherapy,  and  the  earliest  possible 
return  to  full  commuity  living.  Interpersonal  factors 
such  as  social  interaction,  understanding,  and 
warmth  are  stressed,  while  opposition  is  strong  to 
the  use  of  restrictive  measures.  A team  approach 
between  all  members  of  the  staff  is  employed,  with 
each  member  carrying  out  his  own  specific  function 
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and  exchanging  experiences  and  observations  in  re- 
gular staff  conferences. 

Individual  and  group  psychotherapy  are  received 
by  nearly  all  patients  presently  attending  the  Cen- 
ter. This  therapy  is  supervised  by  a staff  psychia- 
trist and  detailed  records  of  the  patient’s  progress 
are  maintained.  In  addition  to  this  strong  psycho- 
dynamic orientation,  it  is  felt  that  rehabilitation 
and  the  steps  toward  improved  mental  health  re- 
quire considerable  effort  and  responsibility  on  the 
part  of  the  patient,  if  he  is  to  return  into  the  com- 
munity as  a self-functioning  and  respected  member. 
Consequently,  all  patients  are  assigned  to  various 
activities  during  the  day  which  will  help  to  actualize 
their  vocational  or  academic  potentialities.  Classes 
are  available  in  rehabilitation  courses  such  as  re- 
medial work,  woodworking,  upholstery,  art,  home 
economics,  and  academic  subjects.  Patients  also  at- 
tend occupational,  recreational  and  work  therapies. 
In  most  instances,  important  family  members  are 
seen  in  regular  case  work  interviews  in  order  to 
facilitate  an  improved  family  and  community  ad- 
justment. 

Although  our  goal  is  fully  to  rehabilitate  our  pa- 
tients and  prevent  chronicity  and  over-dependency 
on  the  institution,  this  cannot  always  be  accom- 
plished, especially  with  chronic  patients.  In  these 
cases,  we  have  hoped  to  keep  them  at  a fair  level 
of  adjustment  and  thus  resist  deterioration.  It  is 
believed  that  with  the  intensive  and  multi-phasic 
treatment  which  the  Day  Care  Center  offers,  all 
patients  have  a chance  to  be  either  fully  or  partially 
rehabilitated. 

STATISTICAL  ANALYSIS 

At  the  outset  of  the  Day  Care  Program  a study 
was  initiated  to  determine  the  feasibility  and  effec- 
tiveness of  this  relatively  new  treatment  method. 
Table  I presents  the  outcome  of  the  235  patients 
treated  at  the  Day  Care  Center  from  July  1964  to 
July  1966,  according  to  their  diagnostic  classifica- 
tion. The  patient  population,  N,  has  consisted  of  an 
almost  constant  ratio  of  three  females  to  two  males 
between  the  ages  of  12  and  70. 

It  is  readily  evident  that  60  per  cent  of  the  235 
patients  treated  since  the  inception  of  the  program 
were  fully  released,  while  17  per  cent  had  to  be 
transferred  back  to  the  In-Patient  Service,  and  23 
per  cent  are  presently  on-census.  As  expected,  pa- 
tients diagnosed  as  suffering  from  psychoneurotic 
disorders  have  responded  the  most  favorably  to 
treatment  (81  per  cent  released),  with  those  suf- 
fering from  personality  disorders  ranking  second 
(60  per  cent  released).  However,  the  discharge  rate 
(54  per  cent)  for  phychotic  patients  is  probably  the 
most  remarkable,  if  it  is  kept  in  mind  that  most  of 
these  patients  were  admitted  from  the  In-Patient 
Service  and  frequently  represent  chronic  conditions. 


TABLE  I 

Patients  Outcome  at  the  Rhode  Island  Medical  Center 
Day  Care  Program,  July  1964-1966 


OUT- 

DIAGNOSIS 

comp: 

z 

Psychotic 

Disorders 

Psycho- 

Neurotic 

^ Disorders 

1 Personality 

' ^ Disorders 

U 

5 

N % 

*<3 

0 

H 

N 

% 

Released 

75  54 

35  81 

28  60 

3 44 

141 

60 

Trans- 

ferred 

29  21 

1 2 

9 20 

2 28 

41 

17 

On-Census  36  25 

7 17 

8 20 

2 28 

253 

23 

Total 

140  100 

43  100 

45  100 

7 100 

235 

100 

Individual  case  follow-ups  have  shown  that  five  of 
these  patients  have  been  in  the  hospital  for  many 
years  and  had  never  before  responded  favorably  to 
any  other  form  of  treatment. 

For  many  of  the  patients  presently  on-census. 
Day  Care  has  also  represented  a significant  step 
forward.  Because  these  individuals  must  spend  at 
least  16  hours  a day  in  their  homes,  no  longer  are 
they  dependent  entirely  on  a mental  hospital  to 
satisfy  their  needs.  Slowly  they  must  begin  to  ac- 
cept and  face  the  responsibilities  of  the  outside 
world  and  use  skills  and  abilities  which  in  many 
cases  have  been  dormant  for  a considerable  time. 
However,  a problem  which  has  been  experienced 
particularly  with  neurotic  patients  and  with  patients 
with  personality  disorders  is  a tendency  to  become 
over-attached  to  the  Day  Care  setting.  Because  of 
the  emphasis  on  social  and  group  interaction,  it  is 
easy  for  certain  individuals  to  find  a new  home  on 
Day  Care.  In  these  cases,  a program  of  gmdual 
separation  is  worked  out  and  the  patient  is  en- 
couraged to  assume  increasing  responsibility  in  his 
“real”  home. 

The  results  of  this  study  clearly  support  the  un- 
derlying assumptions  of  the  Day  Care  Program. 
It  has  been  demonstrated  that  a wide  range  of 
patients  can  be  effectively  treated  in  a Day  Care 
setting  and  that  a philosophy  emphasizing  a “thera- 
peutic milieu”  is  both  a feasible  and  effective  ap- 
proach to  mental  illness.  Further  studies  comparing 
the  Day  Care  population  with  the  In-Patient  popu- 
lation are  presently  in  progress,  as  is  an  investiga- 
tion of  sex  differences  as  a possible  factor  on  a 
Day  Care  Center’s  effectiveness. 

A LOOK  TOWARD  THE  FUTURE 

Our  two  year  experience  in  Rhode  Island  makes 
us  very  optimistic  for  an  increasingly  effective  Day 
Care  program.  Clearly  the  flexibility  of  such  a pro- 
gram is  a decisive  advantage  in  this  highly  mobile 
(Concluded  on  Page  611) 
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CRYPTOCOCCUS  MENINGITIS 
— A CASE  REPORT  — 

Case  Interesting  Because  of  Central  IServous  System  Involvement. 
Pigeon  Excreta  Common  Source  of  Infection 

MARIO  TAMI,  M.D. 


Tlie  Author.  Mano  Taim,  M.D.,  of  Providence,  R.l. 
Member.  Active  Staff,  Department  of  Cardiology,  Roger 
Williams  General  Hospital,  Providence,  R.l.  


INTRODUCTION 

Cryptococcus  was  first  described  in  1894 
in  Italy  by  Sanfelice'  and  in  Germany  by 
Busse.^  The  former  author  introduced  the  termi- 
nology‘Saccharomices  neoformans”  because  of  its 
tumor  forming  characteristics  in  experimental  in- 
fections. Later  on  the  organism  was  placed  in  the 
genus  Torula  and  the  term  ‘‘Torula  Sanfelice” 
introduced  at  the  beginning  of  the  century.  The 
first  case  reported  with  isolation  of  this  organism 
from  the  central  nervous  system  was  recorded  in 
1905.  The  term  ‘‘Torula  histolytica,”  was  intro- 
duced in  1916,  is  actually  a misnomer,  since  the 
fungus  has  no  histolytic  activity,  the  mucoid  cap- 
sule which  surrounds  it  having  been  interpreted  as 
evidence  of  histolysis.  The  terminology  ‘‘Cryptococ- 
cus neoformans”  is  at  present  the  accepted  one. 
Other  species  of  Cryptococcus  are  nonpathogenetic 
in  laboratory  animals  (mouse). 

Crytococcosis  was  first  called  “European  blas- 
tomycosis,” but  it  was  later  recognized  as  having 
world-wide  distribution. 

CASE  REPORT 

.A  seventy-five  year  old  white  female  was  ad- 
mitted with  a chief  complaint  of  mental  confusion 
and  personality  changes  following  a fall  at  home 
three  days  prior  to  admission.  The  patient  ap- 
parently had  been  in  her  usual  state  of  health  until 
that  episode.  There  was  no  definite  history  of  skull 
trauma,  and  no  loss  of  consciousness.  Disorienta- 
tion and  confusion  persisted,  and  hospitalization 
was  advised. 

PAST  HISTORY 

Li  1956  the  patient  had  had  a cholecystectomy. 
In  1959  an  exploratory  thoracotomy  was  performed 
for  question  of  a right  hilar  mass,  following  previ- 
ous episodes  of  right  middle  or  lower  lobe  pneu- 
monia. The  diagnosis  was  chronic  non-specific 
lymphadenitis.  A diagnosis  of  myocardial  infarction 
was  entertained  in  1959.  The  patient  was  also  a 
known  hypertensive,  treated  with  Ser-.Ap-Es,®  and 
also  a known  mild  diabetic.  Recurrent  episodes  of 
cystitis  were  noted  at  times.  Following  the  thoraco- 
tomy the  patient  developed  a herpetic  lesion  in 


the  region  of  the  incision.  She  was  given  digitalis 
and  later  quinidine  for  control  of  congestive  heart 
failure  and  paraxysmal  auricular  fibrillation.  In 

1963  she  developed  left  upper  quadrant  abdominal 
pain,  which  defied  all  attempts  at  diagnosis.  In 

1964  she  complained  of  chest  pain  and  recurrence 
of  abdominal  discomfort.  Bence-Jones  proteins 
were  negative.  Latex  test  was  weakly  reactive  and 
the  blood  sugar  slightly  elevated.  Auricular  fibril- 
lation recurred  at  that  time.  The  patient  had  de- 
finite hyperaesthesia  of  the  left  upper  abdominal 
quadrant,  and  a question  of  spinal  cord  pathology 
was  raised.  A spinal  tap  at  that  time  showed:  O 
cells;  sugar  102  mg.  per  cent  (when  fasting  blood 
sugar  was  105  mg.);  protein  61  mg.  per  cent; 
chlorides  638  mg.  per  cent;  and  no  growth  in  cul- 
tures. A question  of  herpetic  pathology  was  raised 
and  the  patient  was  given  Dilantin.®  She  experi- 
enced relief.  Regular  sinus  rhythm  was  also  re- 
stored. 

Since  then  the  patient  had  been  having  constant 
complaints  of  marked  weakness,  diffuse  headaches 
and  pains,  marked  depression,  but  no  evidence  of 
recurrence  of  auricular  fibrillation  or  congestive 
heart  failure.  Her  diabetes  had  never  been  con- 
sidered of  much  clinical  significance. 

PHYSICAL  FINDINGS 

On  admission  the  patient  appeared  drowsy,  but 
could  be  aroused.  She  complained  of  feeling  poorly, 
and  of  not  being  able  to  recognize  people  around 
her.  Head  and  neck  showed  no  evidence  of  local- 
ized pathology.  The  chest  was  symmetrical.  The 
lungs  showed  minimal  crepitation  in  the  bases  but 
were  otherwise  clear  to  percussion  and  ausculta- 
tion. Heart:  Apex  displaced  laterally  and  in- 
teriorly, P2  louder  than  A2,  regular  rhythm 
with  a rate  of  100  per  minute,  blood  pres- 
sure 160,  80,  and  a Grade  II  systolic  murmur  at 
the  apex  and  the  base,  radiating  towards  the  neck. 
.Abdomen:  Diffuse  tenderness,  more  marked  in  the 
epigastrium  and  left  upper  quadrant  area.  The  ab- 
domen was  otherwise  soft  and  somewhat  distended, 
but  no  organ  enlargement  could  be  made  out.  Ex- 
tremities: There  was  no  clubbing,  edema,  or  cya- 
nosis. Neurological  examination  disclosed  no  evi- 
dence of  localized  pathology. 

LABORATORY  STUDIES 

White  blood  count  9200;  hemoglobin  15.1  g. 
per  cent;  hematocrit  48  volumes  per  cent.  Differen- 
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tial  count  showed  15  lymphocytes,  4 monocytes,  79 
segmented  forms,  and  2 eosinophils.  Sugar  138  mg. 
per  cent;  blood  urea  nitrogen  20  mg.  per  cent. 
Urinalysis  showed  one  plus  albumin  and  many 
white  cells.  Urine  culture  showed  E.  coli. 

Pertinent  studies  included  a skull  x-ray  exami- 
nation which  was  negative,  and  echoencephalo- 
gram,  which  was  normal.  X-ray  study  of  the  pelvis 
and  lower  sacral  spine  provided  no  significant  in- 
formation. The  chest  x-ray  study  showed  improve- 
ment over  the  previous  study,  with  less  prominence 
of  the  pulmonary  vasculature.  It  was  otherwise 
unremarkable.  Electroencephalogram  disclosed  evi- 
dence of  generalized  abnormality.  Electrocardio- 
gram on  admission  disclosed  a sinus  rhythm  with 
S-T  segment  elevation  in  lead  III  and  on  the  left 
of  the  precordium.  Abnormal  P.  waves  in  the  right 
precordial  leads  were  noted.  Eollow-up  electro- 
cardiogram disclosed  findings  of  electrical  alter- 
nans.  The  patient  again  developed  transient  auricu- 
lar fibrillation  but  no  evidence  of  evolving  signs 
of  an  acute  myocardial  infarction.  The  last  electro- 
cardiogram on  record  showed  very  mild  S-T  seg- 
ment elevation  in  lead  II,  III,  and  a\T'. 

HOSPITAL  COURSE 

The  patient  was  afebrile  throughout  the  hospital 
stay  except  for  a few  hours  prior  to  expiration. 
Blood  pressure  was  in  the  upper  limits  of  normal. 

The  patient’s  responsiveness  waxed  and  waned. 
\o  evidence  of  localized  neurological  deficit  was 
elicited.  A neurological  consultant  suggested  endo- 
cranial  bleeding,  in  the  form  of  subarachnoid  hem- 
orrhage. It  was  thought  that  exploratory  cranial 
burr  holes  might  be  indicated,  rather  than  angi- 
ography. However,  it  was  felt  that  no  immediate 
indications  for  this  procedure  were  present  at  the 
time.  It  was  elected  to  observe  her  carefully  pend- 
ing improvement  or  possible  deterioration.  The  pa- 
tient did  actually  experience  some  improvement, 
and  on  the  day  before  expiring  her  responsiveness 
was  at  its  best.  Prior  to  that  she  had  manifested 
marked  deterioration,  with  inability  to  express  her- 
self, and  had  even  developed  urinary  incontinence. 
She  had  another  period  of  fibrillation.  After  a 
period  of  general  improvement,  her  blood  pressure 
began  to  fall  and  she  lapsed  into  shock  with  a 
temperature  of  102'’E.  and  pulse  of  124.  Examina- 
tion at  that  time  disclosed  that  the  right  leg  was 
pale  and  cold.  Femoral  pulse  could  be  felt  bilate- 
rally, but  the  popliteal  and  pedal  pulses  could  not 
be  felt  bilaterally.  It  was  believed  that  the  patient 
had  developed  a low  femoral  or  a popliteal  arterial 
embolus  on  the  right  side.  This  was  correlated  with 
the  resumption  of  auricular  fibrillation.  The  pa- 
tient, however,  was  not  thought  to  be  a candidate 
for  anticoagulant  therapy,  since  the  possibility  of 
intracranial  bleeding  was  still  entertained  and  she 
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was  not  a suitable  candidate  for  surgical  therapy. 
The  patient  expired  shortly  thereafter. 

NECROPSY  HNDINGS 

At  necropsy  she  was  found  to  have  had  some  de- 
gree of  terminal  imeumonia.  No  clots  were  jire.sent 
in  the  left  atrium.  There  was  a recent  coronary 
artery  thrombus  with  no  evidence  of  acute  myo- 
cardial infarction  (evidently  this  process  not  hav- 
ing time  to  materialize).  There  was,  however,  old 
myocardial  fibrosis.  Examination  of  the  central 
nervous  system  disclosed  an  occiptal  subdural  hem- 
orrhage, probably  not  recent,  and  some  degree  of 
internal  hydrocephalus.  She  al.so  had  evidence  of 
meningeal  changes,  which  were  microscopically 
shown  to  be  due  to  Cryptococcus  neoformans  (To- 
rula  histolytica).  No  evidence  of  torula  was  found 
in  the  lungs  or  mediastinum. 

COMMENTS 

This  case  illustrates  the  difficulty  of  the  clinical 
diagnosis  of  Cryptococcosis.  This  should  therefore 
be  suspected  in  all  cases  when  even  a remote  po.ssi- 
bility  of  the  condition  is  present.  Despite  the  high- 
est index  of  suspicion,  however,  many  cases  will 
not  be  diagno.sed  ante-mortem. 

In  the  case  presented  it  is  interesting  to  specu- 
late as  to  whether  the  earlier  pathological  chest 
findings,  diagnosed  at  thoracotomy  as  “Chronic 
Non-specific  Lymphadenitis,’’  did  in  fact  represent 
pulmonary  and  mediastinal  cryptococcosis.  Un- 
fortunately attempts  to  find  the  old  micro.scopic 
slides  were  unsuccessful  and  no  definite  answer  can 
be  given  to  this  question. 

DISCUSSION 

There  are  chiefly  three  organs  affected  by  Cryp- 
tococcus neoformans,  namely  the  skin,  the  lungs, 
and  the  central  nervous  system. 

The  cutaneous  manifestations  may  be  primary  or 
appear  as  a manifestation  of  an  already  established 
systemic  infection. 

PULMONARY  INFECTION 

Primary  pulmonary  infection  resembles  neo- 
plasm, true  tuberculosis,  or  any  form  of  diffuse 
pulm.onary  fibrosis;  or  it  may  be  manifested  only 
by  accidental  findings  at  autop.sy  of  an  encapsu- 
lated, healed,  subpleural  granuloma  (cryptococ- 
coma).  Either  small,  discrete,  healed  or  active  pul- 
monary lesions  may  be  found  in  patients  w'ith 
meningeal  cryptococcosis.  Clinically,  a pulmonary 
infection  may  be  manifested  bv  cough,  scanty,  mu- 
coid, or  blood-tinged  sputum.  Low  grade  fever, 
malaise,  and  weight  loss  occur  in  .some  ca.ses.  There 
may  be  signs  of  bronchitis,  consolidation  or  pleu- 
ral effusion.  The  possibility  of  pulmonary  crypto- 
coccosis should  be  considered  in  any  patient  in 
whom  there  is  a persistent,  asymptomatic  paren- 
chymal lesion  that  has  inflammatory  characteristis 
(Continued  on  next  page) 
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and  that  is  resistant  to  diagnosis  by  accepted  la- 
boratory procedures,  including  reliable  skin  test- 
ing and  fungal  serological  methods.®  There  are  no 
peculiar  clinical  characteristics  of  pulmonary  cryp- 
tococcosis other  than  the  tendency  to  produce  fewer 
symptoms  than  would  be  expected. 

Littman  and  Zimmerman^  have  suggested  five 
important  characteristics  in  differentiating  pulmo- 
nary cryptococcosis  from  other  diseases:  1 ) Pre- 
diliction  for  the  lower  lobes,  although  upper  lobes 
may  be  involved  exclusively;  2)  Rare  cavitation; 
3)  Minimal  or  absent  fibrosis  or  calcification;  4) 
Inconspicuous  hylar  lymphadenopathy,  and  5)  in- 
frequency of  m.assive  pulmonary  collapse.  Not  all 
of  these  criteria  seem  valid. 

Though  cavitation  has  been  said  to  be  rare,  it 
has  been  reported  repeatedly.  Although  it  has  been 
stated  that  the  cavitary  lesion  is  due  to  breakdown 
of  pure  growth  of  cryptococci  in  the  center  of  the 
lesion  rather  than  destruction  of  the  host  tissue, 
caseous  necrosis  has  been  reported  in  several  lesions. 
Calcification  is  likewise  said  to  be  rare,  but  it  is 
known  to  occur.  Pleural  effusion,  also  said  to  be 
rare,  occasionally  occurs,  ranging  from  a massive 
pleural  effusion  to  an  interlobular  one. 

Systemic  spread  can  occur  with  an  type  of  pul- 
monary pathology.  When  a localized  pulmonary 
lesion  is  found  in  a good  risk  patient,  surgical 
treatment  is  justified.  As  far  back  as  1937  Taber® 
stated  that  early  surgical  removal  of  a localized 
area  of  torulosis  is  as  logical  as  removal  of  carci- 
noma. It  would  appear  instead  that  the  routine  ad- 
ministration of  Amphotericin  B.  previously  recom- 
mended, is  not  necessary,  although  some  authors® 
support  the  combination  of  .\mphotericin  B and 
subsequent  pulmonary  reaction. 

CENTRAL  NERVOUS  SYSTEM 

Brain  infection  may  resemble  encephalitis  or 
meningitis,  acute  or  chronic,  but  especially  tuber- 
culous meningitis,  brain  tumor,  brain  abscess,  cen- 
tral nervous  system  degeneration,  or  syphilis.  In- 
volvement of  the  spinal  cord  is  also  known.  Central 
nervous  system  involvement  varies  from  acute  to 
chronic.  In  the  latter  the  onset  is  usually  insidious, 
associated  with  the  development  of  granulomatous 
lesion  of  the  meninges,  while  sudden  onset  may 
indicate  the  presence  of  rapidly  increasing  cerebral 
lesions.  Intermittent  headaches  of  increasing  fre- 
quency and  severity,  many  times  without  a clear 
history  of  a preceding  pulmonary  disease,  are  often 
the  pre.senting  complaint  of  patients  with  crypto- 
coccal  meningitis. 

The  clinical  symptoms  may  vary  from  those  of 
an  expanding  intracranial  lesion  or  cerebrospinal 
meningitis,  to  low  grade  fever,  neck  rigidity,  and 
tenderne.ss.  The  patient  may  be  irritable  or  apa- 
thetic, abnormally  talkative,  or  comatose  and  ano- 
retic. Reflexes  may  be  diminished  or  exaggerated. 


Duration  of  the  central  nervous  system  involve- 
ment in  cryptococcosis  varies  from  a few  months 
to  15-20  years.  The  usual  course  is  however  fairly 
rapid  and  marked  by  progressive  deterioration.  Pe- 
riods of  remission  can  however  occur,  during  which 
the  Cryptococcus  can  be  found  in  the  spinal  fluid 
in  abundance,  although  cultures  may  remain  ne- 
gative. 

OTHER  SYSTEMS 

Generalized  involvement,  affecting  the  eyes  (pa- 
pilledema, uveitis,  retinitis,  and  keratitis)  as  well 
as  the  heart  (endocarditis),  is  known  to  occur. 
Involvement  of  the  liver,  spleen,  pancreas,  thyroid, 
and  aorta  is  also  reported. 

Among  the  less  common  localizations  of  crypto- 
coccosis the  myocardium  is  certainly  remarkable. 
Jones,  et  al.,  reported  a case  in  1965,'’  claiming  to 
have  found  no  previous  record  of  cardiac  involve- 
ment in  the  literature.  The  case  (a  young  man) 
presented  with  acute  dyspnea  and  tachycardia, 
with  cardiomegaly  and  gross  electrocardiographic 
abnormalities,  diagnosed  clinically  as  cardiomyo- 
pathy of  unknown  etiology.  There  were  no  signs 
or  symptoms  during  life  to  suggest  disease  in  any 
system  other  than  cardiovascular,  and  a final  diag- 
nosis was  made  at  necropsy,  demonstrating  Cryp- 
tococcus neoformans  in  the  granulomata  in  the 
heart,  lungs,  and  lymph  nodes. 

Another  case  of  systemic  infection  wdth  Crypto- 
coccus in  an  18  year  old  boy  who  presented  acute 
urinary  retention  was  reported  by  Tillotson  and 
Lerner  in  1965.®  There  was  pyuria  and  hematuria. 
Urine  cultures  were  negative  for  bacteria  and  My- 
cobacterium tuberculosis,  but  revealed  Cryptococ- 
cus neoformans.  This  microorganism  w'as  also  iden- 
tified in  a biopsy  of  the  prostate.  X-ray  examina- 
tion of  the  chest  demonstrated  a left  upper  lobe 
cavity  and  lytic  lesions  in  several  ribs,  but  the 
latter  occurred  only  after  the  prostatic  biopsy. 
There  was  no  disease  of  the  central  nervous  sys- 
tem in  this  case,  and  improvement  followed  thera- 
py with  Amphotericin  B. 

The  same  authors  note  in  passing  other  unusual 
manifestations  of  cryptococcosis,  namely,  hepatic 
failure,  adrenocortical  insufficiency,  solitary  or 
multiple  bone  lesions,  septic  arthritis,  and  skin 
lesions. 

DIAGNOSIS 

A case  w'hich  would  appear  to  be  the  first  in 
which  an  antemortem  diagnosis  of  Cryptococcus 
prostatitis  was  made  histologically  and  proved  by 
culture  w^as  presented  by  Butler  in  1964.'*  The  dis- 
cover\’  of  Cryptococci  in  the  prostate  prompted  a 
search  for  infection  elsewhere,  and  meningeal  in- 
volvement W'as  thus  detected  prior  to  the  onset  of 
symptoms.  Sterilization  of  the  cerebrospinal  fluid 
was  accomplished  with  relative  ease.  The  first  case 
of  cryptococcal  prostatitis  was  described  by  Voyles 
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and  Beck  in  1946,’“  but  this  was  an  autopsy  diag- 
nosis. In  the  patient  described  by  Dreyfus  in 
1961”  an  antemortem  diagnosis  of  cryptococcal 
prostatitis  was  reported,  but  cultures  were  not  ob- 
tained. This  patient  developed  cryptococcal  men- 
ingitis following  suprapublic  prostatectomy.  On  re- 
viewing the  surgical  specimen  yeast  cells  were  noted 
in  the  prostatic  tissue  but  again  no  cultures  had 
been  made. 

Goldstein  in  1962’“  reported  that  286  cases  of 
systemic  cryptococcis  had  been  reported  in  the 
English  Literature  in  the  1950-1960  period. 

The  incidence  of  asymptomatic  crytococcosis  is 
impossible  to  determine,  since  most  of  the  time 
diagnosis  is  made  after  biopsy,  surgical  exploration, 
or  autopsy  examination. Attempts  to  culture  the 
organism  from  lung  biopsy  material  have  been  un- 
successful in  many  cases,  even  though  it  was  pos- 
sible to  demonstrate  viable  pathogenic  Cryptococci 
by  animal  passage  in  some  cases.  The  failure  of 
the  organism  to  grow  in  culture  in  some  cases  is  un- 
explained, and  apparently  strains  exist  which  grow 
poorly  in  culture  but  may  be  recovered  by  animal 
inoculation.  Repeated  fungal  cultures  may  at  times 
be  negative  in  spite  of  positive  India  ink  prepara- 
tions, whereas  in  other  cases  both  India  ink  pre- 
parations and  fungal  cultures  may  be  negative.  Re- 
peated examinations,  involving  also  culturing  from 
different  sources  (urine,  blood,  bone  marrow  and 
at  times,  stools  and  sputum)  may  be  of  value. 
Some  cases  manifest  little  inflammatory  reaction, 
whereas  others  e.xhibit  a considerable  amount  of 
organization  and  inflammatory  reaction.  Whether 
or  not  these  findings  bear  any  relationship  to  the 
clinical  course  is  a matter  for  speculation. 

An  entirely  different  opinion  of  the  value  of  cul- 
ture is  presented  by  Butler,  et  al.“  who  reported 
forty  patients  with  cryptococcal  meningitis  studied 
at  the  National  Institutes  of  Health,  thirty-eight 
of  which  had  positive  Cryptococcus  culture  of  the 
cerebrospinal  fluid.  In  one  of  the  remaining  two 
patients,  blood  and  ascitic  fluid  obtained  before 
death  were  positive  on  culture,  and  histological 
evidence  of  meningitis  was  seen  at  postmortem 
examination.  In  the  other  case  yeast-like  forms 
resembling  Cryptococcus  neoformans  were  seen  in 
histologic  sections  of  a skin  lesion,  and  the  cere- 
brospinal fluid  showed  elevation  of  the  cell  count 
and  protein  value.  Culture  of  other  specimens  dis- 
closed that  the  urine  was  most  frequently  positive 
(37  per  cent)  and  the  bone  marrow  least  fre- 
quently positive  (13  per  cent),  this  last  finding 
being  in  marked  contrast  with  disseminated  histo- 
plasmosis, in  which  bone  marrow  cultures  were 
positive  in  95  per  cent  of  the  cases  in  the  same 
institution.  Again,  from  the  point  of  view  of  spe- 
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Fig.  1.  Cryptococcal  Pia-Arachnoiditis  — H & E 


stain. 


Fig.  2.  Demonstration  of  capsules  of  Cryptococci  H 
& E stain. 


Fig.  3.  Cerebral  Cryptococcosis,  with  giant  cells  — 
PAS  stain. 


cific  diagnosis,  the  same  authors  stress  that  their 
findings  were  at  variance  with  the  widely  held 
opinion  that  in  untreated  cryptococcal  meningitis 
the  cerebrospinal  fluid  sugar  is  almost  always  at 
a low  level.  Disregarding  the  obvious  fact  that 
depressed  sugar  values  are  not  seen  in  diabetes 
with  elevated  blood  sugar  levels,  still  only  moderate 
(Continued  on  next  page) 
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depressions  of  the  sugar  levels  in  the  cerebrospinal 
fluid  were  seen  in  several  cases,  with  values  less 
that  40  ing.  per  cent  in  only  55  per  cent  of  the 
cases  and  less  than  10  mg.  in  13  per  cent.  How- 
ever, 40  per  cent  of  the  known  diabetic  cases  had 
cerebrospinal  fluid  sugar  values  above  the  lower 
limits  of  normal. 

The  following  percentages  of  positive  culture  of 
Cryptococcus  neoformans,  according  to  the  type 
of  source  of  specimen,  is  given  by  these  authors  in 
Crytococcus  meningitis:  1 ) central  nervous  system 
fluid,  97,2  per  cent  2)  urine,  37  per  cent:  3)  blood, 
25  percent;  4)  stool,  20  per  cent;  5)  sputum,  19 
per  cent;  6)  bone  marrow,  13  per  cent.  Referring 
to  the  same  study  by  Butler,  Brooks‘S  noted  that 
the  positive  urine  cultures  for  Cryptococcus  in 
more  than  a third  of  the  cases  point  out  that  the 
true  incidence  of  genitourinary  involvement  in  dis- 
seminated cryptococcosis  is  probably  greater  than 
the  available  literature  would  indicate. 

Besides  cultures,  other  laboratory  methods  have 
been  extensively  studied.  Sera  which  are  said  to  be 
useful  in  serological  identification  of  Cryptococcus 
neoformans  have  been  obtained  from  rabbits. 
Pathogenicity  in  mice  is  also  well  known,  .-\nti- 
cryptococcal  sera  are  known  to  give  serological 
cross  reactions  with  other  fungi  and  bacteria.  An- 
tigens have  been  detected  in  patients'  sera  and 
spinal  fluids  by  slide  agglutination  tests,  using 
antibody  coated  latex  particles.  Immunofluorescent 
staining  techniques  are  also  available.  .Among  other 
techniques,  besides  fluorescent  staining,  hemag- 
glutination tests  and  complement  fi.xation  tests  have 
also  been  used.  .A  skin  test  is  also  available,  and 
such  an  antigen  would  be  useful  for  epidemiological 
studies  to  determine  the  extent  of  subclinical  in- 
fections. 

EPIDEMIOLOGY 

From  the  epidemiological  point  of  view,  it  is 
worth  stressing  that  for  fifty-five  years  after  the 
isolation  of  the  Cryptococcus  from  peach  juice  by 
Sanfelice  in  1894,  the  only  isolations  reported  were 
from  surfaces,  tissues,  secretions,  or  e.xcreta  of  man 
or  animals.  However  in  1951  Emmons  isolated 
Cryptococcus  from  barnyard  soil  and  in  1955'® 
found  a very  frequent  saprophytic  association  with 
the  excreta  of  pigeons.  Strains  from  pigeon  manure 
vary  in  virulence.  \’irulent  strains,  indistinguishable 
from  those  isolated  from  fatal  cases  in  man,  are 
present  in  the  old  nests  (of  the  previous  season) 
and  the  excreta  under  roosting  sites  of  pigeons  in 
upper  floors  of  buildings,  cupolas,  towers,  window 
ledges  and  similar  locations  in  cities,  and  in  stables 
and  barns  in  rural  areas.  .At  the  present  time  pig- 
eon droppings  are  the  most  abundant  .source  of 
this  pathogenic  fungus;  and  until  other  sources 
are  discovered  it  is  reasonable  to  assume  that  ex- 


posure to  Cryptococcus  through  pigeon  e.xcreta  is 
the  most  significant  and  important  source  of  infec- 
tion for  animals  and  man.  This  further  suggests 
that  the  mycosis,  instead  of  being  almost  uniformly 
fatal  and  rare  and  sporadic  in  occurrence,  may  ac- 
tually follow  the  epidemiological  pattern  of  other 
mycoses  (coccidioidomycosis  and  histoplasmosis). 
.Similarly,  the  respiratory  tract  is  the  obvious  source 
of  entry. 

Besides  the  more  common  point  of  entry,  the 
lungs,  the  tonsils  have  also  been  suggested,  and 
even  the  skin.  The  gastro  intestinal  tract  has  also 
been  incriminated,  as  evidenced  by  cases  showing 
a focus  of  cryptococcosis  in  a single  intra-abdomi- 
nal lymph  node  in  patients  who  died  from  dis- 
seminated cryptococcosis.'" 

While  serological  tests  cannot  be  relied  upon  to 
detect  cryptococcosis  in  man,  due  either  to  the 
patient’s  failure  to  develop  antibodies  or  to  inade- 
quacy of  techniques,  current  studies  offer  consid- 
erable promise  of  success  in  improvement  of  anti- 
gens. Rarely  patients  with  cryptococcosis  and  no 
evidence  of  a second  mycosis  react  to  antigens  of 
histoplasma.  Whereas  histoplasma  has  not  as  yet 
been  isolated  from  excreta  of  pigeons  on  upper 
floors  of  buildings,  towers  and  haymows,  the  en- 
richment of  soil  at  ground  level  by  pigeon  drop- 
pings may  furnish  a suitable  environment  for  both 
fungi.  It  is  interesting  that  pigeons  and  other  birds 
have  never  been  found  to  be  natural  reservoirs  of 
Crytococcus  neoformans.  .A  possible  reason  is  their 
body  temperature,  which  is  several  degrees  above 
the  maximum  temperature  required  for  prolifera- 
tion of  the  pathogen.  Experiments  show  that  if 
their  body  temperature  is  experimentally  reduced, 
they  may  then  become  susceptible  to  e.xposure.  The 
e.xcreta  of  birds,  on  the  other  hand,  provide  a 
highly  nitrogenous  substrate  for  the  saprophytic 
growth,  not  only  of  Crytococcus  neoformans,  but 
also  of  other  fungal  pathogens  and  potential  patho- 
gens which  are  widespread  in  nature.  Taylor'®  has 
called  attention  to  the  possible  association  of  the 
uricase  present  in  some  bacteria,  yeast  and  moulds 
and  the  uric  acid  which  is  the  chief  waste  product 
of  nitrogen  metabolism  in  birds.  .Although  Crypto- 
coccus neoformans  is  reported  to  occur  more  fre- 
quenth’  in  old  than  fresh  e.xcreta,  the  moist  feces 
act  most  probably  as  an  effective  spore  trap  for 
collecting  this  and  other  microorganisms  from  the 
environment.  .As  with  Histoplasma.  climatic  con- 
ditions, such  as  temperature  and  humidity,  may 
be  important  factors  in  the  proliferation  of  Cryp- 
tococcus neoformans  in  association  with  bird  e.x- 
creta. In  the  study  of  Partridge  and  Winner,'® 
samples  collected  between  .April  and  .August,  dur- 
ing periods  when  the  temperature  was  often  around 
25  degrees  C..  with  not  infrequent  rainfall,  did 
(Continued  on  Page  610) 
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NoWj  now,  Mrs.  Forsythe,  wFve  never  lost  a cold  patient  yet. 


When  she's  experiencing  acute  discomfort  from  cold 
symptoms,  it’s  small  wonder  the  patient  becomes  dis- 
'tressed  about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 
'^iovahistine  LP  is  a long-acting  decongestant  that  helps 
'estore  normal  mucus  secretion  and  ciliary  activity — 
ohysiologic  mechanisms  which  prevent  infection  of  the 
'espiratory  tract.  A dose  of  two  tablets  taken  in  the  morn- 
ng  and  repeated  in  the  evening  will  usually  keep  air 
sassages  clear  for  24  hours. 

Jse  cautiously  in  individuals  with  severe  hypertension, 
•fiabetes  mellitus,  hyperthyroidism  or  urinary  retention. 


Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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For  relief  of  nasal  congestion. 


LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning;  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 

Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with; 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage;  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children:  Dosage 

Lomoili  (Each  teaspoonful  [4  cc.l  contains 

Age  Dosage  2 mg.  of  diphenoxylate  HCI) 


3-6  months 

. 3 xx\g. 

Vi  tsp.  3 times  daily 

6-12  months 

. ^ mg. 

V2  tsp.  4 times  daily 

1-2  years . . 

. 5 5timesdaily 

2-5  years . . 

. 6 

1 tsp.  3 times  daily 

5-8  years . . 

. 8 

1 tsp.  4 times  daily 

8-12  years  . 

10  tsp.  5 times  daily 

Adults;  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects;  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

DEXTRO-AMPHETAMINE  SULFATE  (IS  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications-.  Dextro-amphefamine  sulfate;  in 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reoctions 
to  meprobomote. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  ore  severely 
hypertensive. 

Dextro-amphetomine  sulfate;  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate;  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  toking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  couse  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mol  attacks.  Prescribe  cautiously  and  in 
smoll  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects.'  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-omphetamine  sulfate;  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobomote;  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulonts.  Allergic  or 
idiosyncratic  reactions;  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatol  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fotal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyonomid  Company, 
Pearl  River,  New  York 
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CRYPTOCOCCUS  MENINGITIS 

(Concluded  from  Page  608) 

not  show  evidence  of  Cryptococcus  neoformans  un- 
til the  end  of  May.  Other  specimens  collected  dur- 
ing the  previous  winter  were  all  negative  for  this 
pathogen. 

.Among  domesticated  animals  cryptococcosis  oc- 
curs in  the  horse,  cat,  dog,  as  a central  nervous 
system  disturbance.  .As  a pulmonary  Infection  it 
has  been  reported  in  the  horse,  cat,  pig,  and  mink 
and  as  a mammary  infection  in  the  cow’.  The  dis- 
ease has  also  been  reported  in  swine,  marmoset, 
monkeys,  and  a cheetah.  .Although  there  is  no  evi- 
dence of  transmission  of  this  type  of  fungus  from 
animal  to  animal  or  animal  to  human,  contact  with 
infected  cats  should  be  reduced  to  a minimum.^® 

PREDISPOSING  CAUSES 

It  is  well  known  that  predisposing  conditions  to 
the  development  of  cryptococcosis  include  debili- 
tating diseases,  use  of  steroids,  anti-tumor  agents, 
leukemia,  and  the  lymphoma  group  of  diseases. 
The  basis  of  susceptibility  of  patients  with  Hodg- 
kin’s disease  to  crytococcosis  is  not  clear.  Several 
factors  have  been  suggested:  treatment  with  anti- 
biotics, suppressing  competitive  bacterial  flora  and 
allowing  mycosis  to  flourish,  and  steroid  treatment 
interfering  with  immune  responses.  Patients  with 
lymphoma,  however,  seem  to  have  a special  sus- 
ceptibility to  mycotic  infections  not  shared  by  pa- 
tients with  other  malignant  neoplasms.  In  a large 
series  reported  in  1960  the  incidence  of  mycotic 
infections  in  all  autopsies  was  6 per  cent,  and  more 
than  half  (55  per  cent)  had  leukemia  of  lymphoma. 
In  the  same  series,  eight  of  sixteen  patients  with 
cryptococcosis  had  Hodgkin’s  disease  and  six  had 
lymphosarcoma  or  leukemia.  It  is  known  that  pa- 
tients with  Hogkin’s  disease  have  normal  ability 
to  manufacture  circulating  antibodies  against  a 
variety  of  antigens,  but  have  markedly  reduced 
hypersensitivity,  especially  during  periods  of  dis- 
ease activity.  In  a large  portion  of  patients  with 
Hodgkin’s  disease,  skin  homografts  persist  longer 
than  in  normal  persons. 

A patient  with  myasthenia  gravis,  who  also  had 
thyoma  and  immunological  responses  which  resem- 
bled the  aberrations  in  Hodgkin’s  disease,  was  pre- 
sented by  Rowland  et  al.  in  1964.-^  This  patient 
developed  crytococcal  meningitis,  which  seemed  to 
be  successfully  treated  with  .Amphotericin.  The  pa- 
tient ultimately  developed  acute  bacterial  pneumo- 
nitis and  at  autopsy  Cryptococci  were  present  in 
the  meninges. 

However,  the  discrepancy  between  the  apparently 
ubiquitous  occurrence  of  Cryptococcus  and  the  low 
morbidity  associated  with  it  is  interesting.  In 
studies  conducted  on  patients  with  known  neo- 
plastic disease,^®  who  should  therefore  have  a pro- 


pensity to  infections  with  Cryptococcus,  it  was 
found  that  none  of  the  patients  from  whom  Cryp- 
tococcus neoformans  was  isolated  showed  clinical 
signs  of  cryptococcosis.  That  healthy  persons  man- 
ifest a resistance  to  even  a massive  inoculum  of 
this  organism  is  well  known,  as  shown  by  a case 
of  contamination  at  autopsy  with  tissues  of  an 
infected  mouse,  without  development  of  human 
crptococcosis.^^  The  fact  that  even  patients  with 
a presumed  predisposing  condition  have  a low  mor- 
bidity rate  is  perhaps  not  widely  appreciated.  .An 
unrecognized  immune  factor,  possibly  “blocking 
antibodies,”  could  be  responsible  for  this.  .Attempts 
to  demonstrate  such  effects  have,  however,  been 
so  far  unsuccessful.  The  so-called  “growth  inhibit- 
ing factor”  for  Crpytococcus  neoformans,  besides 
not  having  been  proved  beyond  doubt,  has  also 
been  found  in  senile  patients  with  cryptococcal 
meningitis.  Similarly,  the  size  of  the  capsule  is  not 
related  to  the  pathogenicity  of  this  organism. 

SUMMARY 

.A  case  of  central  nervous  system  cryptococcosis 
is  presented.The  literature  is  reviewed  and  the 
clinical,  pathological,  and  epidemiological  features 
of  crytococcosis  are  outlined,  including  some  of 
the  less  well-known  or  less  common  localizations. 
Some  of  the  recent  concepts  drown  from  the  litera- 
ture are  outlined. 
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(Concluded  from  Page  601 ) 
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R.  I.  DAY  CENTER  PROGRAM 

(Concluded  from  Page  603) 

society,  where  demands  for  short-term  psychiatric 
services  are  rapidly  increasing.  It  is  hoped  that  the 
concept  of  partial  hospitalization  for  the  mentally 
ill  will  gradually  become  more  generally  recognized 
and  accepted  by  those  working  in  the  field  of  men- 
tal health  as  well  as  by  the  community  at  large. 
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'I'o:  All  xHeinhers  of  the  Medical  Profession 

Subject;  (’hange  in  Rescue  Service  Procedure  in  ('ranston 

As  of  July  2(),  1966,  The  Cranston  Fire  Department  must  confine 
its  activities  to  emergency  cases  only,  leaving  non-emergency  trans- 
portation to  the  private  ambulance  services.  The  ordinance  of  the  City 
of  Cranston  pertaining  to  the  use  of  rescue  vehicles  is  as  follows; 

ARTICLE  III.  RESCUE  VEHICLES 

Sec.  10-17.  All  city  rescue  vehicles  shall  be  and  remain  in  the  cus- 
tody and  charge  of  the  fire  department. 

Sec.  10-18.  City  rescue  vehicles  may  be  used  for  emergency  calls 
OR  accidents  tvithin  the  city  limits  and  for  any 
other  emergency  or  rescue  use.  Stich  vehicles  shall 
not  be  used  for  non-emergency  transportation  or  for 
the  transportation  of  persons  suffering  from  conta- 
gious or  infectious  diseases. 

Your  cooperation  in  this  matter  will  be  greatly  appreciated. 

Very  truly  yours, 

THOxMAS  J.  POWERS 
Chief  of  Department 
Cranston,  Rhode  Island 
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“Factors  Influencini]  Insulin  Secretion 

and  Action” 


.1  Lecture  Sponsored  by  the  Diabetes  Committee  of  the 
Rhode  Island  Medical  Society 

SPEAKER:  ALEXAM)ER  MARBLE,  M.I).,  of  Boston,  Massachusetts. 

Associate  Clinical  Professor  of  3Iedicine,  Harvard  Medical 
School;  Physician,  Joslin  ( linic  and  Xew  Eiijfland  Dea- 
coness H(»si)ital;  Senior  Associate  in  Medicine,  Peter 
Bent  Bri;rham  Hitspital,  Boston. 


At  the  R.I.  Medical  Library  . . . Monday,  November  14  at  8 P.M. 


Diabetes  Detection  W eek ISovember  13 — 19 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours 
This  is  why  we  say 


TRAOK  MARK  (9 


things  go 

better,! 

^with 

Coke 


Eililoriiils 


TOBACCO  SMOKING,  LOCAL  HISTORY,  AND  THE  BRAIN 


When  King  Philip,  Metacom,  burned  and  plun- 
dered Lancaster,  Massachusetts  in  1676,  he,  cap- 
tured the  minister’s  wife,  Mrs.  Joseph  Rolandson, 
and  gave  her  for  a slave  to  his  sister-in-law,  Queen 
Weetamoe.  During  the  captivity  she  was  commis- 
sioned by  King  Philip  to  make  a shirt  for  him,  and 
in  her  diary  recounts  both  her  meeting  with  Philip 
and  some  interesting  observations  on  the  habit  of 
smoking: 

. he  bade  me  come  in  and  sit  down,  and 
asked  whether  I would  smoke  (a  usual  compli- 
ment among  Saints  and  Sinners),  but  this  no  way 
suited  me.  for  though  I had  formerly  used  To- 
bacco, yet  I had  left  it  ever  since  I was  taken.  It 
seems  to  be  a bait  the  Devil  lays  to  make  men 
lose  their  precious  time;  I remember  with  shame 
how  formerly,  when  I had  taken  two  or  three 
pipes,  I was  presently  ready  for  another,  such  a 
bewitching  thing  it  is;  But  I thank  God  he  has 
now  given  me  power  over  it;  surely  there  are 
many  who  might  be  better  employed  than  to  lie 
sucking  a stinking  Tobacco-pipe.” 

A thorough  knowledge  of  the  psychopharmacolo- 
gical  effects  of  smoking  is  absolutely  necessary  if 
we  are  ever  to  understand  or  control  the  smoking 
habit  — the  smoker’s  “desire  to  smoke.”  The  spe- 
cific central  nervous  system  effects  of  smoking  have 
recently  been  briefly  summarized  in  “The  Effect 
of  Nicotine  and  Smoking  on  the  Central  Nervous 
System”  by  the  New  York  Academy  of  Science  in 
its  delightful  review  pamphlet.  The  Sciences.  Here 
are  reported  the  conclusions  of  the  recent  confer- 
ence on  smoking  effects  sponsored  by  the  Academy. 
Much  has  been  published  on  the  effects  of  tobacco 
smoking  in  producing  emphysema  and  lung  cancer, 
much  to  the  exclusion  of  the  effects  of  smoking  on 
other  systems  with  the  exception,  perhaps,  of  the 
cardiovascular  system. 

The  rapid  spread  of  tobacco  smoking  after  the 
discovery  of  America  implies  that  there  is  something 
very  pleasant  in  its  use.  Darwin  wrote  that  he  had 
seen  many  kinds  of  monkeys  smoke  with  pleasure. 
Checking  this.  Doctor  Murray  Jarvik  found  that 
monkeys  enjoy  smoking,  and  the  very  act  of  smok- 
ing is  preferred  to  the  mere  passive  inhalation  of 
tobacco  vapor.  IMonkeys,  given  a chance,  may  even 
become  chain  smokers.  The  pleasant  effect  of  to- 


bacco is  related  to  nicotine  by  ob.serving  that  mon- 
keys will  develop  the  habit  through  the  administra- 
tion of  nicotine  by  injection.  Regardless  of  how  ni- 
cotine is  introduced  into  the  body,  at  least  in  pri- 
mates, there  is  some  pleasure  principle  as.sociated 
with  it,  and  the  actual  act  of  smoking  .seems  to  be 
the  most  pleasant  way  of  introducing  the  nicotine. 

Radio  tagged  nicotine  was  shown  to  be  diffusely 
distributed  throughout  the  brain  .soon  after  injec- 
tion, while  the  sites  within  the  brain  having  the 
highest  concentration  were  the  nerve  cell  bodies 
themselves.  It  has  long  been  known  that  smoking, 
as  is  true  with  many  other  p.sychomimetic  drugs, 
may  have  a “paradoxical  reaction.”  There  is  the 
wake-up  effect  of  nicotine  — which  probably  ac- 
counts for  the  first  cigarette  in  the  morning.  In 
larger  concentration  nicotine  is  depre.ssing  and  .sopo- 
rific — which  may  account  for  smoking  in  bed, 
which  has  occasionally  led  to  disastrous  fires. 

The  specific  area  of  accumulation  of  tagged  nico- 
tine is  in  the  hippocampus.  Electroencephalography 
in  this  area  shows  that  the  hippocampal  pyramidal 
cells  alter  their  rhythm  and  increase  their  rate  of 
activity  under  the  action  of  even  small  amounts  of 
nicotine.  Similar  effects  on  the  hippocampal  pyra- 
midal cells  have  been  reported  with  some  of  the 
tranquilizing  drugs. 

The  health  hazard  of  cigarette  .smoking  to  certain 
individuals  is  unmistakable.  Patients  in  whom  cig- 
arette smoking  is  positively  hazardous  and  danger- 
ous often  simply  will  not  give  up  the  habit;  and 
indeed  despite  all  the  recent  warnings  on  cigarette 
packages,  statistics  indicate  that  cigarette  smoking 
is  not  declining,  but  well  may  be  increasing.  One 
must  grant  that  the  effects  of  smoking  must  be 
pleasant  to  a large  majority  of  people,  or  they 
simply  would  not  do  it.  Similarly,  in  all  the  argu- 
ments against  smoking  no  one  has  seriously  con- 
demned the  drug  for  its  “psychological  effects.” 
The  harmful  effects  are  always  physical.  Given 
these  circumstances  it  may  well  be  that  the  same 
pleasant  effects  of  tobacco  .smoking  may  be  ob- 
tained in  the  future  by  some  drug  without  the  dam- 
aging physical  effects.  The  tranquilizing  drugs,  es- 
pecially in  the  effect  on  the  hippocampal  pyramidal 
(Continued  on  next  page) 
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cells,  seem  to  work  in  a similar  manner.  The  New 
York  Academy  of  Science’s  conference  on  “the  Ef- 
fect of  Nicotine  and  Smoking  on  the  Central  Ner- 


vous System’’  is  a good  beginning  to  a more  ra- 
tional and  less  emotional  approach  to  the  control 
of  this  health  hazard. 


DOCTOR  POPULATION  INCREASING 


While  the  image  of  the  A.M.A.  has  upon  occasion 
suffered  because  of  inept  public  relations,  more 
often  it  is  the  victim  of  unfounded  accusations  or 
distorted  half-truths.  One  such  canard  is  the  re- 
peated claim  that  the  A.M.A.  has  tried  to  limit  the 
number  of  doctor's.  Long  ago  during  the  Great  De- 
pression days  of  the  early  1930’s,  it  had  justifiable 
concern  that  an  overproduction  of  physicians  would 
result  in  economic  adversity  and  inadequate  train- 
ing opportunities.  At  that  time  it  is  well-known  that 
certain  physicians  in  the  Bronx  were  driving  New 
York  taxis  to  keep  their  homes  together. 

Since  World  War  II  the  A.M.A.  has  actively  sup- 
ported the  expansion  of  undergraduate  medical  edu- 
cation and  the  multiplication  of  resident  training 
programs.  The  current  disproportion  between  the 
number  of  American  medical  school  graduates  and 
the  number  of  internships  and  residencies  is  not  a 
true  measure  of  medical  manpower  needs  as  is 
often  claimed.  The  expanding  population,  the  aging 
of  the  population,  and  the  growing  complexity  of 
medical  care,  of  education,  and  of  research,  how- 
ever, are  placing  almost  limitless  demands  upon  the 
available  pool  of  physicians. 

There  is,  nevertheless,  encouraging  evidence  that 
the  manpower  pool  is  increasing.  The  long-term  ef- 
fects of  the  famed  Flexner  report  of  fifty  years  ago 
and  the  great  cost  of  medical  education  (not  .A.M..^. 
policy)  hav’e  been  limiting  factors;  there  is  also  a 
great  shortage  of  qualified  teachers.  It  is  of  in- 
terest that  in  the  academic  year  of  1845-46  the 
Medical  Department  of  the  University  of  Pennsyl- 
vania awarded  168  M.D.  degrees  and  Jefferson 
Medical  College  170  in  the  same  year.  Tw'o  medical 

POSTOPERATIVE  RADIATION 

In  recent  years  there  has  been  a growing  disen- 
chantment with  postoperative  prophylactic  radia- 
tion therapy  in  breast  cancer  based  both  on  clinical 
experience  and  a number  of  reported  series.  The 
value  of  x-radiation  in  treating  focal  recurrences  of 
cancer  or  metastatic  spread  is  not  at  issue.  The  ef- 
fectiveness of  this  agent  in  objectively  reducing 
such  lesions  or  in  providing  symtomatic  relief  is 
well  established,  even  if  prolongation  of  life  may 
not  result.  What  is  at  issue  is  the  value  of  routine 
post  operative  x-ray  therapy  in  improving  the  per- 
centage of  cures  or  five  year  survivals.  It  has  long 
been  the  custom,  at  least  in  the  New  England  area, 
to  treat  with  x-raY  those  cases  showing  axillary 


colleges  in  New  York  City  in  that  year  awarded  131 
and  130  degrees  respectively.  Few  medical  schools 
in  the  modern  era  could  compete  with  this.  The  net 
effect  of  the  Flexner  report  was  to  liquidate  diplo- 
ma mills  and  to  limit  classes  to  a size  that  could 
turn  out  well  educated  doctors.  With  the  upgrading 
of  medical  education,  progressively  increasing  costs 
have  resulted. 

Yet  the  Association  of  American  IMedical  Col- 
leges has  reported  very  encouraging  comparative 
statistical  studies  on  the  number  of  medical  stu- 
dents enrolled  and  the  number  graduated  in  1940 
and  1965  respectively.  The  total  enrollment  in- 
creased from  21,271  to  32,428,  the  number  of  grad- 
uates from  5,097  to  7,409.  These  are  impressive 
increases  of  53  and  35  per  cent.  The  number  of 
medical  schools  increased  from  77  (with  10  two 
year  programs)  to  88  (with  3 two  year  programs). 
It  is  stated  that  the  creation  of  15  new  medical 
schools  seems  certain,  13  of  which  will  provide  full 
4 year  programs.  Twenty-five  addition  institutions 
have  initiated  explorations  or  discussions  in  con- 
templation of  the  creation  of  new  schools.  Improve- 
ment grants  to  85  existing  schools  and  7 new  schools 
will  result  in  providing  992  additional  places  for 
medical  students  in  1967. 

What  is  the  impact  of  all  this  activity  upon  the 
doctor-population  ratio?  In  1960  there  was  one 
physician  for  every  737  persons.  .According  to  esti- 
mates of  the  Council  on  Medical  Education  of  the 
A.M.A.,  there  will  be  in  1975  about  360,000  physi- 
cians for  230,000,000  Americans.  This  is  a signifi- 
cant increase  to  a ratio  of  one  doctor  for  every 
638  persons.  This  is  good  news  indeed. 

THERAPY  IN  BREAST  CANCER 

metastases,  while  not  treating  those  in  which  the 
axilla  was  free.  Some  observers  have  had  serious 
doubts  as  to  wether  such  a program  could  indeed 
be  supported  by  valid  statistics. 

Because  of  this  uncertainty  a study  was  carried 
out  on  the  Breast  Service  at  Memorial  Hospital 
in  New  York  City  by  Robbins,  et  al.  (Surg.,  Gynec. 
and  Obstet..  May,  1966)  in  an  attempt  to  evaluate 
the  efficacy  of  post-mastectomy  roentgenotherapy. 
During  a control  period  ( 1950-51  ) no  radiation  was 
used  following  a standard  radical  mastectomy  for 
operable  cancer.  During  the  1954-1955  period  pa- 
tients were  similarly  managed  by  surgery,  but  post- 
operative radiation  was  added.  X-ray  treatment  was 
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applied  to  the  supraclavicular  region  (anterior  and 
posterior)  and  to  the  internal  mammary  area.  After 
certain  necessary  exclusions  735  patients  were  avail- 
able for  comparison.  Of  these  386  had  received  no 
radiation  therapy,  while  349  had  been  irradiated. 
These  cases  were  further  subdivided  by  the  pres- 
ence or  absence  of  involved  axillary  nodes.  In  all 
three  categories  — total  patients,  those  with  nodes, 
and  those  without  — there  was  actually  a greater 
five-year  survival  rate  without  disease  in  the  non- 
irradiated  than  in  the  irradiated  group.  Analysis 
indicated,  however,  that  these  differences  were  not 
statistically  significant. 


It  was  concluded,  therefore,  on  the  basis  of  this 
study  that  the  cure  rate  for  breast  cancer  was  not 
altered  significantly  by  conventional  radio-therapy 
after  radical  mastectomy  — and  that  this  con- 
clusion held  whether  or  not  there  was  axillary  in- 
volvement. 

On  the  basis  of  presently  available  evidence  sur- 
geons may  with  good  conscience  omit  irradiation 
after  radical  mastectomy  with  its  attendant  expense, 
inconvenience,  and  discomfort  even  when  axillary 
nodal  metastases  are  present. 


FOOTNOTE  ON  COLLODION 


After  attending  the  A.M.A.  Convention  in  Phila- 
delphia in  1848,  Usher  Parsons  of  Providence  re- 
ported that  no  notice  had  been  taken  at  the  meeting 
of  collodion,  recently  introduced  into  surgical  prac- 
tice. ‘T  can  only  account  for  this  omission,”  he 
reflected,  “solely  on  the  fact  that  it  is  a Boston  in- 
vention. The  Philadelphia  surgeons  were  (probably 
for  the  same  reason)  slow  to  acknowledge  the  vir- 
tues of  ether  ...  I felt  satisfied  that  a jealous  spirit 
exists  among  them.”  Collodion?  1948?  Boston? 
Indeed! 

To  this  writer,  collodion  had  always  been  around 
— like  the  scalpel.  The  suggestion  that  it  had  been 
introduced  into  surgery  two  years  after  ether  — 
and  in  Boston  at  that  — was  an  intriguing  one.  A 
bit  of  investigation  proved  this  to  be  true.  Before 
the  Boston  Society  for  Medical  Improvement  on 
March  27,  1848,  John  Dix  Fisher  of  Boston  (Har- 
vard graduate  and  a pupil  of  Usher  Parsons,  inci- 
dentally) read  a letter  from  Doctor  John  Parker 
Maynard  of  Dedham  titled:  “Discovery  and  .Ap- 
plication of  the  New  Liquid  Adhesive  Plaster.” 
Maynard  had  learned  some  months  before  from  a 

THE  NATIONAL 

Unlike  the  Tobacco  Institute,  which  has  taken 
the  position  of  advocate  in  its  campaign  to  dis- 
credit objective  medical  evidence  incriminating  to- 
bacco or  showing  its  detrimental  effects  in  many 
clinical  disorders,  the  National  Dairy  Council  has 
maintained  a posture  of  refreshing  objectivity. 
While  the  National  Dairy  Council  not  surprisingly 
is  concerned  with  the  welfare  of  the  dairy  industry, 
it  has  not  found  it  necessary  to  suppress  evidence, 
twist  the  truth,  or  discredit  sound  conclusions. 

In  its  bi-monthly  bulletin.  Dairy  Council  Digest, 
it  attempts  to  present  an  honest  “Intrepetive  Re- 
view of  Recent  Nutrition  Research.”  For  example, 
the  July-August  1966  issue  carries  a review  on  Obe- 
sity, Diabetes,  and  Coronary  Heart  Disease.  In  its 
summary  of  the  recent  literature  it  states  that 


Doctor  Charles  T.  Jackson  that  a varnish  could  be 
made  by  dissolving  guncotton  in  sulphuric  ether. 
Maynard  had  e.xperimented  with  this  varnish  as  a 
protection  for  gilded  surfaces.  He  found  it  useless 
fcr  this  purpose,  but  noticed  that  it  glued  his  index 
and  middle  fingers  together  so  firmly  “that  it  re- 
quired a considerable  degree  of  force  to  separate 
them.”  “This  accidental  occurrence,”  he  wrote, 
“suggested  to  me  the  idea  that  this  fluid,  as  it  sud- 
denly became  solid,  and  seemed  to  possess  an  ad- 
hesive tenacity  unequalled  by  any  known  gum, 
might  be  made  use  of  as  an  elegant  and  effective 
substitute  for  the  common  adhesive  plaster,  and 
become  an  important  agent  in  surgery.”  He  there- 
upon experimented  with  it  and  found  that  it  was  so. 

This  led  to  a controversy,  a common  occurrence 
in  those  days,  regarding  priority  of  discovery.  In 
a series  of  reports  in  the  Boston  Medical  and  Sur- 
gical Journal  Maynard  described  the  use  of  col- 
lodion in  various  types  of  cases  and  apparently 
established  his  right  of  priority.  .All  of  this  seemed 
important  in  Boston  and  Dedham. 

S.J.G. 

DAIRY  COUNCIL 

studies  “revealed  an  association  between  abnormal 
glucose  tolerance  and  atherosclerotic  disease.”  It 
adds:  “Obesity  is  also  closely  associated  with  dia- 
betes and  is  one  of  the  ‘risk’  factors  in  coronary 
heart  disease.  Weight  reduction  of  these  obese  pa- 
tients and  maintenance  of  desirable  body  weight  is 
an  important  measure  in  the  prophylaxis  of  both 
diabetes  and  coronary  heart  disease.” 

It  is  evident  to  all  that  whole  milk,  cream,  and 
butter  are  not  exactly  conducive  to  weight  reduc- 
tion. The  dairy  industry  has  made  conveniently 
available  for  those  who  wish  or  need  them  and  are 
wise  enough  to  use  them  skim  milk  and  cottage 
cheese.  Nowhere  does  Dairy  Council  Digest  state 
or  imply  that  butter  fat  is  good  for  obesity. 

(Continued  on  ne.xt  page) 
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We  congratulate  the  National  Dairy  Council  for 
its  fairness,  honesty,  and  objectivity.  The  Dairy 
Digest  is  well-written,  scientifically  sound,  and  emi- 


nently readable.  We  look  forward  to  its  arrival  in 
the  mail  and  trust  that  it  will  maintain  its  standard 
of  excellence. 


ACHILLE  MARIO  DOGLIOTTI 


A brain  tumor  has  ended 
.\chille  Mario  Dogliotti's  bril- 
liant career  at  the  age  of  68. 

■A  leading  surgeon  of  Italy,  he 
was  professor  and  chairman  of 
the  department  of  surgery  of  the 
University  of  Turin. 

He  did  original  work  on  epi- 
dural anesthesia,  extrapulmonary 
circulation,  and  reconstruction  of 
He  advanced  cardiovascular  sur- 
gery with  personal  techniques.  He  performed  one 
of  the  world's  first  open  heart  operations  in  1951. 


In  1947  he  spoke  at  the  Rhode  Island  Hospital 
on  nerve  regeneration.  The  Malpighi  Medical  Club 
of  Rhode  Island  presented  him  with  an  anesthesia 
outfit,  the  best  available  at  the  time,  to  help  him 
in  his  neurosurgical  research  projects. 

Last  year,  at  the  New  York  .\cademy  of  ^ledi- 
cine  of  New  York,  he  spoke  on  Moral  Dramas  and 
Dilemmas  in  the  Practice  of  Surgery. 

He  was  a brilliant  speaker  and  writer,  and  author 
of  man\'  papers  and  books  on  surgical  diagnosis  and 
technique. 

His  passing  represents  a serious  loss  to  medicine 
in  general  and  to  surgery  in  particular. 


the  biliary  ducts. 


PROTEIN-LOSING  GASTROENTEROPATHY 


Protein  loss  from  the  gastrointestinal  tract  has 
been  difficult  to  demonstrate  because  of  digestion 
of  gastrointestinal  protein  and  subsequent  absorp- 
tion of  the  component  amino  acids.  Doctor  Robert 
S.  Gordon  in  1959  in  the  Lancet  introduced  a new 
study  technique  in  which  he  used  the  plasma  ex- 
pander, polyvinylpyrrolidone  (P\’P)  tagged  with 
radio  iodine  as  an  indicator  of  G.l.  protein  loss.  He 
administered  the  drug  intravenously  and  subse- 
quently analyzed  4 day  stool  collections  for  radio- 
activity, calculating  the  percentage  of  the  intra- 
venous dose  of  P\’P  excreted  in  the  stool  but  not 
resorbed.  This  was  normally  less  than  1.5  per  cent 
of  injected  P\’P.  Amounts  greater  than  1.5  per  cent 
were  considered  to  reflect  abnormal  gastrointestinal 
exudation  of  protein. 

This  test  has  been  used  increasingly  to  evaluate 
rypco' oteinemia  conseouent  to  G.l.  protein  loss. 
The  lovv  plasma  protein  has  been  considered  due  to 
failure  of  liver  protein  synthesis  to  keep  pace  with 
loss  in  spite  of  amino  acid  resorption.  Normally 
liver  albumin  synthesis  precedes  at  roughly  12.0 
gm.  a day  with  maximum  capacity  perhaps  twice 
that,  while  gastrointestinal  protein  loss  may  be 
double  maximal  liver  capacity  for  synthesis.  Hypo- 


proteinemia  and  edema  are  the  consequence.  The 
editors  of  the  Lancet  seeking  a new  term  for  this 
mechanism  analgous  to  proteinuria  have  offered  the 
designation  protein-losing  gastroenteropathy. 

Protein-losing  gastroenteropathy  has  been  noted 
in  a wide  variety  of  hypoproteinemic  states  associ- 
ated with  edema  and  serous  effusions.  These  have 
included  diseases  causing  inflammation  and  ulcer- 
ation of  the  gastrointestinal  mucosa  such  as  ulcera- 
tive colitis,  carcinoma  of  esophagus,  stomach  and 
intestines,  and  acute  infectious  enteritis.  A second 
group  of  abnormalities  thought  to  be  due  to  loss 
of  lymph  into  the  gut  includes  regional  enteritis, 
Whipple’s  disease,  congestive  heart  failure  from 
constrictive  pericarditis,  thoracic  duct  fistula,  and 
intestinal  lymphangiectasia.  Finally  it  has  been 
noted  in  a wide  range  of  gastrointestinal  diseases 
including  giant  rugal  gastritis,  gluten-induced  en- 
teropathy, tropical  sprue,  megacolon,  blind  loop 
syndrome,  agammaglobulinemia,  amyloid  disease  of 
the  G.L  tract,  and  parasitic  G.L  infection. 

Such  a range  of  abnormalities  associated  with 
hypoproteinemia  and  gastrointestinal  diseases  points 
up  a stimulating  and  useful  line  of  diagnostic  rea- 
soning in  obscure  problems  of  edema. 


AUXILIARY  DINNER  DANCE 

The  Woman’s  .Auxiliary  to  the  Rhode  Island  Medical  Society  will  have  a dinner-dance  entitled 
"Fall  Fling"  at  Rhodes-on-the-Pawtuxet,  State  Room,  October  29,  1966. 

Happy  Hour  is  at  6:30 — Hors  d'oeuvres  made  by  Woman’s  Auxiliary — Buffet  Dinner  8:30 — 
Dancing  from  9:00  until  1:00 — Dress  will  be  casual. 

roving  minstrel  will  circulate  among  the  tables.  There  will  be  prizes  for  spot  dancers — Ker- 
chiefs for  everyone  to  give  us  that  '‘casual  feeling." 

The  proceeds  from  this  dance  will  go  towards  the  Scholarship  Fund.  For  reservations  call  IMrs. 
D.  Richard  Baronian  at  942-3356. 
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DECLOMYCIIV 

DEMETHYLCHLOBTETRACYCLINE 
300  FILM  COATED  DVELETS 

are  made  for  bid. 


Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely  or 
chronically  ill— when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— in  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and  short 
exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations. 

In  a smaller  proportion,  photoallergic  reactions  have  been 
reported.  Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects- Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken. 

Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 

This  effect  occurs  mostly  during  long-term  use  but  has  also  been 
observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 
All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy.  Anaphylactoid  reactions 
have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium 
content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75 
mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

423.6.4072 
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SCHOOL  HEALTH  SUBJECT  OF  PEDIATRIC 
SOCIETY  REPORT 

The  American  Academy  of  Pediatrics  has  released 
a comprehensive  report  dealing  with  all  aspects  of 
school  health. 

Entitled  the  Report  oj  the  Committee  on  School 
Health  of  the  American  Academy  oj  Pediatrics,  the 
report  provides  information  on  essential  school 
health  matters,  emphasizes  subjects  relating  to 
school  health  policy,  and  outlines  techniques  used  in 
school  health  services. 

The  book  was  developed  to  meet  these  primary 
objectives. 

• Provide  physicians  an  understanding  of  the  pro- 
cedures and  philosophies  of  school  health  pro- 
grams. 

• Develop  an  awareness  among  physicians  of  their 
responsibilities  and  opportunities  in  the  area  of 
school  health. 

• Define  the  physician’s  role  in  implementing 
school  health  programs. 

• Clarify  for  teachers  and  administrators  the  phy- 
sician’s role  in  implementing  these  programs. 

• Provide  guidelines  for  medical  students,  residents, 
and  practicing  physicians  relating  to  methods  and 
techniques  of  school  health  services. 

Single  copies  of  the  publication  may  be  obtained 
from  the  Academy  for  $2.00  each. 

A GOOD  MAN  SHOULD  NOT  BE  PENALIZED 
FOR  PERFORMING  AS  A GOOD  MAN 
Under  present  practice,  not  prohibited  by  the 
National  Labor  Laws,  unions  may  decide  on  how 
much  work  should  be  performed  by  a member  dur- 
ing a day,  and  impose  penalties  on  any  member  ex- 
ceeding this  quota.  This  is  quite  common  practice  in 
many  of  the  more  skilled  trades  such  as  bricklayers. 
Senator  Peter  Dominick,  Colorado,  has  before  the 
Congress  a bill  known  as  S.  3081,  which  would 
amend  the  National  Labor  Relations  Act  to  make 
it  illegal  for  a union  to  impose  a production  limit 
on  any  employee.  Submitted  to  a nationwide  vote 
by  the  National  Federation  of  Independent  Busi- 
ness, 92  per  cent  voted  in  favor,  6 per  cent  opposed, 


with  2 per  cent  undecided. 

In  Rhode  Island  the  vote  was  100  per  cent  for 
the  legislation. 

PHYSICIAN  SPECIALTIES  NUMBER  35 

The  oft-used  phrase,  "this  is  the  age  of  the  spe- 
cialist,” is  perhaps  most  apt  when  applied  to  the 
medical  professions. 

-According  to  the  Health  Insurance  Institute,  35 
special  and  sub-special  categories  exist  among  phy- 
sicians. 

In  the  year  ending  June  1964,  there  were  844 
million  consultations  between  patients  (civilian, 
non-institutionalized)  and  all  physicians,  according 
to  a government  survey.  This  averaged  out  to  4.5 
visits  for  each  person  in  the  civilian  population,  the 
Institute  said. 

Here  are  some  statistics  of  physicion-patient 
meetings  by  physician  specialty. 

An  estimated  12,833,000  children  under  17  were 
seen  by  pediatricians  during  the  1963-64  survey 
year. 

Approximately  7,866,000  women  consulted  with 
obstetricians  or  gynecologists. 

Ophthalmologists  (eye  doctors)  met  with  11,521,- 
000  patients. 

Otolaryngologists  (ear,  nose  and  throat)  saw 
4,609,000  patients. 

Psychiatrists  consulted  with  979,000  patients. 

Dermatologists  (skin  specialists)  saw  approxi- 
mately 2,871,000  persons. 

And  orthopedists  (bones  and  joints)  saw  an  esti- 
mated 3,332,000  patients. 

10,000  HEALTH  WORKERS  NEEDED  MONTHLY 

The  nation  must  attract  10  thousand  recruits  a 
month  to  the  field  of  health  services  over  the  next 
ten  years. 

This  critical  need  for  health  service  workers  is 
emphasized  in  Training  Health  Service  Workers: 
.1  Critical  Challenge,  released  recently  by  Secretary 
of  Labor  W.  Willard  Wirtz  and  Secretary  of  the 
(Continued  on  Page  620) 
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Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  (or  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  (or  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone'"^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  tor  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
ot  its  components  Precautions:  1.  Generat-Synalar  Cream  0 Ol'/o  is  virtually 
nonsensilizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  ot  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnj 
females  has  not  absolutely  been  established.  Therefore,  they  should  non 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  proloni 
periods  of  time.  2.  Occlusive  dressing  mefhod-With  occlusion  of  extent 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suita 
precautions  should  be  taken.  Occasional  patients  may  show  contact  se| 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  T 
development  of  infection  requires  appropriate  antibacterial  therapy  and  j 
continuation  of  the  occlusive  dressing  method  Local  atrophy  and  strl 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  les^ 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissi  1 
may  persist  lor  several  weeks  to  several  months  in  favorable  cases.  'i 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  rij 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Sc 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  It 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  S 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  appi 
corticosteroids.  As  with  all  drugs,  however,  a lew  patients  may  react  u 
vorably  to  Synalar  under  certain  conditions  References:  1.  Cahn,  M M.,  . 
Levy.  E.  J : J New  Drugs  1 262  (Nov. -Dec  ) 1961.  2.  Meenan.  F.  O : J li 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson.  H.  M..  Jr.,  Raskin,  J.,  and  Duns* 
W.  J.  R.:  Southern  Med  J 56:797  (Jul  ) 1963. 
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(Concluded  from  Page  617) 

Department  of  Health,  Education  and  Welfare, 
John  W.  Gardner. 

The  publication  documents  a joint  Labor-HEW 
Conference  held  in  Washington,  D.C.  Eebruary  14- 
17,  1966  as  part  of  the  President’s  Job  Develop- 
ment Program. 

Secretary  Wirtz  called  for  “auxiliary  health  man- 
power” to  meet  needs  in  the  health  fields.  He  also 
recommended  establishing  "job  ladders’’  stepping 
up  wages  and  opportunities  to  attract  new'  recruits 
to  these  careers. 

HOSPITAL  PATIENTS  UP  HALF  MILLION  IN 
YEAR'S  TIME 

There  w'ere  475,878  more  persons  admitted  to 
hospitals  in  1965  than  in  the  previous  year,  the 
Health  Insurance  Institute  said  recently. 

The  Institute,  reporting  on  American  Hospital 
Association  data,  said  the  total  admissions  to  non- 
federal,  short-term  general  hospitals  came  to  26.- 
462.878  last  year.  In  1964  the  total  was  25,987,000. 

The  1965  figure  represented  137.3  admissions 
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per  1,000  population,  the  Institute  said,  a ten-year 
rise  of  17  per  cent  over  the  figures  of  1955. 

One  of  Seven 

The  new  statistics  show  that  one  out  of  every 
seven  Americans  was  hospitalized  last  year.  In  1955, 
the  rate  w'as  one  out  of  every  eight. 

On  an  average  day  in  1965,  there  were  563,424 
patients  — 3.0  per  1,000  population  — under  hos- 
pital confinement,  and  more  than  72,500  persons 
entered  the  hospital  daily  during  the  year. 

Beds  to  handle  the  hospital  population  totaled 
741,292,  about  20,000  more  beds  than  in  1964.  This 
averaged  out  to  3.8  beds  per  1,000  population,  said 
the  Institute. 

Over  156  million  Americans  had  hospital  ex- 
pense insurance  last  year,  or  81  per  cent  of  the 
civilian  population. 

Insuring  organizations  including  insurance  com- 
panies, Blue  Cross,  Blue  Shield,  and  other  formal 
insuring  plans,  paid  hospital  benefits  to  insured 
persons  totaling  $5.7  billion.  Insurance  company 
benefits  made  up  $2.6  billion  of  that  total. 

NATIONAL  DENTAL  HEALTH  PROGRAM  FOR 
CHILDREN  PROPOSED 

The  American  Dental  Association  Board  of  Trus- 
tees, at  its  summer  meeting  Aug.  24-27,  approved 
a proposed  National  Dental  Health  Program  for 
Children  as  submitted  by  a joint  report  of  the 
.^D.A  Councils  on  Dental  Health  and  Legislation 
and  the  ADA  Bureaus  of  Dental  Health  Education, 
Economic  Research  and  Statistics  and  Public  In- 
formation. The  proposal,  initially  developed  by  a 
special  Task  Eorce  appointed  by  Pres.  Maynard 
Hine,  will  now  be  sent  to  the  House  of  Delegates 
for  action  in  November.  The  program  is  the  result 
of  a directive  from  the  1965  House  of  Delegates 
and  is  designed  to  bring  dental  care  within  the 
reach  of  all  children  in  the  nation.  In  pointing  out 
the  need  for  a children’s  program,  the  Board  said: 
“The  L'nited  States,  of  all  the  well-developed  coun- 
tries of  the  w'orld,  is  the  only  one  which  does  not 
have  such  a program  in  operation.” 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 


The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2%  benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone®  OB 

Squibb  Testosterone  Enanthate  (180  mg./cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 


Squibb 


'The  Pricelexs  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


, - As  a doctor,  you  are  invited  to  take  advantage  of  a 

Qj/yA/  professional  discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Sealy  Posturepedic*  mattres 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 


□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 

indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.)  Residence 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


City  . 


-Zone.. 


...State. 


SEALY  MATTRESS  CO.,  OAKVILLE.  CONN. 

OSealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pet.  Oft. 


-rankly,  mostantihyper- 
ensives  are  pretty  good  if 
/ou  give  an  adequate  dose, 
’m  looking  for  one  with  a 
simple  regimen  so  that  mix- 
jps  in  doses  and  therefore 
he  chance  of  side  effects 
are  minimized. 


Regroton* 

htorthalidone  50  mg.  reserpine  0.25  mg. 

tablet  daily 
Drings  pressure  down 

\dvantage:  Both  components  of  Regroton 
re  long-acting. 

Werage  dosage:  One  tablet  daily  with 
reakfast. 

'ontraindications:  History  of  mental 
egression,  hypersensitivity,  and  most 
ases  of  severe  renal  or  hepatic  diseases. 
Varning:  Discontinue  2 weeks  before 
leneral  anesthesia,  1 week  before  electro- 
hock therapy,  and  if  depression  or 
eptic  ulcer  occurs.  With  administration 
f enteric-coated  potassium  supplements, 
ie  possibility  of  small  bowel  lesions 
'.hould  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
alf.  Discontinue  if  the  BUN  rises  or 
iver  dysfunction  is  aggravated.  Electro- 
rte  imbalance  and  potassium  depletion 
lay  occur;  take  particular  care  in 
irrhosis  or  severe  ischemic  heart  disease, 
nd  in  patients  receiving  corticosteroids, 
iCTH,  or  digitalis.  Salt  restriction  is  not 
Bcommended.  Use  with  caution  in 
atients  with  ulcerative  colitis,  gail- 
tones,  or  bronchial  asthma. 
ide  etiects:  Nausea,  vomiting,  diarrhea, 
luscle  cramps,  headaches  and  dizziness, 
otential  side  effects  include  angina  pecto- 
s,  anxiety,  depression,  drowsiness, 
yperglycemia,  hyperuricemia,  lassitude, 
Hukopenia,  nasal  stuffiness,  nightmare, 
urpura,  urticaria,  and  weakness, 
or  full  details,  see  the  complete  prescrib- 
ig  information. 

vailability:  Bottles  of  100  and  1000  tablets. 

Seigy 
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BOOK  RE\IEWS 


SYMPOSIUM:  ABORTIOX  A\D  THE  LAW 

by  \'arious  Authors.  Western  Reserve  Law  Re- 
view 17:369-568,  December  1965.  S3 .00 

'I'his  symposium  is  concerned  with  our  inept 
handling  of  the  problem  of  legal  abortion  in  the 
United  States.  To  this  end  a collection  of  essays 
is  presented  by  a group  of  e.xperts.  including  physi- 
cians, lawyers,  social  workers  and  psychiatrists  as 
well  as  a priest  and  a rabbi.  In  addition  to  a most 
thorough  review  of  the  American  laws  and  prob- 
lems, the  Danish  e.xperience  is  very  well  presented. 
The  same  factors  are  explored  for  the  German- 
speaking countries  of  Europe — Austria,  Germany, 
and  Switzerland — but  more  briefly  detailed. 

The  200  pages  of  this  symposium  are  replete 
with  footnotes  and  references.  At  one  point  it  is 
remarked  that  at  least  2000  articles  and  books  have 
appeared  on  this  touchy  subject.  While  most  of  the 
discussion  centers  naturally  about  the  attempts  to 
secure  better  handling  of  applications  for  thera- 
peutic abortion,  the  relation  to  criminal  abortion 
is  clearly  pointed  out. 

.\s  clearly  stated  here,  throughout  the  world  the 
attitude  toward  permitting  abortion  is  usually  very 
conservative.  This  is  particularly  so  in  the  United 
States  where  the  Judeo-Christian  code  is  so  domi- 
nant. Reinforced  by  antiquated  laws  and  resisting 
the  realities  of  social  change,  our  legislators  have 
rejected  all  efforts  at  liberalization  of  the  laws  on 
abortion. 

Some  already  well-known  statistics  are  presented 
but  rather  more  fully  than  usual.  In  the  United 
States,  for  example,  20  to  30  per  cent  of  all  preg- 
nancies are  known  to  end  in  abortion,  either  spon- 
taneous, therapeutic,  or  criminal.  Over  a million 
pregnancies,  it  is  estimated,  are  terminated  illegally 
every  year,  the  majority  performed  on  married 
women.  Some  10,000  to  18,000  pregnancies  are 
interrupted  each  year  for  medical  reasons.  Yet  44 
states  either  ban  abortion  or  permit  it  only  for 
the  purpose  of  saving  the  mother’s  life.  It  becomes 
clear  that  most  abortions  are  performed  extra- 
legally,  yet  sanctioned  by  common  usage  and  a 
special  interpretation  of  the  law.  It  is  this  modern 
dilemma  in  .America  on  which  this  volume  at- 
tempts to  shed  some  light. 

In  1962  the  .American  Law  Institute  included  in 
its  Model  Penal  Code  a section  on  •‘Justifiable 
Abortion.’’  This  represented  the  most  generally  ac- 
ceptable indications  for  abortion  as  U'^^ed  today  by 
physicians,  social  workers,  psychiatrists,  and  genet- 
icists. It  stated  “.A  licensed  ph\’sician  is  justified  in 


terminating  a pregnancy  if  he  believes  there  is 
su’ostantial  risk  that  continuance  of  the  pregnancy 
would  gravely  impair  the  physical  or  mental  health 
of  the  mother  or  that  the  child  would  be  born  with 
grave  physical  or  mental  defect,  or  that  the  preg- 
nancy resulted  from  rape,  incest  or  other  felonius 
intercourse."  Unfortunately,  this  section  was  re- 
jected by  several  state  legislatures  to  which  it  was 
presented. 

Of  particular  interest  to  me  was  the  description 
of  the  Danish  system  for  handling  abortion,  a re- 
flection of  the  deep  concern  of  their  government 
for  troublesome  social  problems.  Throughout  the 
country,  under  the  AIinistr\-  of  Social  .Affairs, 
there  have  been  placed  in  operation  eleven  Mothers 
.Aid  Centers.  Financed  by  the  central  government, 
these  centers  are  in  contact  with  a large  proportion 
of  all  e.xpectant  mothers,  married  and  unmarried. 
.All  applications  for  therapeutic  termination  of  preg- 
nancy are  directed  to  the  centers.  The  staff,  con- 
sisting of  social  workers,  lawyers,  psychiatrists  and 
gynecologists,  work  together  closely  to  process  all 
applications.  Their  relatively  successful  approach 
is  largely  the  result  of  an  open  acceptance  of  the 
problem,  a somewhat  relaxed  moral  atmosphere, 
close  cooperation  of  all  agencies,  and  a generally 
more  permissive  attitude  toward  abortion.  Collected 
statistics  reveal  that  there  are  about  80,000  births 
a year  in  Denmark,  with  the  number  of  legal  abor- 
tions close  to  4,000  and  with  the  number  of  illegal 
abortions  between  12,000  and  15,000.  Since  about 
one  half  of  all  applications  are  refused,  it  is  clear 
that  the  problem  is  not  yet  completeh'  resolved. 

It  is  apparent  from  these  pages  that  most  of  our 
legal  apparatus  is  out  of  date  with  reference  to 
abortion.  In  several  of  these  essays,  in  addition  to 
criticism  of  legislators,  there  is  implicit  criticism 
of  physicians,  who,  it  is  felt,  by  continually  avoid- 
ing the  problem  of  abortion,  now  ‘Tind  themselves 
in  a completely  untenable  and  essential  hypocriti- 
cal position.”  In  this  field,  as  in  others,  social  pro- 
gress is  unfortunately  slow  and  labored,  and  physi- 
cians are  not  often  in  the  vanguard  of  those  seeking 
change. 

Charles  Potter,  m.d. 

CARDIOMYOPATHIES.  Ciba  Foundation  Sym- 
posium. Edited  by  G.  E.  \V.  Wolstenholme  and 
Alaeve  O'Connor.  Little.  Brown  and  ('ompany, 
Boston,  1964.  S12.50 

.As  gathered  from  the  title,  this  book  is  a report 
(Continued  on  Page  625) 
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(C'ontiiiued  from  Page  624) 

of  another  Ciba  symposium.  Certainly,  most,  if  not 
all,  of  the  previous  eighty-odd  similar  undertakings 
have  been  well  received  by  the  medical  profession. 
This  volume  should  be  no  exception  especially  to 
the  physician  particularly  interested  in  cardiology. 

As  Chairman  McMichael  states  in  his  introduc- 
tory remarks,  ‘‘there  has  always  remained  an  in- 
explicable residue  of  instances  (of  heart  disease) 
in  which  the  cause  has  not  been  understood.”  This 
symposium  was  convened  as  an  attempt  to  shed 
light  on  some  of  these  problem  patients.  Needless 
to  say,  this  was  indeed  ‘‘a  perilous  task.”  A super- 
ficial glance  at  the  contributors,  which  include  Gor- 
lin, Brock,  Braunwald,  and  Burch,  to  name  but  a 
few,  does  much  to  attest  to  the  quality  of  the  work 
as  a whole. 

Reproductions  of  x-ray  studies,  photo-micro- 
grams  are  of  fine  quality  and  easily  interpreted. 
'I'his  feature  plus  numerous  physiologic  charts  and 
clinical  figures  aid  greatly  in  following  what  is  at 
times  a difficult  text. 

If  one  can  find  fault  with  this  book,  it  is  per- 
haps that  its  title  is  misleading,  for  two-thirds  of 
the  work  is  taken  up  by  presentation  on  hyper- 
trophic obstructive  cardiomyopathy  viewed  from  ev- 
ery conceivable  aspect.  Other  types  of  cardiomyo- 
pathy, in  comparison,  are  handled  superficially. 
Possibly  a better  title  would  be  ‘‘Hypertrophic 
Obstructive  Cardiomyopathy  and  Other  Cardio- 
myopathies.” 

One  should  not  conclude  a review  of  this  volume 
without  mention  of  the  excellent  discussions  from 
the  entire  panel  following  each  subject. 

I feel  I can  recommend  this  text  highly  to  those 
particularly  interested  in  Cardiology  and  especially 
as  a reference  text  relative  to  hypertrophic  obstruc- 
tive cardiomyopathy. 

P'rank  IMerlino,  m.d. 

ENCYCLOPEDIA  FOR  MEDICAL  ASSIST- 
ANTS. Including  a Dictionary  of  Medical 
Terms.  Edited  by  Louis  Brachman,  ^I.D.  Ca- 
thedral Square  Publishing  Company,  Milwaukee, 
1965.  $14.95 

This  book  is  a comprehensive  volume  which 
should  prove  of  particular  value  to  the  medical 
assistant  just  starting  her  career. 

The  many  photographs  and  diagrams  illustrate 
the  text  to  good  advantage  and  the  prefix-suffix 
section  as  well  as  the  dictionary  of  medical  terms 
should  be  very  useful.  The  chapters  pertaining  to 
business  and  other  responsibilities  of  a medical 
assistant  contain  pertinent  information  and  help- 
ful suggestions. 

Beatrice  Goldowskv,  Medicul  Assistant 


SPONTANEOUS  REGRESSION  OF  CANCER 

by  Tilden  C.  Kver.son,  M.l).,  and  Warren  H. 

Cole,  M.D.  W.  B.  Saunders  Company,  Phila- 
delphia, 1966.  $20.00 

From  a large  number  of  cases  of  siiontaneous 
regression  of  cancer  reported  in  the  literature  from 
1900  to  1965,  the  authors  accepted  176  and  added 
a few  others  that  answered  the  qualifications;  viz., 
the  patients  were  declared  inoperable  or  the  treat- 
ment had  failed  to  stop  the  development  of  metas- 
tases.  Then  tlie  certain  death  vanished,  in  some 
cases  only  temporarily,  or  the  autojisy  revealed  no 
more  cancer. 

Over  50  per  cent  of  the  cases  of  spontaneous  re- 
gression occurred  in  hypernephroma,  neuroblastoma, 
malignant  melanoma,  and  choriocarcinoma.  Only  6 
cases  of  carcinoma  of  the  breast  and  4 each  of  the 
uterus,  stomach,  colon,  and  rectum  were  accepted. 

The  criterion  of  regression  is  the  disappearance 
of  the  tunxor  in  absence  of  therapy  or  in  the  pres- 
ence of  inadequate  therapy.  The  authors  emphasize 
that  spontaneous  regression  is  not  synonymous  with 
cure.  It  is  interesting  to  note  the  statement  that 
cure  in  certain  cases  may  be  due  to  spontaneous  re- 
gression rather  than  to  therapy. 

This  regression  of  cancer  is  comparable  to  the 
cure  of  radiation-treated  infantile  hamangioma, 
which  may  be  due  not  to  the  radiation  but  to  coin- 
cidental spontaneous  regression. 

It  is  interesting  that  malignant  melanoma  offers 
a large  percentage  of  spontaneous  regression.  There 
must  be  more  cases  of  spontaneous  regression  of 
cancer  difficult  to  detect  because  they  are  unpub- 
lished or  published  under  a title  not  mentioning  re- 
gression. I,  for  example,  for  the  last  25  years  have 
followed  a patient  with  malignant  melanoma  of  the 
skin,  with  metastatic  malignant  melanoma  of  the 
brain,  declared  inoperable  10  years  ago,  who  is 
alive  and  working  at  the  present  time. 

Spontaneous  regression  makes  it  difficult  to  evalu- 
ate anticancer  drugs. 

This  is  a valuable  study  of  a most  interesting 
facet  of  the  cancer  problem. 

F.  Ronchese,  m.d. 


SCANNING  THE  MEDICAL 
LITERATURE 

BRIDGES  TO  BURN  .AND  TO  BUILD.  A Presi- 
dential Address.  Eric  Denhoff.  Develop.  Med. 
Child  Neurol.  7:3,  1965. 

“Bridges  to  Burn  and  to  Build”  was  the  title  of 
the  presidential  address,  1965,  for  the  American 
.'\cademy  for  Cerebral  Palsy. 

After  briefly  discussing  the  scientific  responsibil- 
ities of  the  .Academy,  the  author  discussed  addition- 
al responsibilities  that  the  members  must  bear  if 


626 


Aiitfel(>  (».  Viticoiite,  A.li.,  M.T. 

Director  of  the 

HOPKINS  MEDICAL  LABORATORY 
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Ascanio  Di  Pippo,  Ph.D. 

(Associate  Professor — Chemistry) 
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they  are  to  accept  the  challenge  of  the  future.  These 
new  responsibilities  were: 

1 ) Help  devise  systems  of  evaluation  and  treat- 
ment for  handicapped  youths  who  are  the  product 
of  poverty. 

2 ) Help  strengthen  programs  for  the  mentally 
retarded  by  presenting  new  available  material 
which  utilizes  physical  skills,  activities,  enhances 
learning  abilities. 

3)  Encourage  medicine  to  learn  about  the  ef- 
fectiveness of  the  multidisciplinary  team  approach 
in  diagnosis  and  treatment  of  handicapped  condi- 
tions. Help  to  discourage  the  continuance  of  the 
"one  man  show”  in  medicine. 

The  need  to  expand  current  rehabilitation  facili- 
ties was  emphasized  in  view  of  the  population  ex- 
pansion and  the  salvageability  rate  of  stressed  new- 
borns. It  was  also  pointed  out  that  substantial  num- 
bers of  social  misfits  likely  have  unrecognized  syn- 
dromes of  cerebral  dysfunction.  In  view  of  this 
ever  increasing  evidence,  it  is  no  longer  appropriate 
to  reserve  rehabilitation  programs  only  for  the  crip- 
pled and  disabled.  Instead  the  .American  Academy 
of  Cerebral  Palsy  should  help  to  orient  the  pro- 
fessions involved  in  rehabilitation  and  education  in 
order  to  point  out  the  virtues  of  developmental 
centers  which  will  include  guidance  in  all  aspects 
of  development  from  infancy  through  early  adult- 
hood. 

The  .American  .Academy  of  Cerebral  Palsy  must 
not  be  struck  by  that  insidious  disease  which 
causes  a slowly  progressive  degeneration  of  the 
moral  fibers.  The  condition  is  called  “Gephyropho- 
bia"  — a fear  of  crossing  bridges. 


PATRONIZE  JOURNAL 
ADVERTISERS 


WHO  NEEDS  XEROX? 

In  “The  History  of  the  Rhode  Island  Aledi- 
cal  Society  and  Its  Companent  Societies”,  p. 
222,  Washington  County  Aledical  Societ}^,  by 
Julianna  R.  Tatum,  Al.D.: 

"‘‘.At  the  annual  meeting  in  January  1899 
the  Secretary  was  instructed  to  purchase  a 
C3’clostyle  for  the  use  of  the  Society.” 

Telephone  query  from  avid  phj^sician  reader: 
"What  in  h — is  a Cyclostyle?” 

.Answer  from  Webster's  New  International  Dic- 
tionary, Second  Edition  1953,  p.  656: 
Cyclostyle.  A kind  of  manifolding  apparatus. 
.A  stencil  is  made  by  writing  or  drawing  with 
a pen  containing  at  its  end  a small  wheel 
which  makes  minute  punctures  in  the  paper. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely;  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike. 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stre: 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stres 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sii 
gerv,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

Each  capsule  contains: 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  B|7  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

627-6-361 
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SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage^ 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. i 
There  is  one  aspect  of  hypertension,  ho\wever,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”i4  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. 

"[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. ”1° 

. . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. 

“In  short,  treatment  is  indicated. 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypetiensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par* 
ticularly  effective  in  long-term  therapy, 15-17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  In  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.;  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply;  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTRAX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


J 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE.  CRANSTON.  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island*s  only  Producer  of  Certified  Milk 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 


cations:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
itive  organisms. 

i effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
asional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
nophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
Is,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
al  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 

<ed  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
f convulsions  in  a few  patients. 

:autlons:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
during  prolonged  treatment.  Pending  further  experience,  like  most 
notherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
regnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
ire  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
irred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
icessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
tion  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
dults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
iful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

n testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
jent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
I'-positive  reaction. 

ige:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
1)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 
dosage  may  be  reduced  to  two  Gm.  daily.  Children  may  be  given 
:oxlmately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
led  doses.  The  dosage  recommended  above  for  adults  and  children 
. Id  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
I ician.  Until  further  experience  is  gained.  Infants  under  1 month 
' Id  not  be  treated  with  the  drug. 

’ supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
|tly  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
. es  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

' rences:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
■ est.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
(nicrobial  Agents  and  Chemotherapy — 1964,  Ann  Arbor,  American 
• ety  for  Microbiology,  1965,  p.  722. 


iiithrop  Laboratories,  New  York,  N.  Y.  10016 


NegGram 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eratdicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.'' 

*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella.  Aerobacter, 

Proteus.  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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To  help  dispel  the  symptoms 
,of  mild  depressive  states 


CONSIDER 


DEXAMYr 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  ‘Dexamyl’  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital. 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  ^V^  gr.  of 
amobarbital  [Warning,  may  be  habit  forming). 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 

Benadryf 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  coses 


PARKE-DAVIS  (|()() 


PARKE,  DAVIS  i COMPANY,  Dtinil,  Michigan  4S232 


ulr^xiri 


HWiD  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 

/ ' 

iHO  SELECTED  CASES  OF  PREMATURE  LABOR  ANp 

/ ’ 

AND  3RD  TRIMESTER  THREATENED  ABORTIO^ 


2ND 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  "uterine  relaxing 
factor"  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request.  j 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 
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How  long  since  your  taxable  estate 
was  examined? 

A large  group  of  people  simply  don’t  realize  how  well  they’ve  done — in  build- 
ing up  a taxable  estate. 

. . . And  how  little  they've  done  to  cope  with  that  tax. 

These  days,  any  successful  person  who  puts  aside  money  to  retire  on  — or 
builds  an  adequate  life  insurance  program  — is  wise  to  review  his  plans  for 
his  family’s  welfare  from  a tax  standpoint. 

Are  you  in  this  category  yourself?  If  so,  we  recommend  that  you  examine  your 
taxable  estate  at  an  early  meeting  with  your  attorney  and  a trust  officer  of 
this  bank. 

You  may  be  surprised  at  the  size  of  your  estate,  and  equally  surprised  at  how 
much  you  can  save. 


RHODE  ISLAND 
HOSPITAL  TRUST 
COMPANY 
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SURGICAL  TRENDS  IN  THE  TREATMENT  OE  CANCER 
. . . Innovation  In  Determination  Of  Status  Of  Disease  And  In 

Patient  Care  Foster  More  Aggressive  Surgery  In  Cancer  . . . 
Alfred  S.  Ketcham,  m.d. 

SHOULDER  STRAPS,  GIRDLES  AND  GARTERS 

. . . Proper  Fitting  Of  Support  Garments  Is  Essential  For 
Avoidance  Of  Certain  Disabilities  . . . 

A.  A.  Savastano,  m.d 

REHABILITATION  CONFERENCE 

...  A Summary  Report  Of  Delegate  To  The  Conference  On 
Rehabilitation  Sponsored  by  the  .American  Medical 
Association  at  Chicago  . . . 

O.  D.  Cinquegrana,  m.d.  

THE  ROLE  OF  THE  MEDICAL  SOCIETY  IN  THE  HEALTH 
EDUCATION  OE  THE  PUBLIC 

John  E.  Farrell,  sc.d. 

EDITORIALS 

Leyden,  Pilgrims,  and  Professors 

Medicare  (Title  XVIII)  and  Direct  Billing 

Cigarette  Smoking  and  Bladder  Cancer  

Joseph  Smith,  M.D.  (1898-1966) 

A Data  Processing  Center  for  Rhode  Island  Hospitals 

Certification  Eorms  Not  Required 

Utilization  Review  Committee — Impact  and  Implications 

DEPARTMENTS 

House  of  Delegates,  R.  1.  Medical  Society, 

Report  of  September  Meeting  

Peripatetics 

Scanning  the  Medical  Literature 

The  Washington  Scene 
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NorinyLN«s 

(norethindrone  2 mg,  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus*-i3  and  an  acceleration 
of  endometrial  changes. With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividuallysealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


kctosleroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  {Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W,:  Med  Clin  N Amer 
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norethindrone — an  original  steroid  from 

SYNTEX^ 

LABORATORIES  INC  .PALO  ALTO.  CALIF 


tablets 


for  multiple  contraceptive  action 


Butazolidiri  alka 

phenylbutazone,  100  mg. 
dried  aluminum  hydroxide  gel,  100  mg. 
magnesium  trisilicate,  150  mg. 
homatropine  methylbromide,  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That's  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka— you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be 
followed  quickly  by  improved  function  and 
resolution  of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reactions, 
the  drug  should  be  used  with  greater  care  in 
the  elderly  and  should  not  be  given  when  the 
paiient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  contra- 
indicated in  patients  with  glaucoma. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 


Pyrazole  compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving 
such  concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions 

Before  prescribing,  the  physician  should  ob- 
tain a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made  to 
guard  against  blood  dyscrasias. 

Adverse  Reactions 

The  most  common  adverse  reactions  are  nau- 
sea, edema  and  drug  rash.  Moderately  lowered 
red  cell  count  may  sometimes  occur  due  to  he- 
modilution.  The  drug  has  been  associated  with 
peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome  or  a 
generalized  allergic  reaction  may  occur  and 
require  withdrawal  of  medication.  Stomatitis, 
salivary  gland  enlargement,  vertigo  or  languor 
may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 


attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  possible 
side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  instances, 
400  mg.  daily  is  sufficient.  When  improvement 
occurs,  dosage  should  be  decreased  to  the 
minimum  effective  level;  this  should  not 
exceed  400  mg.  daily,  and  is  often  achieved 
with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full 
prescribing  information. 

6509-V(B) 

Also  available;  Butazolidin®, phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 
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SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage^ 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms^ 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”i4  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.’’^ 

“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

. . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage, 

“In  short,  treatment  is  indicated. 

Anti  hypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, 15-17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References;  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.;  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.;  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
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Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTRAX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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PERIPATETICS 


The  Rhode  Island  Society  of  Internal  ^ledi- 
cine,  an  affiliate  of  the  American  Society  of 
Internal  Medicine,  is  headed  this  year  by  COX- 
STAXTIXE  S.  GEORAS.  as  president,  iMAX 
BLOO^I,  vice  president,  KEXX’ETH  B.  XAX’IAX', 
secretary-treasurer,  and  JOHN'  F.  \V.  GIL^lAX, 
RAYMOXD  E.  MOFFITT,  and  EDWARD  A. 
CASEY,  councillors.  President-elect  of  the  local 
Society  is  MELYIX  D.  HOFF^MAX. 

THOMAS  J.  DOLAX'  was  elected  President  of 
the  X’ew  England  Industrial  Medical  Association 
at  the  annual  meeting  of  that  group  held  in  Boston 
recently. 

The  Rhode  Island  Cancer  Society  at  its  annual 
meeting  elected  HERBERT  FAX’GER  to  succeed 
FREDERIC  W.  RIPLEY.  JR.,  as  president.  JOHX 
TURX'ER,  II,  is  the  new  vice  president. 

Among  the  1,350  surgeons  inducted  as  F'ellows 
of  the  American  College  of  Surgeons  at  its  annual 
meeting  in  San  Francisco  last  month  were  the  fol- 
lowing Rhode  Island  physicians:  ALLAN'  A. 
DiSIMOXE,  of  Johnston;  ELIE  J.  COHEX  of 
Xewport;  PAL'L  J.  M.  HEALEY,  of  Pawtucket; 
GEORGE  Y.  COLEiMAX.  MARTIX  P.  FELD- 
M.AX,  MARY  D.  LEKAS,  WILLIA.M  R. 
THOMPSON’,  and  WILLIA.M  F.  GARRAHAX. 
all  of  Providence;  and  STANLEY  D.  DAYIES,  of 
West  Warwick,  president-elect  of  the  Rhode  Island 
Medical  Society. 

The  Rhode  Island  Hospital  recently  announced 
the  appointment  to  its  staff  of  eleven  new  physi- 
cians. Several  departments  are  represented  in  the 
new  staff  members:  ANTHONY  C.  BROCCOLI, 
Ophthamology;  THO.MAS  G.  BRESLIX,  Urology; 
JOSEPH  B.  MAY,  THOMAS  H.  ROCKEL,  NOR- 
TON H.  SOI  PER.  and  FIORAYAXTE  X.  NORA. 
Pediatrics;  JOSEPH  D.  Di.MASE,  Medicine; 
HOWARD  A.  HALL,  Gynecology;  FRANCIS  L. 
SCARPACI,  Surgery;  JOSEPH  H.  SUH,  Anes- 
thesiology; and  ROBERT  D.  TARRO,  Otolaryn- 
gology. 

At  the  Monday,  October  3 meeting  of  the  Prov- 
idence Medical  Society,  ten  new  members  were 
elected  and  welcomed  to  membership.  They  are, 
with  the  specialties:  PAUL  W.  BERNSTEIN, 
M.D.,  of  Providence,  X'eurosurgery ; EX  SHL’ 
CHANG,  M.D.,  of  Howard,  General  Practice; 
JOSEPH  DiM.ASE,  M.D.,  of  Providence.  Gastro- 
enterology; RAMESH  GUL.Vn,  M.D..  of  North 
Providence,  Anesthesiology;  HOWARD  A.  H.\LL, 
M.D.,  of  Providence,  Obstetrics  and  Gynecology; 


ROY  E.  HALLETT,  ^I.D.,  of  Providence,  Psy- 
chiatry; JER7A’  SLOBODOW,  M.D.,  of  Howard, 
Psychiatry;  JOSEPH  H.  SUH,  M.D.,  of  Provi- 
dence. Anesthesiology;  ROBERT  D.  T.\RRO, 
M.D.,  of  Providence,  Otolaryngology;  YINCENT 
F.  \'.\CCA.  ^I.D.,  of  Providence,  Internal  Medi- 
cine. 

At  the  Woonsocket  Hospital,  pathologist  JOSE 
A.  GAL.\RDY  continues  to  conduct  his  surgical 
pathological  conferences.  At  the  September  month- 
ly meeting,  LEONARD  STAUDINGER  and  RO- 
GER BER.\RD  presented  unusual  cases  of  surgi- 
cal-pathological interest. 

A.  A.  SAYASTANO,  CAROLL  SILYER,  and 
JCIHN  J.  CL'NNINGH.\M  have  visited  the  So- 
viet L'nion  in  recent  weeks,  and  all  relate  most  in- 
teresting reports  of  medical  practice,  and  life  in 
general  in  ^loscow  and  other  major  Russian  cities. 

ROBERT  C.  HAYES  of  Pawtucket  has  been 
elected  President  of  the  Rhode  Island  Chapter  of 
the  American  Academy  of  General  Practice  for 
1966;  GEORGE  CHARON  is  President-elect; 
ROBERT  P.  SARNI,  the  new  Yice  President,  and 
the  office  of  Secretary-Treasurer  is  held  bv  PAUL 
E.  BARBER. 

XOTE: 

District  Medical  societies,  hospital  staff  as- 
sociations, specialty  groups,  and  members  in 
general  are  invited  to  send  items  to  the  R.I. 
Medical  Journal  for  inclusion  in  the  PERI- 
PATETICS column. 


'MESEU  - A DEFINITION 

Regular  measles  (Rubeola)  was  known  cen- 
turies before  Christ,  but  was  first  clearly  de- 
scribed by  an  Arabian  doctor  in  610  .-^.D. 

The  English  word  “measles”  (from  the  San- 
skrit) originally  meant  leprous.  It  appears  in 
Chaucer’s  “parson's  Tale”  as  “mesel”  and 
“meselrie.’’ 

In  the  18th  and  19th  Centuries,  treatment 
of  measles  included  bloodletting,  flower  of  sul- 
phur, antimonial  wine,  belladonna,  fumigations 
with  chlorine,  and  inoculations  with  a drop  of 
blood  or  a tear  from  a measles  patient. 

German  measles  ( Rubella ) is  an  entirely  dif- 
ferent disease,  but  causes  a rash  which  resem- 
bles regular  measles. 

Reprinted  from  Health  Insuranee  Xews 
July,  1966 
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Coughing  ahead... 

Clear  the  Respiratory  Tract  with  Rohitussin. 


Much  more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 
antitussive-expectorant  action  of  the  three  Robitussin  formulations. 

All  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
that  greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 
Increased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
mucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
non-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


NOWI 

THREE 

ROBITUSSIN 

FORMULATIONS 

ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

EXPECTORANT 

• 

• 

• 

DEMULCENT 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING 

(6-8  hours) 

• 

FORMULAS 


ROBITUSSIN® 

in  each  5 cc.  teaspoonful : 

Glyceryl  guaiacolate  100  mg. 

(Alcohol  3.5%) 

ROBITUSSIN®  A-C 

(exempt  narcotic) 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate  10.0  mg. 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

ROBITUSSIN®-DM 

new,  non-narcotic 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


I 3UR  PHOTO: 

I .ngine  No.  89  of  the  Monadnock,  Steamtown 
I i Northern  Railway  pulls  a trainload  of 
siteam  enthusiasts  through  the  New  England 
I ountryside  between  Bellows  Falls  and  Chester,  Vermont. 
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NE  OF  THE  ROBITUSSIN’  FORMULAS 


followini( 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  ther^ 
peutic  amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . 
response  to  primarv  therapy.  The  patient  with  a severe  infection,  and  mam 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsule 

Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  Bij  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg  , 

Niacinamide  100  mg] 

Calcium  Pantothenate  20mgj 

Recommended  intake:  Adults,  1 capsule] 
daily,  for  the  treatment  of  vitamin  deficien- j 
cies.  Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  Ne\w  York 


Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


Regroton* 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  dally  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
iShock  therapy,  and  if  depression  or 
tpeptic  ulcer  occurs.  With  administration 
|Of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
•nay  occur;  lake  particular  care  in 
:irrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
^CTH,  or  digitalis.  Salt  restriction  is  not 
,'ecommended.  Use  with  caution  in 
Patients  with  ulcerative  colitis,  gall- 
|5tones.  or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
nuscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
is.  anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

'or  full  details,  see  the  complete  prescrib- 
ng  information. 

ivailability:  Bottles  of  100  and  1000  tablets. 


jeigy 


vignettes  of  angina  pectoris  — 
no.  1 in  a series: 

angina  and  the  surgeon 

John  Hunter— 

British  surgeon  (1728-1793) 

angina 
of  anger 

“My  life  is  in  the  hands  of  any 
rascal  who  chooses  to  annoy  and 
tease  me.”i  So  said  the  great 
British  surgeon  and  anatomist, 
John  Hunter,  realizing  that  he 
could  not  control  the  anger  which 
precipitated  frequent  and  severe 
attacks  of  angina  pectoris.  Accord- 
ing to  Mettler:  “His  statement  was 
no  exaggeration.  On  October  16, 
1793,  he  attended  a meeting  of  the 
St.  George’s  hospital  staff,  and, 
while  defending  the  interests  of 
several  students,  he  was  contra- 
dicted and  thoroughly  antagonized. 
The  pains  of  angina  commenced, 
he  started  toward  another  room, 
gained  it,  and  fell  dying  into  the 
arms  of  a physician. ’’2 

Why  Edward  Jenner  withheld 
his  paper  on  angina  In  1777,  at  an 
earlier  stage  of  the  condition. 
Hunter’s  angina  alarmed  a favorite 
pupil,  Edward  Jenner,  who  wrote 
to  Dr.  Heberden  that  he  feared  his 
teacher  was  "affected  with  symp- 
toms of  the  Angina  Pectoris.’’* 

So  concerned  was  J enner  about  his 
former  teacher’s  emotion-related 
condition  that  he  deliberately  can- 
celled publication  of  a paper  on 
angina  pectoris,  fearing  that 


I 


Hunter  would  read  it,  and  havi| 
“his  fears  excited  by  its  truly 
formidable  nature.’’^ 

Severity  of  angina  described 
Hunter’s  brother-in-law.  Dr. 
Everard  Home,  who  witnessed 
death  and  performed  an  autop' 
gave  this  account  of  the  later  st 
of  the  condition: 

. . the  pain  became  excruciati 
at  the  apex  of  the  heart;  the  tht| 
was  so  sore  as  not  to  allow  of  an 
attempt  to  swallow  anything  an 
the  left  arm  could  not  bear  to 
be  touched. . . . 

“The  affections  above  describee 
were,  in  the  beginning,  readily 
brought  on  by  exercise . . . but  tl 
at  last  seized  him  when  lying  in 
bed,  and  in  his  sleep. . . .’’5 


18th  century  ancestor  of 
the  modern  coronary  candidate 
Surgeon,  anatomist,  pathologist 
physiologist,  geologist,  and  teacl 
Hunter  had  a passion  for  researc 
which  led  him  to  disregard  his  , 
practice,  his  health  and  even  the 


in  the  modern 
management  of 
angina  pectoris 

Peritrate®SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg. 


t.  When  the  Irish  giant  O’Brien 
(rnecl  that  Hunter  desired  his 
i leton  for  a museum,  he  willed 
1 1 his  body  be  sunk  at  sea  in  a 
(.1  coffin.  But  Hunter  was  not  to 
h lenied.  According  to  Major,  he 
bribed  the  watchers  and  finally 
► ained  the  body  at  a cost  of  500 
tmds  although  he  had  to  borrow 
1 money  to  pay  the  men. ”3 

I 767,  he  experimentally  inocu- 
j d himself  with  gonorrhea  and 
jj'iilis,  treated  himself  with 
fcury  for  three  years,  and  was 

f arently  cured. 5 Hunter  had 
!;ings  of  inadequacy  about  his 
c cation  and  speaking  ability, 
this  did  not  prevent  him  from 
t ig  hard  driving  and  abrupt 

II  his  colleagues.  His  competi- 
^ness  with  his  physician  older 
Ij  her  was  also  well  known,  and 
[fed  in  complete  estrangement 
ween  the  two  men.2.3  Today,  the 
■onality  traits  seen  in  John 
liter  are  recognized  to  be  impor- 

j predisposing  factors  in  the  devel- 
l|ent  of  coronary  artery  disease  — 
li  manifested  as  angina  pectoris, 
girding  to  Friedman  and  Rosen- 
ij,®  in  a group  of  men  whose  be- 
l or  was  characterized  by  intense 
ffition  and  competitive  drive, 
liater  than  average  incidence 
I'lgina  pectoris  was  among  those 
•rmal  conditions  noted. 

rences:  1.  Paget,  S.,  cited  by  Mettler, 

; History  of  Medicine,  Philadelphia, 
‘lUakiston  Company,  1947,  p.  85. 

I ttler,  C.  A.:  Op.  cit.,  pp.  84-85. 
t jor,  R.  H.;  A History  of  Medicine, 

» gfield,  111.,  Charles  C Thomas,  1954, 

'1  , pp.  601-607.  4.  Baron,  J.,  cited  by 
a r,  R.  H.:  Op.  cit.,  p.  607.  5.  Major,  R. 
classic  Descriptions  of  Disease,  ed.  3, 
Hjgfield,  111.,  Charles  C Thomas,  1955, 

■i<.  6.  Friedman,  M.,  and  Rosenman, 
|:J.A.M.A.i6P;  1286, 1959. 


Each  double-layer,  biconvex,  dark  green/ 
light  green  tablet  of  Peritrate  SA  Sus- 
tained Action  contains: 

pentaerythritol  tetranitrate 80  mg. 

(20  mg.  in  immediate  release  layer  and 
60  mg.  in  sustained  release  base) 

Peritrate  (pentaerythritol  tetranitrate)  is 
a nitric  acid  ester  of  a tetrahydric  alcohol 
(pentaerythritol). 

Actions:  The  exact  cause  of  angina  pectoris 
(that  is,  the  pain  associated  with  coronary 
artery  disease)  remains  obscure,  despite  the 
numerous  and  often  conflicting  hypotheses 
concerning  its  pathophysiology.  Therapy 
at  the  present  time,  therefore,  remains 
essentially  empiric.  Customarily,  clinical 
improvement  has  been  measured  by:  re- 
duction in  (1)  number,  intensity  and  dura- 
tion of  angina  pectoris  attacks  and  (2) 
necessity  for  glyceryl  trinitrate  intake  for 
prevention  or  relief  of  anginal  attacks. 

Peritrate  SA  Sustained  Action  (pentaeryth- 
ritol tetranitrate)  80  mg.  has  been  reported 
in  clinical  usage  to  reduce  in  number  and 
severity  the  incidence  of  angina  pectoris 
attacks,  with  concomitant  reduction  in 
glyceryl  trinitrate  intake. 

In  the  evaluation  of  Peritrate  (pentaeryth- 
ritol tetranitrate)  and  Peritrate  SA  Sus- 
tained Action  (pentaerythritol  tetranitrate) 
80  mg.  in  angina  pectoris,  clinical  im- 
provement has  been  customarily  meas- 
ured subjectively  by  reduction  in  number 
and  severity  of  attacks  and  necessity  for 
glyceryl  trinitrate  intake  for  prevention  or 
abortion  of  anginal  attacks.  Individual 
patterns  of  angina  pectoris  differ  widely 
as  does  the  symptomatic  response  to  anti- 
anginal  agents  such  as  pentaerythritol 
tetranitrate.  The  published  literature  con- 
tains both  favorable  and  unfavorable 
clinical  reports.  In  conjunction  with  total 
management  of  the  patient  with  angina 
pec'oris,  Peritrate  (pentaerythritol  tetra- 
nitrate) and  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg.  have 
been  accepted  as  safe  for  prolonged  admin- 
istration and  widely  regarded  as  useful. 


Animal  pharmacology:  In  a scries  of  care- 
fully designed  studies  in  pigs,  Peritrate 
(pentaerythritol  tetranitrate)  was  admin- 
istered for  48  hours  before  an  artificially 
induced  occlusion  of  a major  artery  and 
for  seven  days  thereafter.  The  pigs  were 
sacrificed  at  various  intervals  for  periods 
up  to  six  weeks.  The  result  showed  a sig- 
nificantly larger  number  of  survivors  in 
the  drug-treated  group.  Damage  to  myo- 
cardial tissue  in  the  drug-treated  survivors 
was  less  extensive  than  in  the  untreated 
group.  Pigs  rather  than  dogs  were  used 
because  their  coronary  artery  distribution 
more  closely  resembles  that  of  human 
beings.  Studies  in  dogs  siilijcct  to  oligemic 
shock  through  progressive  bleeding  have 
demonstrated  that  Peritrate  (pentaeryth- 
ritol tetranitrate)  is  vasoactive  at  the  post- 
arteriolar  level,  producing  increased  blood 
flow  and  better  tissue  perfusion.  I’hese 
animal  experiments  cannot  be  translated 
to  human  behavior 

Indications:  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg.  is  in- 
dicated for  the  relief  of  angina  pectoris 
(pain  associated  with  coronary  artery  dis- 
ease). It  is  not  intended  to  abort  the  acute 
anginal  episode  but  is  widely  regarded  as 
useful  in  the  prophylactic  treatment  of 
angina  pectoris. 

Contraindications:  Peritrate  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80 mg. 
is  contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
Peritrate  (pentaerythritol  tetranitrate) 
during  the  early  days  of  the  acute  phase 
of  myocardial  infarction  (the  period  dur- 
ing which  clinical  and  laboratory  findings 
are  unstable)  are  insufficient  to  establish 
safety. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma. 

Adverse  reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to 
headache  (which  may  require  discontinu- 
ation of  medication)  and  gastrointestinal 
distress  which  are  usually  transient  with 
continuation  of  medication. 

Dosage:  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg.,  1 
tablet  immediately  on  arising  and  1 tablet 
12  hours  later  (on  an  empty  stomach). 

Additional  dosage  forms 
Peritrate  (pentaerythritol  tetranitrate)  — 
10  mg.  and  20  mg.  tablets  with  or  without 
phenobarbital. 

Peritrate  with  Phenobarbital  SA  Sus- 
tained Action  — 80  mg.  pentaerythritol 
tetranitrate  and  45  mg.  phenobarbital. 

(Warning:  Tablets  containing  phenobar- 
bital may  be  habit  forming.) 

WARNER-CHI  LCOTT 

MorrisPlalns,  N.  J. 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

[s  she  alert,  encouraged, 
)ositive  and  optimistic 
ibout  getting  completely 
veil  soon? 

Or  has  she  given  in  to 
he  demoralizing  impact 
)t  confinement,  disability 
ind  dependency? 

When  functional  fatigue 
I omplicates  convalescence, 
lUertonic  can  help... 


I 

I 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement,  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 
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THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by  the  Washington  Office  of  the 
American  Medical  Association 


A new  minimum  wage  law  is  expected  to  cause 
hospital  and  nursing  home  costs  to  rise. 

It  brings  about  1.5  million  workers  in  hospitals 
and  nursing  homes  under  the  federal  minimum 
wage  program  for  the  first  time.  The  minimum 

wage  for  them  is  set  at  SI. 00  an  hour  for  1967, 

SI. 15  an  hour  in  1968,  SI. 30  an  hour  in  1969, 

SI. 49  an  hour  in  1970  and  SI. 60  an  hour  there- 

after. 

The  new  law  also  increases  the  minimum  wage 
for  about  30  million  workers  presently  covered 
to  SI. 40  an  hour  on  Feb.  1,  1967,  and  to  Sl-60  an 
hour  on  Feb.  1,  1968. 

On  a related  front.  Senate  Democratic  Leader 
Mike  Mansfield  (Mont.)  said  he  believed  the 
Health,  Education  and  Welfare  Department  was 
going  too  fast  in  enforcing  racial  desegregation  of 
southern  hospitals  and  schools.  He  told  newsmen 
he  supported  the  Senate's  denial  of  S500,000 
sought  by  HEW  to  pay  civil  rights  investigators. 
He  said  the  Senate  wants  to  see  desegregation 
handled  carefully  rather  than  impulsively. 

Hospital  and  school  authorities  ‘‘will  be  on  trial,” 
iMansfield  said,  and  if  they  abuse  the  suggested 
latitude.  Congress  can  move  correctly  to  correct 
the  situation. 

“We  have  to  take  things  slowly  . . ."  he  said. 
‘‘This  is  an  area  of  great  delicacy.  The  thing  to  do 
is  to  do  it  right  and  not  precipitously.” 

The  Senate  approved  legislation  that  would  give 
nursing  homes  more  liberal  payment  for  medicare 
patients.  The  bill  amends  the  definition  of  reason- 
able costs  to  include  return  on  the  fair  market 
value  of  the  facilities.  The  e.xisting  federal  reim- 
bursement formula  is  two  per  cent  above  operat- 
ing costs.  Nursing  home  operators  contend  this  is 
too  low. 

HEW  Undersecretary  Wilbur  Cohen  said  the 
government  will  watch  carefully  to  determine 
whether  patients  are  admitted  unnecessarily  to  hos- 
pitals next  year  in  order  to  qualify  them  for  medi- 
care’s nursing  home  benefits.  The  law  requires  that 
nursing  home  benefits  be  made  available  only  to 


medicare  beneficiaries  who  have  had  a hospital 
sta\'  of  three  days  or  more  and  only  when  the 
nursing  home  care  is  considered  an  extension  of 
the  hospital  treatment.  However,  several  bills  have 
been  introduced  in  Congress  to  eliminate  the  hos- 
pital stay  requirement. 

^ :tc 

The  .\merican  iMedical  Association  supported  a 
bill  that  would  extend  the  air  pollution  program 
and  authorize  increased  appropriations  for  it. 

In  a letter  to  a Senate  subcommittee.  Dr.  E.  J. 
L.  Blasingame,  executive  vice  president  of  the 
A.iM..^.,  noted  that  the  association’s  House  of  Del- 
elgates  in  June,  1965,  had  adopted  a statement 
recognizing  the  health  hazards  resulting  from  air 
pollution  and  recommending  that  feasible  reduc- 
tion of  all  forms  of  air  pollution  should  be  sought 
by  all  responsible  parties.  The  pending  bill  (S. 
3112)  "can  further  this  end,”  he  said. 

“Believe  the  effect  of  this  amendment  will  be 
beneficial,"’  he  said.  “The  grant  mechanism  should 
bolster  local  and  regional  operations,  encouraging 
a greater  degree  of  local  initiative,  particularly  in 
interstate  and  intermunicipal  areas.  In  addition,  the 
bill  would  eliminate  a serious  inequity  in  the  pres- 
ent law.  Certain  metropolitan  regions  are  penalized 
in  that  they  cannot  obtain  assistance  for  maintain- 
ing their  currently  large  and  expensive  programs, 
while  a metropolitan  region  without  a program 
could  receive  up  to  two-thirds  of  the  cost  of  creat- 
ing a new  program.  L’nder  the  projxised  legislation 
this  inequity  would  be  eliminated.’' 

The  Senate  cleared  the  path  for  a new  approach 
to  narcotics  addiction  which  would  substitute  hos- 
pital treatment  for  long-term  prison  sentences. 

The  Senate  approved  the  legislation  by  voice 
vote  without  dissent  and  sent  it  to  a Senate-House 
conference  committee  for  adjustment  of  differences 
with  a House  version. 

The  key  to  the  bill  is  civil  commitment  for  the 
addict  involved  in  a non-violent  crime.  It  would 
(Concluded  on  Page  651) 
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the  common  cold  and  the  aging  patient 


Louis  J.  Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  and  less  elastic  as  the  bronchial  walls  and  thoracic  ligaments  lose  elasticity. 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  become  smaller,  flabbier  and  weigh  less, 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 


One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 
patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
to  hospitals  and  ranks  high  on  the  list  of  geriatric 
killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
ary infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
pneumonia, because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
elderly. 

What  is  different  about  the  respiratory  tree  of  an 
aged  person  and  that  of  an  otherwise  healthy 
younger  adult?  Aging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
siologic aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 
less  mobile  and  less  elastic. 

the  anatomic  changes  that  occur  in  aging  render  the 
lungs  less  efficient.  Tests  of  pulmonary  function  in 
senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
fever  and  secondary  infection  associated  with  the 
common  cold,  placing  an  additional  stress  on  the 
entire  cardiopulmonary  reserve. 


The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 

(concluded  on  following  page) 


For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

keeps  patients  comfortable  'round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 

diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Golds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho-pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINOS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic*  provides  up  to  24-hour 

coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 
mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 
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REGIONAL  WEATHER  FORECAST 

High  Winds,  Snow  Storms  and  Much  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussageslc  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime, 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic'®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 
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THE  WASHINGTON  SCENE 

(Concluded  from  Page  648) 

provide  voluntary  pre-trial  commitment  in  lieu  of 
prosecution  and  compulsory  post-conviction  com- 
mitment in  lieu  of  punishment.  In  addition,  the  bill 
would  provide  voluntary  and  comj)ul.sory  commit- 
ment of  certain  addicts  not  charged  with  any  crime. 
The  addicts  would  be  committed  to  the  Surgeon 
General  for  confinement  and  treatment  in  a hos- 
pital or  institution.  Treatment  would  continue 
within  the  community  after  the  addict  is  discharged. 

The  legislation  also  would  establish  federal  post- 
hospitalization treatment  centers  and  also  give 
courts  more  flexibility  in  dealing  with  youthful 
drug  offenders. 

Sen.  John  L.  McClellan,  D.Ark.,  who  brought 
the  bill  to  the  Senate  floor,  said  it  ‘‘affords  an  op- 
portunity for  narcotics  addicts  who  wish  to  extri- 
cate themselves  from  a hopeless  life  of  addiction 
and  crime  to  have  themselves  committed  for  treat- 
ment.” 

‘‘It  also  affords  a civil,  non-penal  procedure  for 
the  compulsory  commitment  of  addicts  not  charged 
with  a crime  so  they  may  be  cured  and  rehabilitat- 
ed before  they  are  forced  by  their  addiction  into  a 
repetitious  pattern  of  addiction  and  crime,”  he 
added. 

Sen.  Thomas  J.  Dodd,  D-Conn.,  who  for  years 
has  studied  the  problem  of  narcotics,  said  the  bill 
‘‘will  lead  to  a wiser,  more  humane,  and  more  ef- 
fective treatment  of  narcotics  addicts.  . . .”  He 
said  the  Senate  was  undoing  the  mistake  of  10 
years  ago  when  it  wrote  legislation  which  made 
‘‘super-criminals”  out  of  many  narcotics  addicts. 

^4:  4c  jfj  s{« 

An  industry  spokesman  said  drug  makers  and 
distributors  will  comply  with  a government  request 
that  the  number  of  candy-flavored  children’s  as- 
pirins per  bottle  be  limited  to  25. 

A limit  of  50  tablets  per  bottle  was  agreed  upon 
in  a government-industry  conference  in  1955  and 
has  been  observed  by  producers  of  95  per  cent  of 
all  children’s  aspirins.  However,  some  authorities 
consider  this  number  now  to  be  dangerous,  even 
lethal  under  some  conditions,  when  taken  by  a child. 

Instead  of  including  a number-per-bottle  limi- 
tation on  children's  aspirin  in  a “child-protection” 
bill,  the  House  Commerce  Committee  urged  that 
the  Food  and  Drug  Administration  seek  voluntary 
cooperation  from  the  aspirin  industry.  The  spokes- 
man said  the  industry  would  cooperate  and  that 
25  one-quarter  grains  generally  was  accepted  as  a 
non-hazardous  amount. 


eczema:  scourge  of  childhood 


R.  R.,  Age  11  — Before  treatment  — 
atopic  eczema  of  long  standing 


ARISTOCORT*  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1%  concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A fev\'  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 


After  treatment— with  ARISTOCORT 
Topical  Ointment  0.1%  for  two  weeks 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential  | 
spreading  of  infection  and  the  advisability  of  discontinuing  i 
therapy  and/or  initiating  antibacterial  measures.  Generalized  P 
dermatological  conditions  may  require  systemic  corticoster- 1 
oid  therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings  . 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes  » 
develop.  Localized  atrophy  and  striae  have  been  reported  ' 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

I 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  ’A  lb.  jar. 
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Aristocort* 

Triamcinolone  Acetonide 


Topical  Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 
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For  your  anxious  patients  who  must 
remain  active,  ‘Stelazine’  offers  a specific, 
incisive  antianxiety  effect  that  can  calm 
excessive  anxiety  without  producing 
annoying  dulling  effects.  On  ‘Stelazine’ 
patients  react  more  normally  to  stresses 
and  at  the  same  time  remain  alert  enough 
to  carry  on  their  norma!  activities. 


patient 


SfelsiKhic 


„ tiilfliioiicniKiiic 


Before  prescribing,  the  physician  should  be  familiar  with  the  complete  prescribing 
information  in  SK4F  literature  or  PDR.  The  following  is  a brief  precautionary 
statement.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and 
liver  damage.  Precautions:  Use  with  caution  in  angina  patients  and  in  patients  with 
impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms  of  other 
disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S. 
depressants.  Prolonged  administration  of  high  doses  may  result  in  accumulative 
effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients  only 
when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild 
drowsiness,  dizziness,  mild  skin  reactions,  dry  mouth,  insomnia  and  amenorrhea. 
Neuromuscular  (extrapyramidal)  reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and.  in  rare  instances,  may  persist.  In  addition, 
muscular  weakness,  anorexia,  rash,  lactation,  hypotension,  and  blurred  vision  have 
been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been  extremely  rare. 
For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side 
effects  reported  with  phenothiazine  derivatives,  please  refer  to  SK&F  literature  or  PDR. 


Smith  Kline  & French  Laboratories.  Philadelphia 
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GLUCOLA. 

Carbonated  Preparation  for  j 

Carbohydrate  Tolerance  Tests 

NEW 


For  use  in  glucose 
tolerance  tests 
In  preference  to  the 
postprandial  test  meal 


i 


Glucola' 


e»£iio 

PREPARATION 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  ,53,r2,6* 


*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier:  | 
cartons  of  12  7-oz  bottles  (6  bottles  Ames  Company,  Inc. 
per  pack,  2 packs  per  carton).  Elkhart,  Indiana 

AMES 


dicationt:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
sitive  organisms. 


de  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
casionai  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
sinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
hts,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
ual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions, 
iked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
ef  convulsions  in  a few  patients. 

tcautlons:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
le  during  prolonged  treatment.  Pending  further  experience,  like  most 
amotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
pregnancy.  It  must  be  used  cautiously  In  patients  with  liver  disease  or 
rare  Impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
:urred  in  a smali  number  of  cases,  patients  should  be  cautioned  to  avoid 
lecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
jiction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
eful  supervision  of  a physician.  Bacterial  resistance  may  develop, 
en  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
agent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
ie-positive  reaction. 

I lage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
' ly)  for  one  to  two  weeks.  Thereafter,  It  prolonged  treatment  Is  Indicated, 
dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
iiroximately  25  mg.  per  pound  of  body  weight  per  day,  administered  In 
I Ided  doses.  The  dosage  recommended  above  lor  adults  and  children 
)iuld  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
fsiclan.  Until  further  experience  Is  gained.  Infants  under  1 month 
) lUld  not  be  treated  with  the  drug. 

w supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  lor  adults,  conve- 
ntly  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
I ties  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

lerences:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
luest.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
.limicrobial  Agents  and  Chemotherapy — 1964,  Ann  Arbor,  American 
i;iety  lor  Microbiology,  1965,  p.  722. 


' nthrop  Laboratories,  New  York,  N.  Y.  10016 


Diagnosis:  ^ 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 

usually  gram-negative*  i 

'M 


Therapy: 

two  500  mg.  Caplets®  q.i.d.  * 

(Initial  adult  dose) 

IMegGram* 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• "Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.'' 

*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 

Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it^time 
to  tine. 


Tuberculin, 


And  now . . .for  all  you  cold  sufferers  who^ve  been  looking  for  a cure-all. 


!'  can’t  cure  a cold.  We  can’t  cure  a cold.  You  can’t  cure 
d.  But  what  you  can  do  is  relieve  the  symptoms,  making 
:)atient  comfortable  and  the  cold  bearable. 

Ipatient  suffering  from  head  cold  congestion,  for  instance, 
' Id  breathe  easier  when  you  prescribe  Novahistine  LP. 
Iihistine  LP  is  a long-acting  decongestant  that  helps 
I're  normal  mucus  secretion  and  ciliary  activity— physio- 
1 mechanisms  which  prevent  infection  of  the  respiratory 
».  Two  tablets  in  the  morning  and  two  in  the  evening  will 
i de  around-the-clock  relief  by  helping  to  keep  congested 
Passages  clear,  thus  enabling  your  cold  patient  to  enjoy 
tial  and  free  breathing. 


Use  cautiously  in  individuals  with  severe  hypertension,  dia- 
betes mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
patients  who  operate  machinery  or  motor  vehicles  that 
drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


IP 


For  relief  of  nasal  congestion. 


Wide-range  bactericidal  action 
for  genitourinary  infections 


N=w  OMNIPEN 

(AMPICILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  only  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

*Exclusive  of  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those  caused 
f’y  coli,  Proteus  mirabilis,  and  Streptococcus  faecalis  and 
viridans;  respiratory  infections  caused  by  H.  influenzae, 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
Shigella  and  Salmonella,  including  Sal.  typhosa. 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
tions due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 

Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
cillin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines and/or  pressor  amines  as  indicated.  Transient  moderate 


elevation  of  SCOT  values  of  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  and  vomiting.  There  have 
been  no  reports  of  blood  dyscrasias,  liver 
or  kidney  damage.  Anaphylaxis  has  been 
reported. 

Composition : Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  F 
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For  he’s  a jolly  good  fellow 


But  what  does  he  think? 


NOVEMBER,  1966 


657 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

DEXTRO-AMPHETAMINE  sulfate  (15  mo.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Confroindicof/onj:  Dexiro-amphelamine  lulfolai  in 
hyperexcilability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobomate. 

Precautions:  Use  with  coution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  hove 
coronory  or  cordiovosculor  disease,  or  ore  severely 
hypertensive. 

Dextro-amphetomine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamote:  Careful  supervision  of  dose  and 
amounts  prescribed  is  odvised,  especially  lor  pa- 
tients with  known  propensity  lor  toking  excessive 
quontities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
ond  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Whore 
excessive  dosage  hos  continued  for  weeks  or  months, 
reduce  dosoge  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
os  anxiety,  onorexia,  or  insomnio;  or  withdrawal  re- 
actions such  os  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rorely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  potients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mol  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  potients  with  suicidol  tendencies. 
Side  Effects;  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetomine  sulfate:  Insomnia,  excitobility, 
and  increased  motor  activity  ore  common  ond  ordi- 
narily mild  side  effects.  Confusion,  onxiety,  aggres- 
siveness, increased  libido,  ond  hollucinotions  hove 
also  been  observed,  especiolly  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
cenfrol  stimulation.  Other  effects  may  include  dry 
mouth,  onorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cordiovosculor  reactivity. 

Meprobomote:  Drowsiness  may  occur  ond  con  be 
associoted  with  ataxia;  the  symptom  con  usually  be 
controlled  by  decreosing  the  dose,  or  by  concomi- 
tant odministration  of  control  stimulants.  Allergic  or 
idiosyncratic  reactions;  moculopopular  rash,  ocute 
nonthrombocytopenic  purpura  with  pelechioe,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenio.  A cose  of  fatal  bullous  dermatitis,  following 
administrotion  of  meprobamate  and  prednisolone, 
hos  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
onurio,  stomatitis,  proctitis  (1  case),  anophylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instonce  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usuolly  after 
excessive  dosoge.  Impairment  of  visual  occommo- 
dotion.  Massive  overdosage  moy  produce  drowsi- 
ness lethorgy,  stupor,  otaxia,  coma,  shock,  voso- 
motor  and  respiratory  collopse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyonomid  Company, 
Pearl  River,  New  York 
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good  reason 
to  select 

Ilosone* 

Erythromycin  Estolate 

for  bacterial 
infections 


f I j , #11  I I' 'I  i-'i  I I I I 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  llosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  llosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  llosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets,  llosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Progress  Notes  . . . 

SURGICAL  TRENDS  IN  THE  TREATMENT  OF  CANCER* 

Innovation  in  Determination  of  Status  of  Disease  and  in  Patient 
Care  Foster  More  Aggressive  Surgery  in  Cancer 

ALFRED  S.  KETCHAM,  M.D. 


The  Author.  Alfred  S.  Ketcham,  M.D.,  Chief,  Surgery 
Branch,  National  Cancer  Institute,  National  Institutes 
of  Health,  Bethesda,  Maryland. 


The  scientific  climate  in  which  we  live  today 
requires  that  the  average  person  develop  an 
awsesome  imagination  in  order  to  comprehend  what 
is  happening  both  here  on  earth  as  well  as  in  outer 
space.  In  the  past  ten  years  the  accomplishments  of 
the  nuclear  physicist,  the  electrician  and  aeronau- 
tical engineer,  and  in  essence  the  non-medically 
oriented  scientific  world  have  in  great  part  over- 
shadowed most  advances  made  in  the  understand- 
ing of  human  disease.  Cancer  is  an  outstanding 
example  in  that  we  have  failed  to  comprehend  the 
reasons  behind  the  alteration  from  normal  cellular 
development  to  the  bizarre  behavior  exhibited  by 
malignant  cellular  growth.  The  lack  of  money  can- 
not be  blamed  for  this  tardiness  on  our  part,  in 
view  of  the  relatively  unlimited  resources  which 
have  been  made  available  through  heavily  endowed 
research  foundations  and  the  federal  government. 
Admittedly  we  have  failed  to  attract  the  young 
minds  of  our  country  to  medical  research  as  com- 
pared with  the  interest  they  have  exhibited  in  other 
fields  of  .scientific  research.  The  best  excuse  for 
our  failure  to  make  more  significant  strides  in  the 
understanding  and  treatment  of  cancer  is  the  fact 
that  for  too  long  cancer  has  been  considered  essen- 
tially a single  disease  entity.  Most  malignant 
growths  are  a disease  unto  themselves.  As  this  has 
been  realized  more  and  more  in  the  recent  past, 
physicians  are  individualizing  their  treatment  to 
the  patient  and  his  disease  and  investigators  are 
radically  altering  their  concept  of  research,  both 
at  the  laboratory  bench  and  in  the  clinic. 

The  cancer  therapist  today  finds  himself  expand- 
ing the  utilization  of  the  tools  he  has  had  at  hand 
for  several  years  while  waiting  for  and  in  many 
encouraging  instances  working  with  the  virologist, 
the  immunologist,  and  the  many  other  basic  in- 
vestigators who  are  looking  for  that  link  which 

*Presented  at  the  Annual  Meeting  of  the  Providence 
Surgical  Society,  at  Providence,  R.I.,  April  14,  1966. 


will  allow  us  more  intelligently  and  successfully 
to  treat  cancer.  Meanwhile,  it  falls  upon  the  phy- 
sician to  consider  .seriously  what  he  can  do  with 
what  is  available,  to  improve  the  therapy  of  the 
patient  burdened  with  cancer. 

It  is  interesting,  in  a review  of  the  literature,  to 
find  that  generally  those  physicians  who  are  pri- 
marily involved  with  cancer  patients  tend  to  pro- 
mote the  more  aggressive  or  radical  approach  to 
cancer.  Those  who  treat  cancer  only  as  a part  of 
the  everyday  practice  tend  toward  the  more  con- 
servative approach  and  often  advise  procedures 
which  require  minimal  surgical  intervention  rely- 
ing on  adjuvant  type  of  therapy  for  improvement 
in  their  result.  This  is  entirely  understandable, 
however,  because  it  is  the  busy  physician  in  the 
day  practice  of  medicine  who  must  turn  to  the 
literature  for  advice  and  guidance  relative  to  the 
current  trends  in  therapy.  This,  however,  often 
leads  to  confusion  when  trying  to  interpret  for  in- 
stance the  conservatism  of  Crile  and  the  agressive- 
ness  of  Brunschwig  and  Pack. 

Without  mentioning  every  innovation  in  therapy 
that  has  come  along  or  is  being  studied  today, 
there  are  many  trends  which  are  worthy  of  con- 
sideration to  the  surgeon.  While  we  are  constantly, 
although  slowly  improving  the  cure  rate  of  most 
cancers,  the  most  significant  trend  today  is  in  the 
comfortable  prolongation  of  life.  Few  experienced 
surgeons  intentionally  carry  out  palliative  surgery, 
yet  many  recent  innovations  in  medicine,  particu- 
larly those  in  surgical  physiology,  allow  an  attempt 
at  cure,  knowing  that  an  increased  percentage  can 
be  cured. 

CHEMOTHERAPY 

Mohs  paste  and  similar  debriding  agents  which 
require  cutting  away  tissue,  after  a period  of  ap- 
plication, were  commonly  used  in  the  past.  Today, 
several  physicians  have  renewed  their,  interest  in 
this  type  of  therapy.  By  repeated  application  and 
debridement  of  exophytic  ulcerative  lesions  using 
a combination  of  caustics,  favorable  palliation  and 
possibly  control  of  certain  cutaneous  cancer  has 
been  obtained. 

(Continued  on  next  page) 
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The  trend  with  which  we  all  are  most  familiar 
is  the  attempt  to  kill  or  alter  the  growth  of  malig- 
nant tissue  with  drugs  either  systemically,  by  pa- 
rental or  intravenous  fusion  routes,  or  by  arterial 
infusion  of  the  specific  anatomical  area  involved 
with  disease.  Whether  certain  specific  tumors  can 
be  made  operable  and  inturn  curable  by  the  shrink- 
age of  tumor  masses  and  the  hoped  for  insulting 
effect  upon  the  viability  of  the  individual  tumor 
cells  remains  to  be  seen.  There  are  encouraging 
reports,  however,  particularly  in  the  head  and  neck 
tumors  and  the  extremity  melanomas,  that  inop- 
erable lesions  have  been  made  operable  and  me- 
tastases  have  been  controlled  by  the  combination 
of  drugs  and  the  scapal. 

CRYOSURGERY 

It  has  been  long  observed  that  by  lowering  the 
temperature  of  a living  organism  its  metabolism 
and  growth  can  be  retarded.  It  was  theorized  that 
if  temperature  could  be  lowered  to  sub-freezing 
extremes  it  might  have  a lethal  effect  upon  tissue. 
By  the  use  of  liquid  nitrogen,  cryogenic  surgery 
has  developed.  It  has  proved  to  be  a method  that 
will  cool  temporarily  or  destroy  a predictable 
amount  of  tissue  in  a sharply  delineated  fashion 
without  causing  hemorrhage  or  other  undesirable 
sequella.  Probes  have  been  developed  which  will 
deliver  this  lethal  effect  of  cold  into  the  area  of 
the  brain,  and  this  technique  has  been  popularized 
bv  the  neurosurgeons.  Recently  cryosurgery  has 
also  become  a tool  for  the  surgeon  treating  other 
types  of  cancer.  Cancers  of  the  vulva,  oral  cavity, 
and  skin  have  been  treated  by  the  probe  being 
placed  in  the  malignant  tissue  sometimes  with  re- 
peated application;  an  actual  core  of  tumor  often 
adheres  to  the  probe  resembling  a frozen  lollipop 
on  a stick.  In  general,  surgical  enthusiasm  has  not 
yet  gone  beyond  using  this  technique  for  other 
than  the  palliative  removal  of  an  obstructing  or 
draining  odorous  lesion,  but  one  can  visualize  this 
type  of  therapy  having  broader  uses  as  further 
refinements  in  technique  are  developed,  particular- 
ly those  w'hich  will  lessen  the  time  involved  in  the 
process  of  freezing  the  tissue. 

THERMOSURGERY 

The  electric  cautery,  used  as  a scalpel  in  the 
actual  anatomical  dissection,  has  continued  to  be 
widely  used.  It  appears  that,  while  hopefully  kill- 
ing or  ‘‘incapacitating”  any  tumor  cells  with  which 
it  comes  in  contact,  the  thermal  effect  on  wound 
healing  is  little  different  from  the  foreign  body 
reaction  of  multiple  suture  ligatures.  Whether  sur- 
geons other  than  Strauss  will  find  it  to  be  of  value 
in  the  definitive  treatment  of,  for  instance,  rectal 
tumors  remains  to  be  seen. 

Through  the  power  of  both  the  scientific  and 
particularly  the  lay  press,  another  innovation  in 


therapy  has  captivated  the  imagination  of  many 
investigators.  We  are  taken  back  to  our  comic 
reading  days  of  Flash  Gordon  and  Buck  Rogers 
when  the  subject  of  the  laser  is  discussed. 

The  term  laser  is  an  acronym  derived  from  the 
words.  Light  Amplification  by  the  Stimulared 
Emission  of  Radiation.  Laser  radiation,  unlike  X 
or  gamma  radiation,  occurs  in  the  visible  or  near 
visible  portion  of  the  electromagnetic  spectrum 
and  inherently  has  properties  considerably  different 
from  ionizing  radiation.  Since  laser  energy  is  mono- 
chromatic, coherent  light,  it  may  be  optically  fo- 
cused onto  an  exact  target  and  selectively  destroy 
only  that  tissue  which  is  exposed  to  the  laser  en- 
ergy. The  depth  of  tissue  penetration  may  be  ad- 
justed by  varying  the  optical  focus  or  amount  of 
the  energy  in  each  laser  pulse. 

There  are  many  sources  of  laser  radiation,  crys- 
tals, gases  and  plasmas,  which  have  been  described 
to  have  laser  properties,  but  currently  only  two 
laser  sources  are  capable  of  a high  energy  output. 
These  are  the  ruby  crystal  which  emits  its  energy 
at  a wavelength  of  6,943  angstrom  units  and  the 
neodymium  laser  which  emits  its  energy  at  a wave- 
length of  10,600  angstrom  units. 

Laser  appears  to  have  unique  ability  to  destroy 
that  tissue  upon  which  it  is  focused  while  having 
minimal  effect  upon  adjacent  tissues  out  of  focus. 
Its  effect  is  presumably  thermal  in  nature,  and  if 
the  energy  is  great  enough  its  effect  is  actually  one 
of  disintegration  of  tissue.  Pigmented  tissue  absorbs 
light  more  readily,  and  so  the  results  thus  far  have 
been  more  favorable  when  treating  pigmented 
tumors. 

Studies  with  animal  tumor  systems  suggest  that 
there  may  be  an  additive  or  a synthetic  effect 
between  the  partial  laser  destruction  of  tumor  and 
the  use  of  chemotherapy,  radiotherapy,  or  both 
and  the  subsequent  surgical  excision  of  malignant 
growth.  Distinctly  increased  survival  and  cure  rates 
of  animals  having  transplanted  tumors  treated  by 
the  combination  of  these  modalities  allows  the  in- 
vestigator a degree  of  enthusiasm  which  fosters 
further  investigation.  L’nfortunately,  we  have  seen 
time  and  time  again  that  what  happens  in  the  ani- 
mal is  not  necessarily  apropos  to  the  clinical  set- 
ting in  human  patients. 

The  medical  attraction  to  pulsed  lasers  has  been 
somewhat  diverted  by  the  continuous  wavelength 
argon,  CO2,  and  other  gaseous  lasers.  Their  ability 
to  allow  a relatively  hemostatic  incision  in  skin, 
muscle,  and  particularly  the  liver  requires  that  fur- 
ther development  be  encouraged  in  the  hope  that 
with  more  power  and  better  instrumentation  they 
may  have  an  eventual  place  in  armamentarium  of 
the  surgeon.  .At  the  present  time,  however,  it  seems 
unlikely  that  the  laser  will  become  a universal  tool 
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of  the  cancer  therapist  for  anything  other  than 
certain  cutaneous  lesions.  It  may  well  be  utilized 
as  another  mode  of  palliation  whereby  small  but 
visible  metastatic  foci  can  be  rapidly  and  precisely 
disintegrated.  It  is  fair  to  say  that  there  is  little 
if  any  evidence  to  suggest  that  this  apparent  ther- 
mal effect  upxin  tumor  has  any  magic  ability  to 
cause  tumor  regression  beyond  that  which  is  ac- 
tually destroyed  at  the  time  of  laser  application. 

RADIOSURGERY 

Unfortunately,  there  has  been  a degree  of  com- 
petition among  proponents  of  varying  modes  of 
therapy  for  malignant  disease.  With  the  realization 
that  there  is  often  more  than  one  way  to  treat  a 
patient  and  obtain  similar  results,  we  find  the 
chemotherapists  referring  patients  to  the  surgeon 
following  drug  induced  tumor  regression.  Now 
even  more  encouraging  is  the  improved  understand- 
ing between  the  radiotherapists  and  the  surgeon. 
Animal  studies  have  repeatedly  demonstrated  that 
an  alteration  in  metastasis  can  be  brought  about 
by  using  preoperative  radiation  and  also  a lessen- 
ing of  the  incidence  of  local  recurrence.  Through- 
out the  country  well  controlled  studies  are  under- 
way using  preoperative  radiation  as  a surgical  ad- 
juvant. These  include  protocols  ranging  from  com- 
plete tolerance  tumor  dosages  to  small  amounts  of 
radiation,  and  studies  allowing  an  interval  of  six 
weeks  of  waiting  after  treatment  before  surgery  to 
others  where  surgery  immediately  follows  comple- 
tion of  the  radiotherapy.  The  problem  arises,  as 
with  all  clinical  evaluations,  of  having  adequate 
numbers  and  adequate  controls  and  the  informed 
consent  of  the  patient.  This  problem  is  com- 
pounded by  the  reluctance  of  some  physicians  to 
burden  themselves  of  their  patients  with  anything 
that  is  not  routine.  As  numbers  are  slowly  accu- 
mulating, however,  it  does  appear  that  preoperative 
radiation  to  several  types  of  lesions  has  improved 
the  overall  survival.  It  must  be  remembered  that 
the  individual  patient  can  usually  withstand  a 
tremendous  amount  of  properly  administered  ra- 
diation or  an  extensive  cancer  procedure,  but  the 
combination  of  the  two,  even  though  the  radiation 
can  be  a “token”  dose,  occasionally  predisposes  to 
severe  morbidity  in  the  form  of  tissue  edema  and 
subsequent  wound  breakdown.  Many  theories  have 
been  advanced  as  to  the  potential  value  of  such 
low  radiation  dosage.  The  commonest  theory  is 
that  the  cells  which  may  slough  off  into  the  wound 
during  surgery  to  give  local  recurrence  or  into  the 
circulation  to  give  metastases  will  have  been  im- 
paired to  the  extent  that  the  normal  host  mecha- 
nisms will  prevent  their  implantation  and  growth. 

PREOPERATIVE  EVALUATION 

Until  immunological  research  allows  us  freely  to 
transplant  human  organs,  I believe  that  the  sur- 
geon is  rapidly  approaching  the  limit  of  tolerable 
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agressiveness  with  the  .scalpel.  Consequently  many 
of  the  investigative  studies  currently  are  directed 
at  means  of  improving  the  criteria  of  surgical  cur- 
ability. We  must  not  only  improve  the  understand- 
ing of  surgical  philosophy,  but  be  able  more  intel- 
ligently to  select  those  patients  who  have  localized 
resectable  disease  without  unrecognizable  metas- 
tases. In  addition,  it  is  mandatory  to  recognize  that 
tumor  cells  can  be  shed  into  the  wound  from  the 
tumor  during  operative  manipulation  and  can  im- 
plant and  grow  in  the  operative  wound. 

Circulating  Tumor  Cells:  It  has  been  suggested 
that  the  recognition  of  circulating  tumor  cells  in 
the  blood  of  a tumor  bearing  patient  may  be  an 
indication  of  an  incurable  state  and  therefore  al- 
low better  patient  selection  for  surgical  cure.  A 
complete  re-evaluation  of  the  circulating  tumor  cell 
program  of  most  laboratories  now  indicates  the 
accurate  identification  of  tumor  cells  in  the  blood 
is  difficult  and  that  many  tumor  cells  in  the  past 
may  have  been  confused  with  normal  blood  ele- 
ments. It  has  further  been  shown  that  if  enough 
blood  is  examined  at  hourly  Intervals  over  24  hours 
and  the  results  plotted  with  a hypothetical  40  per 
cent  efficiency  in  identification,  that  over  60  per 
cent  of  the  tumor  bearing  patients  will  have  cancer 
cells  identified  in  their  blood.  Patient  survival  sta- 
tistics further  indicate  that  if  these  are  actually 
cancer  cells,  then  most  of  them  fail  to  become  im- 
planted and  grow.  Unfortunately  the  use  of  this 
interesting  research  tool  should  play  little  if  any 
part  in  the  surgeon’s  decision  as  to  the  indications 
for  surgery. 

Lymphangiography:  This  relatively  simple  tech- 
nique of  injecting  a radiopaque  dye  into  a lymph- 
atic of  the  dorsum  of  the  foot  or  hand  furnishes 
an  excellent  anatomical  display  of  lymph  node  dis- 
tribution. The  typical  punched  out  lymph  node 
which  fails  completely  to  take  up  the  dye  is  easily 
Identified  with  serial  x-ray  studies.  The  incidence 
of  operatively  proven  false  negative  and  false  pos- 
itive lymph  nodes  has  been  too  great  to  allow  this 
procedure,  in  itself,  to  alter  the  clinical  impression 
of  operability.  In  pelvic  surgery  lymphangiography 
has  been  helpful  in  demonstrating  a significant 
abnormality  in  lymphatic  drainage  due  to  massive 
tumor  infiltration  of  the  lateral  pelvic  wall  in  the 
presence  of  a highly  suspicious  clinical  evaluation 
of  a pelvis  full  of  cancer,  .^t  operation  a suspicious 
periaortic  lymph  node,  made  suspicious  by  its  in- 
complete filling  with  dye  by  preoperative  x-ray, 
has  drawn  the  attention  of  the  surgeon  at  the  time 
of  e.xploration  while  frozen  section  confirmation 
has  allowed  avoidance  of  definitive  surgery  in  the 
pelvis,  which  would  have  been  only  palliative  in 
nature.  However,  after  having  completely  evaluated 
the  procedure  in  over  500  patients,  we  are  inclined 
(Continued  on  next  page) 
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to  label  this  technique  as  an  interesting  research 
tool  in  the  surgical  patient  and  in  essence  have 
found  it  of  little  definitive  value  in  attempting  to 
identify  the  patient  who  could  be  cured  even  by 
radical  surgery. 

Isotope  Scanning:  Everyone  is  familiar  with  thy- 
roid scanning  in  identifying  ‘‘cold”  thyroid  nodules 
and  the  reliability  of  the  brain  scanning  techniques 
increasingly  used  as  new  techniques  are  being  de- 
veloped. This  preoperative  technique  of  evaluation 
may  eventually  become  an  integral  part  of  the 
cancer  patent’s  work-up  for  surgery.  Bone  scans 
are  becoming  increasingly  valuable  in  the  preop- 
erative evaluation  of  the  patient  in  whom  there  is 
a suspicion  of  metastic  disease,  as  indicated  by 
symptomatology  or  the  metastatic  bone  survey.  Al- 
though this  technique  can  be  time  consuming  and 
expensive,  it  may  well  become  an  integral  part  of 
the  preoperative  evaluation  of  patients  with  certain 
malignant  tumors. 

Radiography:  Arteriography  other  than  for  the 
neurosurgeon  has  been  of  little  value  except  to  con- 
firm the  highly  suspicious  clinical  impression  of  a 
palpable  mass.  Routine  metastic  surveys  are  indi- 
cated in  most  cancer  patients  being  evaluated  for 
surgery,  but  the  chest  x-ray  film  is  really  the  only 
consistently  significant  study.  Of  several  routine 
radiographic  procedures  that  can  be  carried  out, 
the  upper  and  lower  gastro-intestinal  series  is  ob- 
viously helpful  in  specific  instances.  The  intrave- 
nous pyelogram  should  be  an  integral  part  of  the 
preoperative  work-up  for  patients  with  abdominal 
and  retroperitoneal  disease.  In  over  400  radical 
pelvic  procedures  for  chiefly  cervical  and  rectal 
disease,  we  have  no  survivors  in  patients  who  have 
had  evidence  of  bilateral  ureteral  involvement,  and 
a significantly  decreased  survival  when  one  ureter 
was  obstructed.  This  obtained  in  spite  of  what  ap- 
peared to  be  curative  exenterative  surgery,  accord- 
ing to  the  judgment  of  the  surgeon  and  pathologi- 
cal confirmation  of  adequate  surgical  margins. 

OPERATIVE  CONSIDERATIONS 

Wound  Contamination:  There  continues  to  be  a 
trend  toward  the  control  of  tumor  cell  contamina- 
tion of  the  operative  wound.  The  recurrent  growth 
of  cancer  in  the  deep  or  superficial  wound  of  the 
patient  who  had  definitive  surgery,  as  indicated  by 
the  surgeon’s  judgment  and  pathological  confirma- 
tion of  total  primary  tumor  resection,  remains 
closely  second  to  metastases  as  the  cause  of  failure 
of  surger\‘  as  a cure  of  most  cancers.  The  avoidance 
of  cutting  into  tumor  or  breaking  into  a tumor  ab- 
scess, the  changing  of  gloves,  the  careful  suture 
draping  of  non-absorbing  plastic  drapes  to  the  deep 
fascia  or  peritoneum,  and  the  use  of  repeatedly  re- 
sterilized instruments  during  the  operative  proced- 
ure are  all  techniques  which  have  been  shown  ex- 


perimentally and  clinically  to  be  advantageous.  The 
presence  of  free  floating  tumor  cells  in  the  wound 
has  been  proven  by  cytological  screening  of  wound 
washes  in  17  to  26  per  cent  of  wounds.  An  alarm- 
ing and  interesting  finding  has  been  the  identifica- 
tion of  tumor  cells  in  the  wound  drainage  for  as 
long  as  76  hours  after  wound  closure.  The  attempt 
to  control  the  implantation  and  growth  of  these 
cells  has  met  with  relative  clinical  failure  although 
many  agents  have  been  shown  experimentally  to 
control  a similar  problem  in  animal  tumor  systems. 
Many  surgeons  continue  to  use  a varity  of  rather 
expensive  agents;  others  use  more  economically 
available  compounds  such  as  Dakin’s  solution,  pe- 
roxide, alcohol,  formaldehyde,  and  proflavin  hemi- 
sulfate.  Unfortunately,  as  far  as  I am  aware,  none 
of  these  decrease  the  incidence  of  local  wound  re- 
currence. Based,  however,  on  experimentation  and 
upon  clinical  impressions,  it  does  seem  as  if  the 
generous  cleansing  of  a wound  with  whatever  so- 
lution the  surgeon  feels  may  be  useful  is  a proced- 
ure which,  consuming  little  operative  time,  may  be 
helpful  in  reducing  infection,  if  no  more. 

Antibiotics:  Comprehensive,  well  controlled  dou- 
ble blind  studies  have  demonstrated  that  the  use 
of  antibiotics  is  mandatory  in  cancer  surgery.  Fol- 
lowing extensive  cancer  surgery,  an  infectious  com- 
plication rate  of  56  per  cent  without  antibiotics 
was  lowered  to  26  per  cent  when  antibiotics  were 
used  at  the  discretion  of  the  surgeon  and  to  14 
per  cent  when  antibiotics  were  mandatory  for  10 
days  postoperatively.  A 6 per  cent  infection  rate 
resulted  when  antibiotics  were  used  24  hours  pre- 
operatively,  continuously  during  the  surgical  pro- 
cedure, and  for  7 days  postoperatively. 

Blood  Volume:  iMuch  has  been  written  about  the 
value  of  knowing  the  intra-  and  extravascular  status 
of  the  cancer  patient  preoperatively,  during  sur- 
gery, and  postoperatively.  There  is  no  question  that 
the  patient  who  has  had  blood  volume,  electrolyte 
status,  and  proteins  restored  preoperatively  exhibits 
a smoother  postoperative  course.  The  insidious  loss 
of  red  cell  mass  in  the  postoperative  period  for  in- 
tervals up  to  14  days  has  been  repeatedly  demon- 
strated. While  some  of  this  may  be  due  to  open 
wound  drainage  or  to  breakdown  of  transfused 
blood,  the  etiology  of  the  full  amount  of  loss  has 
not  been  identified  and  must  be  carefully  taken 
into  account  in  the  postoperative  patient  who  is 
not  doing  well  in  spite  of  good  electrolyte  and  nu- 
tritional balance. 

OPERATIVE  INTERVENTION 

There  are  few  surgeons  dealing  with  cancer  who 
carry  out  intentional  palliative  surgery  unless  it  be 
for  specific  problems  such  as  the  large  fungating 
rectal  lesion  or  the  obstructing  intestinal  lesion. 
The  cancer  patient  often  enough  is  only  palliated 
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in  spite  of  aggressive  surgery;  this  unintentional 
palliation,  although  statistically  shown  often  to  be 
of  value,  is  burden  enough  upon  the  surgeon’s  con- 
science. I believe  that  the  too  pessimistic  views 
that  many  surgeons  have  toward  the  patient  with 
cancer  which  has  growth  beyond  the  early  stage 
is  due  to  the  lack  of  what  is  often  called  the  “phil- 
osophy of  cancer  treatment.”  This  is  something 
which  is  gained  by  the  surgeon  who  directs  his  in- 
terest almost  solely  upon  cancer.  Working  with  an 
entire  ward  or  surgical  department  which  deals 
only  with  cancer  allows  one  to  see  that  many  of 
the  patients,  if  carefully  selected,  can  be  saved 
from  terminal  narcotic  addiction  or  attempted  drug 
induced  regression.  The  literature  indicates  that 
there  is  a role  for  radical  surgery  when  carried  out 
with  the  proper  indications,  under  the  experienced 
hand,  with  adequate  pre-  and  postoperative  fa- 
cilities available  in  the  form  of  doctors,  nurses, 
clinical  pathology,  pathological  anatomy,  physical 
and  social  therapy,  and  blood  bank  facilities.  Ex- 
tensive head  and  neck  procedures,  such  as  for  pa- 
ranasal sinus  disease,  have  doubled  the  long  term 
survival  in  our  hands.  Radical  amputative  proced- 
ures, such  as  hemipelvectomy,  can  be  carried  out 
without  operative  mortality  and  with  survivals  and 
rehabilitation  which  can  be  realized  only  when  a ser- 
ies of  patients  are  carefully  followed.  Successful  uri- 
nary diversion  by  one  of  several  techniques,  along 
with  several  other  considerations  which  have  been 
mentioned,  now  allows  patients  with  anteriod  and 
total  pelvic  exenteration  for  advanced  or  recurrent 
cancer  of  the  cervix,  an  expectancy  of  five  vear  sur- 
vivals of  up  to  40  per  cent.  Our  own  e.xperience  of 
a 29  per  cent  5-year  survival  with  a 6.8  per  cent 
hospital  mortality  for  stage  3 and  stage  4 and  ra- 
diation recurrent  cervical  lesions  indicates  that 
there  is  a role  for  aggressive  surgical  intervention 
for  malignant  pervic  disease.  One  must  live  with 
these  patients,  so  to  speak,  and  care  for  them  with 
a team  effort  in  order  fully  to  appreciate  the  re- 
habilitation that  can  be  obtained,  which  allows 
them  to  return  to  their  families  and  jobs  as  re- 
sponsible members  of  their  community.  The  intro- 
duction of  plastics  as  applied  by  dentists  to  restore 
tremendous  defects,  the  construction  of  noncum- 
bersome  hemipelvectomy  prostheses  of  light  dur- 
able material,  and  the  reconstruction  of  the  vagina 
following  total  pelvic  exenteration  are  all  being 
successfully  carried  out  in  many  centers  through- 
out the  country.  The  plea  is  made  to  those  who 
cannot  avail  themselves  of  these  admittedly  elabo- 
rate facilities  to  refer  these  patients  to  centers 
where  they  can  be  offered  a chance  of  cure.  The 
objection  is  often  raised  that  no  one  can  afford 
such  care;  yet  I hasten  to  add  that  more  money 
is  spent  in  our  nursing  homes  and  terminal  care 
centers.  The  long  term  results  of  the  aggressive 


treatment  of  cardiac  di.sease  are  no  better  than 
tho.se  of  the  aggre.ssive  treatment  of  the  cancer  pa- 
tient, yet  one  .seldom  hesitates  to  advise  cardiac 
surgery.  Another  argument  often  expressed  is  that 
the  patient  cannot  withstand  such  time-consuming 
radical  surgery.  In  the  entire  11-year  period  in 
which  such  surgery  has  been  carried  out  at  the 
Surgery  Branch  of  the  National  Cancer  Institute, 
on  patients  71  per  cent  of  whom  represent  failures 
of  previous  therapy  before  admission,  the  operative 
hospital  mortality  for  head-neck  patients  is  1.8  per 
cent,  for  pelvic  cases  often  including  bilateral  groin 
dissection  4.7  per  cent,  and  for  hemipelvectomy 
0 per  cent.  This  record  was  made  notwithstanding 
the  fact  that  in  over  1600  cases  less  than  1 per 
cent  have  not  been  offered  surgery  due  to  co- 
existent medical  complications.  With  modern  in- 
novations in  pre-  and  postoperative  care  and  in 
anesthetic  management,  the  internist  seldom  need 
be  other  than  an  aid  to  the  surgeon  in  the  care  of 
his  patient  and  not  the  judge  as  to  whether  the 
patient  should  be  allowed  to  die  of  his  disease 
without  interferring  with  the  “will  of  the  Lord.” 

SUMMARY 

It  is  suggested  that  there  is  a distinct  trend  to- 
ward a more  aggressive  approach  to  cancer  in  sur- 
gical clinics.  This  has  been  fostered  by  many  in- 
novations which  allow  a more  accurate  determina- 
tion of  the  status  of  the  primary  malignant  disease 
as  well  as  by  numerous  innovations  in  patient  care. 
It  is  further  suggested  that  chemotherapy  awaits 
a more  satisfactory  drug,  that  transplantation  suc- 
cess. awaits  a means  of  safely  depressing  the  im- 
mune response,  that  the  effects  of  extreme  heat  and 
cold  are  interesting  and  need  further  investigation 
and  refinement  of  techniques,  and  that  topical 
wound  therapy  is  an  interesting  exercise.  It  does 
seem  that  radiotherapy  by  itself  or  in  some  in- 
stances in  conjunction  with  surgery  and  surgery 
by  itself  or  possibly  in  conjunction  with  perfusional 
drug  therapy  remain  our  most  valuable  tools  in 
cancer  therapy. 


Office  FOR  SALE 

Long  established  office  and  equipment  of 
the  late  Dr.  Charles  L.  Phillips.  Opportun- 
ity for  Doctor  starting  practice  or  trans- 
ferring. Building  used  for  Dr’s,  office  past 
fifty  years.  Living  quarters  2nd  and  3rd 
floors.  Area  for  parking.  Excellent  location, 
294  Main  St.,  East  Greenwich,  R.  I.  Asking 
$32,000  to  settle  estate.  Send  inquiries  to 
C.  L.  Phillips,  24  Pinelock  Drive,  Portland, 
Maine.  Phone  207-797-3267. 


664  RHODE  ISLAND  MEDICAL  JOURNAL 

TTTTTTTTTT  T 7 T TTTTTTTT  T T T T T T T T T T T T T T TT T T TTT7  TTTTTTTTTTTTTTTTTTTTTTTT  T T T TTTT 


SHOULDER  STRAPS,  GIRDLES  AND  GARTERS 

Proper  Fitting  of  Support  Garments  Is  Essential  for  Avoidance  of 

Certain  Disabilities 

A.  A.  SAVASTAXO,  M.D. 


The  Author.  .4.  A.  Savastano,  M.D.,  oj  Providence,  R.l. 
Surgeon-in-Chief,  Department  oj  Orthopedic  Surgery 
and  Fractures,  Rhode  Island  Hospital. 


In  women's  magazines,  in  newspapers,  in  tele- 
vision advertisements,  and  in  store  window  displays 
of  women’s  apparel,  there  is  much  emphasis  on  how 
certain  undergarments  can  improve  a woman’s  ap- 
pearance. The  virtues  of  brassieres,  girdles,  panty 
girdles,  and  garters  are  touted.  Ver\'  little  infor- 
mation can  be  found,  however,  in  those  same  media, 
or  even  in  medical  journals,  regarding  physical 
problems  which  may  be  produced  by  some  of  them. 
High-heeled  shoes  are  also  offenders.  They  do  in- 
deed give  a rather  shapely  line  to  a woman's  foot 
and  leg,  but  orthopedists  well  know  that  the  vast 
majority  of  corns,  metatarsal  arch  problems,  and 
bunions  are  caused  by  the  wearing  of  high-heeled 
and  pointed  shoes.  For  many  years  this  writer  has 
been  aware  of  many  of  these  problems.  It  is  the 
purpose  of  this  paper  to  record  some  of  these  ob- 
servations. 

SHOULDER  STRAPS 

That  a brassiere  ( Figure  I ) properly  fitted  and 
properly  worn  is  a purposeful  article  of  clothing 
no  one  will  deny.  However,  when  narrow  straps  are 
e.xpected  to  support  pendulous  breasts,  problems 
may  develop  on  the  top  of  the  shoulders.  The 
weight  of  the  breasts  supported  by  narrow  shoulder 
straps  may  cause  painful  ridges  or  furrows.  If  the 
ridge  occurs  over  the  very  distal  end  of  the  clavicle. 


pain  on  the  top  of  the  shoulder  may  develop  not 
associated  with  shoulder  motion.  If  the  ridge  is 
immediately  over  the  acromioclavicular  joint,  the 
subject  may  have,  in  addition  to  constant  pain, 
pain  also  on  motions  of  the  shoulder  joint.  Undue 
pressure  of  the  shoulder  strap  over  the  supraclavic- 
ular nerves  may  cause  pain  in  the  distribution  of 
the  supreclavdcular  nerves,  which  come  from  C3 
and  C4. 

Women  suffering  from  the  shoulder  strap  syn- 
drone  complain  of  pain  in  the  shoulder.  Such  con- 
ditions as  subacromial  or  subdeltoid  bursitis,  peri- 
articular fibrositis,  arthritis  of  the  shoulder  joint 
or  the  acromioclavicular  joint,  bicipital  tendinitis, 
and  cervical  neuritis  must  be  ruled  out.  The  patient 
with  the  narrow  shoulder  strap  syndrome  will  pre- 
sent a ridge  over  depression  on  the  superior  surface 
of  the  shoulder,  which  is  quite  tender.  The  skin 
may  be  irritated  and  is  sometimes  adherent  to  the 
underlying  clavicle.  Ocassionally,  one  may  ob- 
serve hyperesthesia  or  even  hypesthesia  over  the 
sensory  distribution  of  the  supraclavicular  nerves. 
Treatment  is  simple;  removings  the  shoulder  strap 
and  substituting  a strapless  bra  usually  clears  the 
problem. 

Case  Report.  .K  58-year-old  white  female  was 
seen  in  February,  1958,  complaining  of  pain  over 
her  right  shoulder  of  three  months’  duration,  be- 
coming progressively  worse.  Examination  revealed 
the  patient  to  have  rather  large  breasts.  She  was 
wearing  a brassiere  with  narrow  shoulder  straps. 
Examination  revealed  a ridge  over  the  left  shoulder 
into  which  the  narrow  shoulder  strap  fitted  quite 
snugly.  The  skin  covering  the  ridge  was  irritated, 
scaly,  and  tender,  X-ray  studies  of  the  shoulder 
were  entirely  within  normal  limits.  It  was  obvious 
that  pressure  on  the  clavicle  was  caused  by  the  nar- 
row straps  supporting  heavy  large  breasts.  Treat- 
ment consisted  of  substituting  a strapless  brassiere, 
resulting  in  almost  immediate  relief  from  pain. 
Later  the  patient  resumed  wearing  a strap  brassiere 
but  with  straps  about  one  inch  in  width.  This  pro- 
vided a wider  distribution  of  pressure  on  the  top 
of  the  shoulder. 

GIRDLE  TROCHANTERIC  BURSITIS 

The  ordinary  girdle  (Figure  II),  whether  of  rub- 
ber, Xylon,®  or  Lycra,®  if  properly  fitted  will  pro- 
vide support  to  the  abdominal  muscles  and  low 
back,  and  give  the  the  buttocks  a slimmer  appear- 
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FIGURE  11. 


ance.  However,  if  improperly  fitted,  trochanteric 
bursitis  may  develop  because  of  the  pressure  of 
the  distal  end  of  the  girdle  over  the  greater  tro- 
chanteric areas.  These  patients  complain  of  pain 
in  the  lateral  aspect  of  the  thigh.  It  may  be  uni- 
lateral or  bilateral.  The  pain  may  radiate  down 
the  lateral  aspect  of  the  thigh  to  the  knee.  After 
ruling  out  other  conditions,  the  patient  is  exam- 
ined while  wearing  her  girdle.  The  tightness  of  the 
lower  margin  of  the  girdle  becomes  obvious.  X-ray 
studies  of  the  hips  will  show  no  abnormalities, 
there  is  no  limitation  of  internal  or  external  rota- 
tion or  of  flexion  or  extension,  and  no  restriction 
of  abduction  or  adduction.  The  patient  will  have 
definite  and  constant  tenderness  over  the  greater 
trochanteric  area. 

The  treatment  consists  of  discontinuing  the  wear- 
ing of  the  girdle.  Immediate  relief  can  be  obtained 
by  the  injection  of  hydrocortisone  alone  or  in  com- 
bination with  Xylocaine®  into  the  trigger  point  of 
tenderness.  After  the  acute  symptoms  have  sub- 
sided, a better  fitting  girdle  is  recommended. 

Case  Report.  A 42-year-old  wife  of  a physician 
complained  of  pain  on  the  lateral  aspect  of  the 
right  thigh  of  about  three  months’  duration  becom- 
ing progressively  worse.  It  was  stated  that  the  pain 
would  occasionally  radiate  to  her  right  lower  back. 
She  complained  that  lying  on  the  right  side  made 
the  pain  worse.  On  examination  the  patient  pre- 
sented excruciating  tenderness  over  the  greater 
trochanteric  area  of  the  right  hip.  She  had  an 
excellent  range  of  all  motions  in  the  right  hip. 
There  was  noted  a slight  transverse  ridge  at  the 
trigger-point  of  tenderness.  Because  of  this  ridge, 
it  was  suspected  that  her  girdle  might  be  the  cause 
of  her  problem.  X-ray  studies  revealed  no  abnor- 


malities, either  in  the  greater  trochanteric  area  or 
in  the  hip  joint.  The  patient  was  then  examined 
with  her  girdle  on;  the  lower  end  of  the  right  side 
of  the  girdle  was  quite  tight,  causing  the  ridges 
over  the  painful  area  of  her  right  hip.  She  was  giv- 
en analgesics  and  advised  to  discontinue  the  ill- 
fitting  girdle.  She  became  symptom-free  within  sev- 
en days.  She  was  seen  approximately  one  year 
later  with  complaints  of  pain  in  both  trochanteric 
areas,  and  it  was  noted  that  she  had  ridges  over 
the  greater  trochanteric  area  of  both  hips.  These 
ridges  were  quite  tender  to  palpation.  There  was 
no  limitation  of  motion  in  either  hip,  and  x-ray 
studies  of  both  hips  were  negative.  Again  the  pa- 
tient was  advised  to  discontinue  wearing  her  girdle 
for  the  time  being  and  advised  that  when  the  pain 
disappeared,  she  be  fitted  with  another  which  did 
not  cause  pressure  over  the  trochanteric  areas. 
She  has  since  remained  completely  free  of  pain. 

PANTY  GIRDLE 

Improperly  fitting  panty  girdles  (Figurelll)  can 
cause  swelling  of  the  extremities  or  varicose  veins. 
Pain  in  the  groins  may  also  result  from  ill-fitting 
panty  girdles.  Compression  of  the  groin  or  thigh 
causes  partial  venous  obstruction.  The  legs  become 
swollen  and  the  veins  distended.  When  swelling  of 
the  leg  is  due  to  this  cause,  it  will  disappear  in  a 
few  days  in  most  cases,  if  a looser  garment  is  sub- 
stituted. 

Case  Report.  A 47-year-old  nurse  was  seen  late 
one  afternoon  complaining  of  pain  in  her  groins  and 
swelling  of  both  lower  extremities  of  several  months’ 
duration.  On  arising  in  the  morning  no  swelling 
was  present,  but  as  the  day  progressed,  swelling 
(Continued  on  next  page) 
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of  both  lower  extremities  became  progressively 
more  noticeable.  Examination  of  the  lower  extrem- 
ities revealed  excellent  popliteal  and  dorsal  espedis 
arterial  pulsations.  There  was  extensive  generalized 
swelling  of  both  legs  with  some  pitting  on  pressure. 
X-ray  studies  of  pelvis  and  hips  showed  no  evidence 
of  bony  pathology.  Her  blood  pressure  was  normal, 
and  her  heart  was  of  normal  size  with  a regular 
steady  normal  pulse.  Urine  examination  and  blood 
chemistries  revealed  no  abnormalities.  When  the  pa- 
tient was  examined  with  her  panty  girdle  on,  it 
became  obvious  that  the  thigh  part  of  her  panty 
girdle  was  too  tight.  She  was  advised  not  to  wear 
the  girdle  for  one  week,  following  which  she  would 
be  fitted  with  a looser  fitting  one.  Complete  dis- 
appearance of  the  swelling  and  discomfort  followed. 

Another  condition  (Figure  IV)  caused  by  a panty 
girdle  too  tight  in  the  groins  is  a bizarre  type  of 
pain  in  the  hip  region  with  associated  swelling  of 
the  legs.  The  patient  will  present  complaints  of 
pain  in  one  or  both  hips  and  swelling  of  one  or 
both  legs.  Examination  reveals  a normal  range  of 
motion  in  the  hips,  no  atrophy  of  the  lower  ex- 
tremities, negative  neurological  findings,  and  nega- 
tive x-ray  studies.  Examination  of  the  patient  while 
wearing  her  panty  girdle  will  reveal  a girdle  too 
tight  in  the  groins,  which  may  become  even  tighter 
when  she  sits.  Discontinuance  of  the  panty  girdle 
for  several  days  will  relieve  the  symptoms.  The 
patient  may  return  to  panty  girdles  of  looser  fit. 

Case  Report.  A 52-year-old  wife  of  a physician 
complained  of  pain  in  her  right  groin  which  radi- 


ated to  her  mid  back.  She  stated  that  pain  at  times 
would  become  more  severe  when  she  sat  for  lengthy 
periods  such  as  in  playing  bridge.  She  gave  no  his- 
tory of  injuries.  Examination  revealed  the  patient 
to  be  well-developed  and  well-nourished.  She 
walked  without  evidence  of  leg  limp.  She  presented 
no  evidence  of  atrophy  or  swelling  in  her  lower 
extremities.  She  had  a normal  range  of  painless 
motions  in  all  direction  in  her  right  hip.  Examina- 
tion of  the  back  was  entirely  normal.  X-ray  studies 
of  the  pelvis  including  both  sacro-iliac  joints,  as 
well  as  of  the  lower  back,  revealed  no  abnormali- 
ties. The  sedimentation  rate  and  latex  rheumatoid 
fixation  tests  were  within  normal  limits.  The  pa- 
tient was  now  examined  while  wearing  her  girdle, 
both  in  the  standing  and  sitting  position.  It  was 
quite  obvious  that  the  groin  part  of  the  girdle  was 
too  tight,  particularly  when  she  sat.  Discontinu- 
ance of  her  panty  girdle  gave  complete  relief  within 
ten  days.  The  patient  then  obtained  a looser  fitting 
girdle  and  has  remained  symptom-free  ever  since. 

ELASTIC  GARTERS 

Circular  garters  (Figure  V)  which  are  too  tight 
may  cause  swelling  of  the  legs.  The  garters  are 
virtual  tourniquets.  After  other  causes  of  leg  swell- 
ing are  excluded,  tight  circular  garters  may  be  con- 
sidered responsible.  Removal  of  the  tight  circular 
garters  will  quickly  eliminate  the  swelling.  Follow- 
ing a knee  surgical  procedure  a patient  not  infre- 
quently will  complain  of  a swollen  leg.  In  most 
of  these  cases  the  swelling  is  due  to  tight  elastic 
bandages.  The  mechanism  is  the  same. 

STOCKINGS  TIED  IN  KNOTS 

.Some  women  habitually  support  their  stockings 
by  knotting  them  (Figure  VT ) as  a substitute  for 
garters.  When  knotted  below  the  knee,  swelling  of 
the  leg  below  the  knot  may  develop.  The  jiatient 
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may  also  develop  weakness  of  the  muscalature  sup- 
plied by  the  peroneal  nerve  because  of  constant 
pressure  on  the  peroneal  nerve.  Some  even  develop 
a mild  foot  drop.  Treatment  consists  of  removing 
the  cause. 

BUNIONS,  HAMMER  TOES,  CORNS,  AND 
METATARSALGIA 

The  vast  majority  of  corns,  callouses  in  the  me- 
tatarsal area,  bunions,  bunionettes,  and  metatarsal 
problems  (Figure  \TI)  occurring  in  women  are  due 
to  high-heeled  narrow  pointed  shoes.  These  prob- 
lems are  common.  Most  of  the  problems  of  the  foot 
in  women  are  caused  by  the  high  heeled  and  pointed 
shoes,  and  many  of  these  require  surgical  treat- 
ment. Discontinuance  of  the  improperly  fitting 
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ONE  SENTENCE  ESSAY 
Editing  a scientific  journal  is  a life  of  drudg- 
ery, occasionally  relieved  by  the  expression  of 
latent  sadism  when  it  is  possible  to  excise  a 
split  infinitive  or  amputate  an  unrelated  part- 
ticiple. 

. . . Extracted  from  “In  England  Now.  Run- 
ning Commentary  by  Peripatetic  Correspon- 
dents.” 'LMiCv.x  1:864  {.[pril  17)  1965. 


shoes  usually  will  not  cure  the  damage  already 
present,  but  may  jorevent  it  from  progressing. 

SUMMARY 

It  is  recommended  that  careful  attention  be  giv- 
en by  women  to  the  fit  of  support  garments  and 
shoes  in  order  to  avoid  certain  disabilities. 


FIGURE  VII. 


TWO  SENTENCE  ESSAY 


The  doctors  of  fifty  years  ago  had  to  do 
their  own  thinking.  Are  not  some  of  us  allow- 
ing others  to  do  it  for  us,  much  to  our  mental 
enfeeblement? 

. . . Extracted  from  address  of  Dr.  J.  W.  C.  Ely 
before  the  R.I.  Medical  Society  in  1898. 
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REHABILITATION  CONFERENCE 

A Summary  Report  of  Delegate  to  the  Conference  on  Rehabilitation 
Sponsored  by  the  American  Medical  Association,  at  Chicago,  III., 

September  8,  1966 

O.  D.  CIXQUEGR.\XA.  M.D. 

Rhode  Island  Medical  Society  Delegate  to  the  Conference 


The  program  was  presented  with  the  express 
purpose  of  bringing  information  to  the  States  of 
what  the  Government  had  to  offer  in  Federal  funds 
to  the  States  for  rehabilitation  programs.  This  con- 
ference was  designed  as  a means  of  bringing  to- 
gether physicians  and  Government  agencies.  It  was 
the  desire  of  the  American  Medical  Association  to 
bring  renewed  interest  at  the  state  level  in  the 
total  rehabilitation  program.  The  various  agencies 
that  participated  emphasized  the  Federal  programs 
that  were  available  for  rehabilitation  of  the  chron- 
ically disabled,  supported  by  Federal  funds  to  the 
extent  of  75%-90%,  matched  by  the  State  by 
25% -10%  respectively. 

Charles  L.  Hudson.  M.D.,  President  of  the 
.\merican  Medical  Association,  who  was  keynote 
speaker,  stressed  the  interest  of  the  American  Me- 
dical .\ssociation  in  rehabilitation.  He  outlined  the 
activities  of  the  American  Medical  Association  in 
rehabilitation. 

Paul  M.  Fllwood,  Jr.,  M.D.,  discussing  educa- 
tion of  physicians  in  Physical  Medicine  and  Re- 
habilitation, spoke  of  the  deficiency  in  the  teach- 
ing programs  on  the  medical  school  level.  He  also 
stressed  the  fact  that  the  field  was  not  attractive 
to  students  or  physicians,  and  that  there  was  a lack 
of  interest  in  chronic  illness.  He  also  felt,  and  he 
expressed  the  opinions  of  the  Committee  on  Edu- 
cation, that  the  teaching  objectives  in  rehabilitation 
were  [x>orly  defined  and  presented.  There  was  a 
lack  of  glamour  as  a result  and  further  manpower 
shortage  above  that  which  was  normally  experi- 
enced in  the  medical  field. 

For  the  VOCATIOX.AL  REHABILITATIOX 
ADMIXrSTR.\TIOX,  Mr.  Joseph  Hunt,  Assistant 
Commissioner,  spxtke  first  on  the  support  program 
and  he  emphasized  the  contribution  that  the  Fede- 
ral Government  makes  to  the  state  programs  (up 
to  90%  Federal  participation).  He  stressed  the  im- 
portance of  the  objective  for  all  disabled  people, 
and  that  is  — work.  He  also  stressed  the  deficiency 
of  adequate  medical  consultants  and  directors  in 
the  Rehabilitation  Administration.  He  expressed  the 
feeling  of  the  Rehabilitation  Administration  in 
their  desire  for  continuous  medical  advice.  He 
stressed  the  purpose  of  Vocational  Rehabilitation 


— ‘‘to  find  means  of  rehabilitating  the  disabled 
individual.’’  He  also  pointed  out  that  the  law  re- 
quired that  a person  have  a substantial  employ- 
ment handicap  to  be  eligible  for  Federal  and  State 
support.  There  is  no  high  or  low  limit  from  the 
standpoint  of  age  and  there  is  no  discrimination 
from  the  standpoint  of  disability,  namely  w'hether 
they  are  injured  by  industry  or  have,  for  example, 
multiple  sclerosis.  Other  members  of  the  Vocational 
Rehabilitation  Administration  spoke  on  the  train- 
ing, research  and  fellowships  that  are  available  to 
train  individuals  and  to  research  areas  of  deficiency 
in  vocational  rehabilitation.  These  also  are  sup- 
ported by  Federal  funds.  The  Vocational  Reha- 
bilitation Administration  also  contributes  to  im- 
provement of  facilities,  both  medically  oriented 
centers.  Federal  grants  to  State  agencies  may  be 
provided  to  assist  in  improvement  of  existing  fa- 
cilities, and  building  new  facilities.  Grants  are  also 
available  to  train  severely  disabled  in  workshop 
management  and  in  vocational  training. 

The  DEPARTMEXT  OF  LABOR  also  was  rep- 
resented and  expressed  their  interest  in  the  severely 
handicapped.  The  representative  expressed  the  road 
blocks  that  are  met  both  at  the  state  and  communi- 
ty levels  and  he  emphasized  the  importance  of 
realistic  goals  in  rehabilitation.  Bureau  of  Labor 
Standards  provides  for:  1.  Training  the  handi- 
capped, (The  Youth  Corps  comes  under  this  Area) ; 
2.  Counselling;  3.  Protection,  namely  certification 
of  sheltered  workshops;  4.  Workmen’s  Compensa- 
tion, assisting  the  State  in  improving  standard, 
including  rehabilitation  activities;  5.  Prevention  of 
accidents,  namely  improvement  of  industrial  safety 
and  safety  measures. 

The  U'S.  PUBLIC  HEALTH  SERVICE  also 
participated  and  stressed  the  change  in  their  goal, 
where  originally  they  were  concerned  primarily  in 
preventing  death,  they  are  presently  concerned  in 
preventing  disability  and  the  vocational  dependence 
resulting  from  disability.  They  are  interested  in 
promoting  the  goals  of  physical,  social,  economic, 
and  mental  health. 

.\  representative  from  the  WELFARE  .ADMIX*- 
ISTR.\TIOX  spoke  and  outlined  the  program  of 
.^id  to  the  Blind  and  Aid  to  the  Aged.  There  is  a 
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four  year  tooling  up  period  in  the  Welfare  Admin- 
iestration  to  improve  the  state  services  for  their 
recipients  by  providing  rehabilitation  services,  to 
improve  assistance  payments,  and  to  improve  the 
the  availability  of  employment  opportunities  for 
their  recipients.  Of  interest  was  the  Children’s 
Bureau  and  the  program  in  which  they  participate. 
They  have  funds  available  for  children  needing 
medical  care  to  correct  and  prevent  handicap. 
There  is  a broad  definition  of  crippling  and  han- 
dicap which  extends  not  only  to  orthopedic  disa- 
bilities, but  also  to  such  diseases  as  rheumatic  heart 
disease  and  chronic  cystic  fibrosis.  There  are  funds 
available  for  medical  and  hospital  care,  for  trans- 
portation, and  for  foster  home  care.  Funds  are 
available  also  for  training  professional  personnel  in 
child  care,  training  in  mental  retardation,  and  for 
improving  mental  retardation  clinics.  They  now 
foster  a program  for  comprehensive  health  services 
for  children  of  pre-school  age,  including  dental 
care  in  the  low  income  groups.  They  stress  this 
as  the  main  target  area  for  their  funds.  Maternal 
services  are  also  available  for  the  low  income,  high 
risk  group. 

The  SOCIAL  SECURITY  ADMINISTRATION 
also  presented  its  program.  Dr.  Leon  Bernstein 
spoke.  He  pointed  out  that  Medicare  did  not  pro- 
vide for  rehabilitation  services  in  direct  words, 
but  that  it  did  encourage  its  use.  He  referred  to 
such  things  as  services  provided  by  hospital  to 
patient,  also  to  extended  and  home  care  services. 
Part  A of  the  law  includes  rehabilitation  services, 
except  physician’s  payments.  The  extended  care 
facilities  includes  physical  therapy,  occupational 
therapy,  speech.  Social  Service,  appliances,  and 
diagnostic  services.  The  home  health  service  also 
provides  these  services.  Part  B of  the  law  includes 
diagnosis  and  laboratory  services,  x-ray  and  radio- 
isotopes, wheelchairs,  and  prostheses  and  their  re- 
pairs. Prostheses  such  as  eyes,  leg  brace  and  limbs, 
or  any  device  to  replace  a loss  of  a body  part  are 
not  provided  for  specifically  under  Medicare,  how- 
ever they  do  qualify  as  extended  care  facilities  and 
home  care  agencies,  and  as  such  can  receive  re- 
imbursement through  the  medicare  program. 

The  BUREAU  OF  DISABILITY  INSURANCE 
presented  its  program  and  pointed  out  their  dual 
goal,  that  of  benefits  and  rehabilitation.  They  now 
present  a new  provision,  whereby  the  beneficiary 
may  receive  benefits  for  one  year  even  after  re- 
turning to  work,  so  that  a trial  of  work  adjust- 
ment can  be  pursued  without  endangering  the 
recipient’s  chance  of  collecting  benefits.  He  can 
continue  to  work,  on  an  evaluation  basis  for  nine 
months  and  then,  if  the  work  evaluation  is  suc- 


cessful, he  will  receive  three  more  months  of  ben- 
efits, then  terminate  his  payments;  or  if  disa- 
bility continues,  benefits  will  go  on  indefinitely. 
If  his  disability  recurs  within  five  years,  then  the 
original  waiting  period  of  six  months  is  waived 
and  his  disability  payments  begin  immediately. 
The  only  punitive  clause  pertains  to  any  individu- 
al who  refuses  rehabilitation  services  with  no  sound 
reasoning.  It  is  the  feeling  of  the  Bureau  of  Disa- 
bility Insurance  that  rehabilitation  services  are 
money-saving. 

Dr.  A.  B.  C.  Knudson  spoke  on  the  VETERANS 
.ADMINISTRATION  program  in  Rehabilitation 
and  their  total  rehabilitation  program  available  to 
veterans  who  are  disabled  either  by  service  con- 
nected or  non-service  connected  disabilities. 

The  program  was  summarized  by  Charles  D. 
Shields,  M.D.,  from  the  University  of  Vermont 
and  he  stressed  the  importance  of  bringing  the 
message  to  the  State,  to  renew  interest  in  rehabili- 
tation and  what  the  Federal  Government  has 
available  for  the  State. 

On  the  second  day  of  the  meeting,  various  states 
presented  their  programs  in  rehabilitation. 
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The  function  of  education  is  to  prepare  us 
for  complete  living. 

Great  as  has  been  the  .American  educational 
system,  it  has  left  too  much  of  the  task  of  teach- 
ing us  to  be  hale,  sound,  and  whole  in  body  and 
mind  to  anyone,  or  to  any  agency,  willing  to  en- 
gage in  the  effort. 

.As  a result,  in  the  health  and  welfare  field  we 
have  a multiplicity  of  agencies,  voluntary  for  the 
most  part,  attacking  the  task  of  health  education 
from  a variety  of  vantage  points,  not  alwa\"S  with 
the  same  aims,  and  unfortunately  not  always  with 
the  best  educational  techniques. 

When  my  state  medical  society  was  incorporated 
154  years  ago  its  founders  stated  their  objects  were 
"to  promote  the  science  and  art  of  medicine  and 
the  betterment  of  public  health  . . . and  to  en- 
lighten and  direct  public  opinion  in  regard  to  prob- 
lems of  medicine.’’  Through  the  years  it  has  tried 
to  pursue  these  objectives  to  the  best  of  its  abil- 
ity, and,  like  other  state  associations,  it  has  been 
in  the  forefront  in  promoting  environmental  im- 
provements such  as  milk  pasteurization,  pure  water, 
?ewage  disposal,  compulsory  immunization  pro- 
cedures, and  the  like. 

With  the  development  of  the  specialty  services, 
however,  such  as  obstetrics  with  its  emphasis  on 
prenatal  care,  and  pediatrics  with  concentration 
on  well  baby  procedures,  the  individual  physician 
faced  the  vistas  of  continuous  teaching  of  good 
practices  to  keep  the  body  free  from  phj'sical  dis- 
ease and  pain.  1 need  not  expand  this  point  with 
this  audience  to  relate  the  role  of  the  physician  in 
preventive  care,  in  urging  periodic  physical  check- 
ups, and  in  active  rehabilitation  work  and  new  ap- 
jiroaches  to  life  with  a chronic  illness. 

We  then  moved  swiftly  and  dramatically  into 
the  era  when  medical  research,  startling  surgical 
techniques,  and  amazing  drug  therapies  over- 

* Delivered  at  the  2nd  Xational  Conference  on  Health 
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whelmed  all  of  us.  The  physicion  has  had  to  splin- 
ter his  services  even  more,  and  specialization  has 
come  into  full  bloom  with  its  army  of  allied  work- 
ers to  make  his  knowledge  and  skill  most  effective. 

.As  the  mass  communications  media  headlined 
and  reported  in  detail  the  marches  across  new  fron- 
tiers in  surgical  and  medical  treatment,  there  was 
an  awakening  in  the  general  public  of  the  impact 
on  each  person’s  life.  Health  news  joined  the  best 
seller  list,  whether  in  book,  magazine,  newspaper, 
radio  or  television.  It  is  true  that  many  of  us  in 
the  health  education  field  shudder  at  the  educa- 
tional impact  on  many  individuals  who  feel  that 
the  body  may  be  neglected,  and  even  abused,  and 
then  restored  by  some  magical  potion  or  automated 
technique.  But  overall  the  educational  result  has 
been  good,  and  today,  as  never  before,  we  have  an 
audience  not  only  willing,  but  eager  to  have  good 
health  education. 

Since  I am  asked  what  is  the  role  of  the  state 
medical  association  in  health  education,  the  pre- 
sumption must  exist  that  each  such  organization 
has  a role.  Everyone  may  be  in  agreement  that  a 
medical  society  has  an  obligation  to  enlighten  the 
public  on  medical  matters;  not  all  doctors  would 
agree  to  the  extent  to  which  the  society  should 
engage  in  the  activity  of  general  public  education 
on  health  matters. 

It  is  only  within  the  past  two  decades  that  state 
medical  associations  throughout  the  nation  have 
esstablished  central  headquarters  with  full-time 
staffs,  including  non-physician  e.xecutives.  To  such 
staffs  has  been  left  the  task  of  furthering  the  m.ul- 
titudinous  activities  of  the  membership,  including 
.some  semblance  of  health  education  through  litera- 
ture, newspapers,  radio  and  television. 

The  problem  that  plagues  us  is  that  too  much  is 
e.xpected  from  our  limited  full-time  personnel,  and 
our  very  limited  budget.  In  spite  of  such  handicaps 
there  is  probably  not  a state  or  county  medical 
association  that  does  not  undertake  some  health 
education  work  at  its  local  level.  .A  recital  of  in- 
dividual achievements  might  make  pleasant  read- 
ing for  those  who  delight  in  the  huckster’s  mirage 
of  the  good  image  of  the  corporation,  but  it  would 
not  necessarily  indicate  real  successful  health  edu- 
cation efforts,  nor  would  it  necessarily  point  to  a 
better  future  course  of  action. 

We  have  come  a long  way  from  Marconi’s  won- 
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cler  invention  to  Telestar.  Once  the  newspaper  had 
dominance;  today  competition  for  the  public’s  time 
and  attention  is  the  major  problem  of  all  mass 
communication  media,  and  they  attack  the  prob- 
lem with  consumate  skill  backed  by  unlimited  fi- 
nancial advertising  resources. 

In  the  face  of  such  competition  what  can  the 
non-profit  state  medical  association  with  its  lim- 
ited staff  do  in  the  mass  communications  field 
which,  after  all,  is  where  we  must  be  if  we  are  to 
be  seen  and  heard. 

Never  has  a nation’s  people  been  more  acutely 
aware  of  the  importance  of  health  than  are  the 
American  people  today.  In  the  battle  for  the  pub- 
lic's attention  the  mass  circulation  magazines,  ra- 
dio and  television  have  given  physicians  and  their 
medical  associations  many  a vexing  problem.  Too 
often  the  media  have  upset  the  delicate  balance 
between  fear  and  reassurance,  and  many  a physi- 
cian has  had  to  rescue  patients  whom  an  inflated, 
or  fear  type  of  news  story  has  carried  away  from 
proper  treatment. 

How  is  the  medical  association  to  fulfill  its  role? 
Let  me  explore  ways  with  you. 

THE  SPOKEN  WORD 

There  was  a time  when  a physician  spoke  only  to 
those  within  the  sound  of  his  voice  at  his  medical 
meeting.  But  today,  if  he  has  a story  worth  re- 
peating, he  may  speak  to  the  entire  nation  thanks 
to  the  excellent  group  of  science  writers  with  our 
metropolitan  daily  newspapers.  These  writers  have, 
in  my  opinion,  done  more  than  any  professional 
non-medical  group  to  interpret  clearly  and  factu- 
ally the  medical  news  in  a manner  that  can  be 
understood  by  the  general  public.  Not  enough  news- 
paper editors  have  been  encouraged  to  train  such 
writers.  Here  is  a role  that  medical  associations 
have  neglected,  and  their  assurance  of  help  and 
counsel  to  any  writer  assigned  in  its  area  to  cover 
medical  and  health  subjects  might  convince  more 
editors  to  accept  the  challenge. 

Many  state  associations  have  a speaker’s  bureau 
for  public  meetings.  This  service  undoubtedly  is 
an  excellent  activity  at  the  local  level,  but  in  to- 
day’s competition  for  a listening  audience  1 do  not 
feel  that  it  does  much  to  resolve  our  major  prob- 
lem of  communication.  For  example,  I read  re- 
cently of  one  association,  in  a poiiulation  area  of 
more  than  three  fourths  of  a million  people,  that 
reported  its  speaker’s  bureau  had  reached  a total 
audience  of  under  6,000  in  a year. 

MASS  CIRCULATION  MAGAZINES 

In  the  growth  of  medical  and  health  reporting 
the  mass  circulation  magazines  certainly  have  dis- 
turbed physicians  more  acutely  than  any  other  me- 
dia. What  is  uttered  perishes  in  the  process,  but 
the  written  word  stands  forever  to  be  re-read  and 
repeated  with  apparent  authority.  The  balance  be- 


tween fear  and  reassurance  has  not  always  been 
maintained  in  the  competition  for  the  reader’s  time 
and  attention.  The  .'\mcrican  Medical  A.s.s,ociation 
has  done  much  to  improve  this  situation,  and  in 
recent  years  we  have  noted  that  magazine  editors 
are  sensitive  to  the  problems  of  creating  unwar- 
ranted fear,  and  with  cooperation  from  physicians 
they  have  worked  better  towards  bringing  to  mil- 
lions of  people  valid  and  non-sen.sational  informa- 
tion on  medicine  and  public  health  matter’-'. 

Many  articles  are  built  u|)on  local  or  so-called 
“grass  roots”  studies  and  surveys.  Certainly  it  is 
a vital  role  for  the  medical  association  to  be  ready 
to  cooperate  fully  with  a magazine  of  integrity  in 
the  preparation  of  data  for  a story  on  a health 
subject  of  interest  to  the  public. 

RADIO  AND  TELEVISION 

In  a Roper  poll  held  five  years  ago,  two  thou- 
sand adults  were  asked  “Suppose  you  could  con- 
tinue to  have  only  one  of  the  following;  radio, 
television,  newspapers,  or  magazines,  which  of  the 
four  would  you  keep?” 

Television  was  chosen  by  42%,  newspapers  by 
28%,  radio  by  22C  , and  magazines  by  4%. 

When  we  speak  of  medical  society  activity  in 
radio  and  television  we  come  face  to  face  with  the 
major  issue  of  economics.  Prime  listening  time  on 
a commercial  station  is  priced  beyond  our  reach, 
even  at  local  levels.  Production  on  a caliber  to  com- 
pete for  the  attention  of  an  audience  which  is  able 
to  command  the  reportedly  best  in  world  enter- 
tainment with  fingertip  control,  is  a challenge  for 
professionals.  As  a result  the  fate  for  most  state 
associations  has  been  that  of  all  voluntary  agencies. 
We  have  been  the  orphans  accepting  any  gratuity 
proffered  at  any  timie,  and  thankful  for  the  pittance. 

We  must  both  see  and  hear  good  health  advice 
smothered  in  contrary  words  through  product  com- 
mercials punctuating  entertainment  aimed  at  the 
person  from  age  three  to  ninety-three.  We  try  to 
preach  the  lesson  of  periodic  health  examination, 
and  hear  television  present  a story  advising  the 
listener  to  see  his  doctor,  BUI  first  to  try  a patent 
medicine.  We  tell  teenagers  not  to  cultivate  the 
cigarette  habit.  Radio  and  television  tell  them 
otherwise. 

Discouraging  as  this  situation  would  appear  to 
be,  I remind  you  that  in  this  world  of  changing 
pressures  we  must  not  attribute  to  any  mass  media 
powers  they  do  not  have. 

We  let  ourselves  see,  understand  and  retain  ac- 
cording to  our  individual  personalities  and  attitudes 
of  mind.  All  communications  media  may  be  effec- 
tive as  reinforcers  of  attitudes  but  they  are  not 
necessarily  as  effective  as  underlying  causes  of 
behavior  or  as  molders  of  opinion.  Consider  for 
example  the  reply  on  the  CBS  National  Health 
(Continued  on  next  page) 
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Test  for  a listing  of  any  three  of  the  seven  common 
danger  signals  of  cancer.  31%  of  the  national  sur- 
vey knew  none;  19%  knew  one.  Yet  by  brochure, 
pamphlet,  magazine  and  newspaper  stories  and  ads, 
by  radio  and  television,  the  nation  has  been  told 
for  years  of  the  seven  signals,  and  millions  of  dol- 
lars have  been  spent  by  private  and  public  agencies 
in  spreading  this  information. 

In  my  opinion  state  medical  associations  should 
support  the  development  and  growth  of  educational 
television  channels  at  local  levels.  Such  outlets 
would  give  viewers  detailed  information  and  knowl- 
edge which  they  would  not  otherwise  seek  out  as 
being  a tedious  chore.  A community  educational 
television  station  could  be  a valuable  asset  that 
would  be  recognized  and  heeded. 

The  experiment  in  public  health  education 
through  educational  television  in  the  Cincinnati 
area  last  year  is  an  excellent  example.  There  thirty- 
six  area  health  agencies,  professional  associations, 
hospitals,  and  other  organizations  joined  forces 
to  present  a series  of  forty-one  different  half  hour 
evening  programs.  The  emphasis  throughout  the 
series  was  through  locally  produced  programs  dis- 
cussing local  health  activities  and  services.  Beamed 
on  UHF  signals  the  programs  by  this  fall  are  ex- 
pected to  reach  150,000  homes.  As  noted  in  the 
report  after  the  trial  run,  ‘‘the  potential  of  educa- 
tional television  as  a medium  for  public  health 
education  is  tremendous,  and  virtually  untapped.” 

I have  concentrated  my  remarks  on  the  mass 
communication  media.  But  there  is  another  role 
that  I believe  state  medical  associations  should 
play,  and  it  is  a role  that  costs  little  in  money.  It 
calls  for  much  enthusiasm,  enterprise,  group  work, 
and  mostly  leadership.  It  is  the  ‘‘one  in  a com- 
munity role,”  as  opposed  to  the  “only  one  in  the 
community  role.” 

THE  COMMUNITY  ROLE 

Just  as  the  individual  physician  today  must  rely 
more  and  more  upon  allied  and  auxiliary  personnel, 
so  too  must  he  encourage  his  medical  association  to 
share  its  role  in  planning  health  programs  in  the 
community. 

At  a national  health  meeting  I attended  several 
years  ago  the  moderator  of  a health  education  sec- 
tion asked  the  audience  to  call  out  the  health  prob- 
lems unmet  and  the  needs  in  each  one’s  respective 
community.  Each  need  or  problem  was  immediately 
written  on  a large  blackboard  which  had  to  be 
erased  twice  to  compile  all  the  issues.  In  the  dis- 
cussion that  ensued  I was  appalled  to  note  that  in 
hardly  one  instance  had  any  of  the  educators  gone 
to  the  medical  society  in  their  community  for  help! 
And  equally  upsetting  was  the  fact  that  the  medi- 
cal associations  had  apparently  held  themselves 
aloof. 
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Support  of  a project  by  the  health  professions 
and  health  agencies  often  is  not  sufficient.  Con- 
sider, for  example,  the  fantastic  issue  of  fluorida- 
tion. In  1945  the  first  controlled  fluoridation  of 
water  supplies  was  initiated.  Twenty  years  later 
we  have  only  2,900  communities,  serving  approxi- 
mately one  third  of  the  entire  population  of  the 
nation,  with  fluoridation.  Yet  no  other  public 
health  procedure  has  been  so  thoroughly  tested  in 
controlled  field  trials. 

Air  pollution  has  become  a national  issue,  and 
communities  across  the  country  are  dragging  their 
feet  in  attacking  it.  I know  of  one  community 
whose  physicians  took  a look  at  the  skies  over  their 
quarter  of  a million  citizens  twenty-one  years  ago 
and  decided  to  start  action.  They  staged  a Smoke 
Abatement  Dinner  and  had  as  guests  at  it  out- 
standing members  of  the  commuity.  A Smoke 
Abatement  League  was  formed.  A prominent  phy- 
sician from  outside  the  area  addressed  the  com- 
munity on  the  medical  aspects  of  the  problem. 
Within  a year  the  League  had  an  air  pollution  ordi- 
nance enacted.  That’s  community  action  with  me- 
dical association  leadership. 

An  American  public,  told  by  its  efficient  mass 
communications  media  that  the  majority  of  the 
Russian  people  had  taken  the  polio  vaccine  de- 
veloped in  our  country  while  we  still  were  in  the 
discussion  stage  for  its  use,  was  ready  for  motiva- 
tion. But  too  many  communities  failed  to  act. 

It  is  not  without  pride  that  I cite  Rhode  Island 
for  its  community  approach  to  the  problem.  In 
1962  the  state  medical  society’s  committee  an  child- 
school  health,  mindful  of  a 1960  epidemic  that  had 
affected  103  persons,  asked  the  Society  to  initiate 
a statewide  immunization  program  in  cooperation 
with  the  state  health  department.  An  all  out  effort 
utilizing  the  entire  community  resulted  in  the  im- 
munization on  three  Sundays,  with  3,500  volunteers 
manning  clinics,  of  80%  of  the  state’s  850,000 
population. 

This  past  January  this  medical  society  again  be- 
came the  leader  in  an  End  Measles  Campaign,  the 
first  in  the  nation  on  a statewide  basis.  In  spite  of 
snow  of  blizzard  proportions,  38,000  of  an  esti- 
mated 52,000  children  were  innoculated,  and  sub- 
sequently mop  up  clinics  have  been  held  for  the 
remaining  14,000.  These  were  medical  society  roles 
the  average  citizen  could  understand,  appreciate, 
and  applaud. 

In  San  Diego,  California,  the  county  medical 
society  is  participating  in  a long  range  community 
program  to  reduce  cigarette  smoking.  The  first  ex- 
periment of  its  kind  in  the  country,  and  supported 
by  a Public  Health  Service  grant,  it  illustrates  the 
new  role  of  the  medical  association  in  health  edu- 
cation in  cooperation  with  a Federal  agency. 

(Concluded  on  Page  686) 
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■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  V2  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  Vz  (Warning— May  be  habit 
forming),  Phenacetin  gr.  IVz,  Aspirin  gr.  3I/2,  Caffeine  gr.  Vz. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.  Tuckahoe,  N.  Y. 


block 

end 

runs 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 


atropine  sulfate 


0.025  mg. 


tablets/ liquid 


tackles  the  problem 
of  diarrhea  directly 


Effectiveness — Physiologic  evidence  indicates  that  Lomotil  acts 
directly  on  the  smooth  muscle  of  the  bowel  to  lower  motility  and 
control  diarrhea.  This  action  is  unsurpassed  in  promptness  and 
efficiency. 

Convenience — Lomotil  is  available  as  small,  easily  carried,  vir- 
tually tasteless  tablets  and  as  a pleasant,  fruit-flavored  liquid. 
Versatility — The  therapeutic  efficiency,  safety  and  convenience 
of  Lomotil  may  be  used  to  advantage  alone  or  adjunctively  in  diar- 
rhea associated  with : 

• Functional  hypermotility  • Acute  infections  • Malabsorption  syn- 
drome • Drug  therapy  • Gastroenteritis  and  colitis  • Irritable  bowel 

• Regional  enteritis  • Ileostomy  • Ulcerative  colitis  • Food  poisoning 

For  correct  therapeutic  effect  Precautions : Lomotil,  brand  of  diphen- 

Rx  correct  therapeutic  dosage  oxylate  hydrochloride  with  atropine  sul- 


1- 2  yr.  . . .1/2  tsp.  5 times  daily  (5  mg.)  | | | H 1 

2- 5yr.  ...  1 tsp.  t.i.d.  (6  mg.)  | | | 

5-8 yr.  ...  1 tsp.  q.i.d.  (8  mg.)  fill 
8-12yr.  . . 1 tsp.  5 times  daily  (10  mg.) I 11^1 


Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until  diar- 
rhea is  controlled,  are: 


Children:  Total  Daily  Dosage 

3-6 mo.  . .V2  tsp*  t.i.d.  (3  mg.)  |1  1 |1 
6-12  mo.  .>/2  tsp.  q.i.d.  (4  mg.)  Il  £ £ 


fate,  is  a Federally  exempt  narcotic 
preparation  of  very  low  addictive  poten- 
tial. Lomotil  should  be  kept  out  of  reach 
of  children  since  accidental  overdosage 
may  cause  severe  respiratory  depression. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting 
drugs  or  barbiturates.  The  subtherapeutic 
amount  of  atropine  is  added  to  discourage 
deliberate  overdosage. 


Adults:  2 tsp.  5 times  daily  (20  mg.)|^  H ||  || 


(or  2 tablets  q.i.d.) 

♦ Based  on  4 cc.  per  teaspoonful. 


Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restless- 
ness, insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of 
the  gums,  euphoria,  depression  and  gen- 
eral malaise. 


Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dosage. 


SEARLE 


Research  in  the  Service  of  Medicine 


when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  tbe 
upper  respiratory  tract... 


prescribe  economical 


TrliimllfaiiiDmD©' 

Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability:  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  Or  bladder  neck  obstruc- 


tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovasculardisease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


0.167  Gm.) 

one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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HOUSE  OF  DELEGATES 
OF  THE 

RHODE  ISLAND  MEDICAL  SOCIETY 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  iMedical  Society  was  held  at  the  Me- 
dical Library,  Providence,  on  Wednesday,  Sep- 
tember 28,  1966.  The  meeting  was  called  to  order 
by  the  President,  Dr.  Harry  E.  Darrah,  at  8:00 
p.m.  The  following  delegates  were  in  attendance: 

Drs.  John  M.  Vesey,  Charles  Dotterer,  Charles 
Serbst,  Edmund  Billings,  Robert  C.  Hayes,  Alton 
Pauli,  Freeman  B.  Agnelli,  Joseph  Ruisi,  Harry  E. 
Darrah,  Stanley  D.  Davies,  Michael  DiMaio,  Ste- 
phen J.  Hoye,  John  A.  Dillon,  William  A.  Reid, 
J.  Robert  Bowen,  Joseph  Caruolo,  Nathan  Chaset, 
Warren  W.  Francis,  Frank  Fratantuono,  Alvin  G. 
Gendreau,  John  F.  W.  Gilman,  John  P.  Grady, 
Herbert  F.  Hager,  James  Hardiman,  Walter  E. 
Hayes,  Joseph  Lambiase,  Robert  V.  Lewis,  Thomas 
Littleton,  William  J.  iMacDonald,  Peter  Mathieu, 
William  McDonnell,  Gustavo  A.  iMotta,  Raul  No- 
darse,  Ralph  Richardson,  Carl  S.  Sawyer,  Stanley 

D.  Simon,  Banice  Webber,  Elihu  S.  Wing,  Jr.,  Ar- 
thur E.  Hardy,  and  Edmund  T.  Hackman. 

Also  present  at  the  meeting  were  Dr.  Francis 
Sargent,  chairman  of  the  Mediation  Committee,  Dr. 
.Albert  Anderson,  chairman  of  the  Committee  on 
the  Future  of  the  Private  Practice  of  Medicine, 
Dr.  Albert  Tetreault,  Dr.  Bias  Moreno,  chairman 
of  the  Diabetes  Committee,  and  John  E.  Farrell, 
Executive  Secretary. 

Members  of  the  House  absent  from  the  meeting 
were:  Drs.  Paul  A.  Botelho,  Joseph  Barrett,  John 

E.  Murphy,  Joseph  E.  Wittig,  Earl  F.  Kelly,  Earl 
J.  Mara,  James  A.  McGrath,  Roger  Berard,  Roger 
Fontaine,  Leonard  Staudinger,  Joseph  E.  Cannon, 
John  T.  Barrett,  Henry  B.  Fletcher,  Seebert  J. 
Goldowsky,  Milton  W.  Hamolsky,  James  B.  Aloran, 
Edwin  B.  O'Reilly,  Arnold  Porter,  Richard  P.  Sex- 
ton, John  Turner  H,  and  Edwin  Vieira. 

END  MEASLES  MOTION  PICTURE 

The  President  announced  that  a motion  picture 
in  color  and  sound  depicting  the  work  of  the  End 
Measles  Campaign  sponsored  by  the  Society  had 
been  prepared.  The  film  was  shown  to  the  members. 

REPORT  OF  THE  SECRETARY 

Dr.  Stephen  J.  Hoye,  secretary,  noted  that  his 
report  of  the  activities  of  the  Council  was  included 
in  the  handbook  for  the  meeting  and  he  was  pre- 
pared to  answer  any  inquiries  regarding  any  of 
the  matters  reported. 

Action:  A motion  was  made,  seconded  and  voted 


that  the  report  of  the  Secretary,  as  submitted  in 
the  handbook,  he  approved  and  placed  on  file. 

REPORT  OF  THE  CHAIRMAN  OF  THE  BOARD 
OF  TRUSTEES  OF  THE  MEDICAL  LIBRARY 
Dr.  Michael  DiMaio,  chairman  of  the  board  of 
trustees  of  the  R.I.  Medical  Society  Library  build- 
ing, noted  that  his  report  was  included  in  the  hand- 
book. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  Chairman  of  the  Board  of 
Trustees  of  the  Medical  Library  building,,  as 
submitted,  be  approved  and  placed  on  file. 

REPORT  OF  THE  TREASURER 
Dr.  John  A.  Dillon,  Treasurer,  reviewed  in  detail 
his  report  as  submitted  to  the  House  in  the  hand- 
book. He  discussed  the  various  matters,  including 
the  proposal  that  the  council  allocate  such  surplus 
Society  general  funds  as  it  shall  determine  at  the 
end  of  the  year  to  the  Benevolence  Fund,  the  in- 
creasing cost  of  carrying  forward  the  Society’s  ac- 
tivities, and  the  proposed  budget  for  1967.  He 
answered  questions  regarding  the  budget. 

Action: A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Treasurer,  as  submitted, 
be  approved  and  placed  on  file,  and  further  that 
the  proposed  budget  be  approved  for  1967. 
RECOMMENDATIONS  FROM  THE  COUNCIL 
The  Secretary  noted  that  three  recommendations 
had  been  submited  from  the  Council.  The  resolu- 
tions and  the  action  taken  follows: 

1.  That  Dr.  David  Freedman,  of  Providence, 
be  re-elected  for  a three  year  term  as  a Trustee 
of  the  Benevolence  Fund  of  the  Socity. 

Action:  A motion  was  made,  seconded  and  voted 
that  Dr.  David  Freedman  be  elected  as  a Trus- 
tee of  the  Benevolence  fund  for  a three  year 
term  ending  in  1969. 

2.  That  the  annual  dues  for  1967  be  $80  for  ac- 
tive members  in  practice  more  than  one  year, 
and  $40  for  members  in  their  first  year  of  prac- 
tice. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  dues  for  1967  be  $80  for  active 
members  in  practice  more  than  one  year,  and 
$40  for  members  in  their  first  year  of  practice. 

3.  That  the  delegate  and  alternate  of  the  Society 
to  the  House  of  Delegates  of  the  American  Me- 
dical Association,  for  the  period  January  1,  1967 
through  December  31,  1968,  be 

(Continued  on  next  page) 
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Edmund  T.  Hackman,  M.D.,  as  Delegate 
Harry  E.  Darrah.  as  Altenate  Delegate. 

Action-.  A motion  was  made,  seconded  and  voted 
that  Dr.  Edmund  T.  Hackman  be  elected  Dele- 
gate to  the  American  Medical  Association,  and 
Dr.  Harry  E.  Darrah,  Alternate  Delegate,  for 
the  period  January  1,  1967  through  December 
31,  1968. 

RESOLUTION  FROM  PUBLICATIONS  COMMITTEE 
Dr.  Robert  V.  Lewis,  chairman  of  the  Publica- 
tions Committee,  reported  on  action  taken  by  the 
trustees  of  the  Council  of  the  X.E.  State  Medical 
Societies  relative  to  proposing  that  the  publication 
“Massachusetts  Physician”  be  the  official  journal 
for  said  Council.  He  discussed  the  objections  of 
the  Society’s  committee  to  such  a proposal,  and  he 
submitted  the  following  resolution  from  the  Com- 
mittee: 

“Whereas  the  Council  of  the  New  England 
State  Medical  Societies  is  a constituent  body 
developed  and  supervised  by  representatives  of 
the  six  state  medical  associations  in  this  region, 
and 

“Whereas  in  four  of  the  states  there  exists  of- 
ficial state  medical  journals,  and  in  the  other  two 
states  official  Newsletter  publications  published 
periodically,  all  of  which  can  and  do  report  any 
activities  of  the  Council  of  the  New  England 
State  Medical  Societies, 

"Therefore,  Be  It  Resolved,  that  the  Rhode 
Island  Medical  Society  record  its  objection  to 
the  designation  of  the  non-medical  society  spon- 
sored publication  titled  "Massachusetts  Physi- 
cian” as  the  official  publication  of  the  said 
Council  as  proposed  by  its  board  of  trustees  at 
its  meeting  on  September  11,  1966;  and  further, 
that  this  action  by  the  Rhode  Island  Medical  So- 
ciety be  transmitted  to  the  other  state  medical 
societies  in  New  England,  and  to  the  Secretary 
of  the  C(  cncil  of  the  New  England  State  Me- 
dical Societies" 

.Allien-.  A r olion  was  made,  seconded  and  voted 
that  the  resolution  as  proposed  be  adopted  by 
the  House  of  Delegates. 

RESOLUTION  FROM  DR.  CHARLES  POTTER 
The  Secretary  reported  receipt  this  day  of  a 
resolution  from  Dr.  Charles  Potter,  of  Providence, 
a member  of  the  Society,  which  reads  as  follows: 
“In  consideration  of  the  Policy  Statement  adopt- 
ed by  the  House  of  Delegates  of  the  American 
Medical  Association  Meeting  in  Miami  Beach, 
Florida,  December  2,  1964,  reading  as  follows: 

1.  An  intelligent  recognition  of  the  problems 
that  relate  to  human  reproduction,  including  the 
need  for  population  control,  is  more  than  a mat- 
ter of  responsible  parenthood;  it  is  a matter  of 
responsible  medical  practice. 


2.  The  medical  profession  should  accept  a major 
responsibility  in  matters  related  to  human  re- 
production as  they  affect  the  total  population 
and  the  individual  family. 

3.  In  discharging  this  responsibility  physicians 
must  be  prepared  to  provide  counsel  and  guid- 
ance when  the  needs  of  their  patients  require  it 
or  refer  the  patients  to  appropriate  persons. 

4.  The  AiMA  shall  take  the  responsibility  for 
disseminating  information  to  physicians  on  all 
phases  of  human  reproduction,  including  sexual 
behavior,  by  whatever  means  are  appropriate. 
Therefore  be  it  resolved'.  That  there  should  be  no 
restraints  on  any  physician  concerning  the  dis- 
semination of  birth  control  information,  and,  as 
wdth  other  forms  of  quality  medical  care,  such 
information  should  be  equally  available  to  both 
private  and  clinic  patients.  That  it  is  recom- 
mended that  the  prescription  of  child-spacing 
measures  should  be  made  available  to  all  pa- 
tients who  require  them,  consistent  with  their 
creed  and  morals,  whether  they  obtain  their  me- 
dical care  through  physicians  or  tax  or  communi- 
ty-supported health  services.  And  be  it  further 
resolved  that  Family  Planning  be  considered  an 
integral  part  of  good  patient  care,  and  that  the 
Health  Department  of  the  State  of  Rhode  Island 
incorporate  such  planning  into  their  programs 
for  needy  people  of  this  state.” 

.Action-.  A motion  was  made,  seconded  and  voted 
that  the  President  be  authorized  to  appoint  an 
AdHoc  Committee  to  which  the  resolution  should 
be  referred,  said  committee  to  study  the  proposal 
and  report  at  the  January  meeting  of  the  House 
of  Delegates. 

COMMITTEE  ON  THE  FUTURE  OF  THE  PRIVATE 
PRACTICE  OF  MEDICINE 
Dr.  Albert  Anderson,  chairman  of  the  Committee 
on  the  Future  of  the  Private  Practice  of  Medicine, 
reviewed  his  report  which  was  included  in  the  Del- 
egates' handbook.  He  noted  that  the  report  was 
one  of  information  for  the  House,  and  the  mem- 
bership of  the  Society. 

.Action-.  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  committee  on  the  Future 
of  the  Private  Practice  of  Medicine,  as  submit- 
ted in  the  handbook,  be  received  and  placed  on 
file. 

COMMITTEE  ON  SOCIAL  WELFARE 
Dr.  Peter  Mathieu,  chairman  of  the  committee 
on  Social  Welfare,  stated  that  his  committee’s  re- 
port w'as  one  of  general  information  on  the  complex 
aspects  of  the  federal  social  security  legislation.  He 
reviewed  some  of  the  programs  that  will  be  devel- 
oped, and  he  stated  the  report  indicates  the  posi- 
tion of  the  committee  for  the  Society  on  its  efforts 
to  evolve  the  best  possible  medical  care  for  the 
public. 
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Doctor  Darrah  commented  on  the  negotiations 
he  has  undertaken  with  the  state  welfare  depart- 
ment on  the  authorization  of  the  Council,  and  he 
expressed  the  hope  that  a favorable  decision  will 
be  reached  in  the  immediate  future.  He  stated 
that  a special  meeting  of  the  House  might  be  called 
to  consider  a negotiated  fee  schedule  now  being 
considered. 

Doctor  Hager  asked  that  the  Society  communi- 
cate with  the  Travelers  Insurance  Company  regard- 
ing its  fee  schedule  for  beneficiaries  of  the  Rail- 
road Retirement  Act  program.  The  executive  sec- 
retary was  authorized  to  make  such  inquiry. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  committee  on  social  wel- 
fare, as  submitted  in  the  handbook,  be  received 
and  placed  on  file. 

COMMITTEES  ON  SCIENTIFIC  WORK  AND 
ANNUAL  MEETING,  WORKMEN'S 
COMPENSATION,  AND  MEDICAL  ASPECTS  OF 
SPORTS 

Doctor  Darrah  noted  that  Dr.  A.  A.  Savastano, 
as  chairman  of  three  committees  — Scientific  Work 
and  Annual  Meeting,  liaison  with  Workmen’s  Com- 
pensation Carriers,  and  Medical  Aspects  of  Sports, 
had  submitted  separate  reports  for  each  committee, 
all  of  which  were  published  in  the  handbook.  He 
commended  Doctor  Savastano  for  the  excellent  pro- 
gram drafted  at  this  early  date  for  the  1967  annual 
meeting,  and  for  the  outstanding  Sports  Injury 
Conference  held  at  the  University  of  Rhode  Island 
in  August. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  reports  of  the  committees  on  Scientific 
Work  and  Annual  Meeting,  Workmen’s  Compen- 
sation, and  Medical  Aspects  of  Sports,  be  re- 
ceived and  placed  on  file. 

MEDIATION  COMMITTEE 
Dr.  Francis  B.  Sargent,  chairman  of  the  Media- 
tion Committee,  gave  an  oral  report  in  which  he 
reviewed  situations  that  could  arise  under  the  new 
rules  of  the  Rhode  Island  courts  for  subpoena  in 
discovery  procedures  effective  since  January  1.  At 
the  conclusion  of  his  discussion,  a motion  was  made 
from  the  floor  as  follows; 

That  the  House  of  Delegates  authorize  the  Me- 
diation Committee  to  serve  in  an  advisory  ca- 
pacity to  any  insurance  carrier  covering  members 
of  the  Society  for  professional  liability. 

Action:  The  motion  was  seconded  and  adopted. 

COMMITTEE  ON  MEDICAL  ECONOMICS 
Dr.  Stanley  D.  Simon  gave  an  oral  report,  illus- 
trating on  a blackboard  the  proposed  new  program 
of  premium  charges  suggested  by  his  committee 
for  the  Society’s  group  Blue  Cross-Physicians  Serv- 


ice plan  for  the  members  of  the  Society.  The  pro- 
po.sed  schedule  of  rates  is  as  follows: 


Indiv. 

Family 

M/M 

$45  Blue  Cross 

$111.60 

266.40 

80/20 

“A”  Physicians 

Service 

24.00 

56.40 

$200 

Major  Medical 

15.60 

39.60 

$15/30 

Av.  SP  + $10 
toward  private 
room 

OR 

Indiv. 

Family 

M/M 

$30  Blue  Cross 

$ 78.60 

187.20 

80/20 

“A”  Physicians 

Service 

24.00 

56.40 

$200 

Major  Medical 

19.80 

48.00 

$15/30 

Av.  SP  + $10 
toward  private 
room 

He  explained  that  members  would  have  a choice 
of  either  the  $30  or  $45  per  diem  for  hospital 
coverage,  but  would  have  only  Physicians  Service 
“A”  plan.  He  also  noted  that  the  deductible  cor- 
ridor had  been  reduced  from  $300  to  $200,  after 
which  the  major  medical  program  would  be  ef- 
fective. He  stated  that  the  new  plan  allowed  for 
the  average  semi-private  room  rate  under  the  ma- 
jor medical,  plus  a $10  payment  towards  a private 
room  charge.  The  proposed  program  was  discussed 
by  members  of  the  House. 

Action: A.  motion  was  made,  seconded  and  voted 
that  the  report  of  the  iMedical  Economics  com- 
mittee be  approved,  and  that  proposed  group 
plan  of  coverage  for  the  members,  as  stated,  be 
adopted. 

PUBLIC  RELATIONS  COMMITTEE 
Doctor  Darrah  stated  that  there  had  been  no 
formal  meetings  fo  the  Public  Relations  Committee, 
but  he  and  other  officers  had  resolved  several  is- 
sues that  have  arisen  during  the  summer  months 
involving  news  stories  and  complaints. 

DIABETES  COMMITTEE 

Dr.  Bias  Moreno,  chairman  of  the  Diabetes  Com- 
mittee, reported  orally  on  the  work  of  his  com- 
mittee and  its  plans  for  the  annual  detection  week, 
November  13-19.  He  stated  that  on  November  14 
the  Committee  would  sponsor  a lecture  by  Dr. 
Alexander  Marble  of  Boston,  to  be  given  at  the 
Medical  Library,  and  that  on  November  16  the 
committee  would  sponsor  the  annual  Diabetes  Fair 
at  the  Cranston  Street  armory  in  Providence. 

COMMITTEE  ON  NURSING 
The  President  noted  that  the  report  of  the  Com- 
mittee on  Nursing  was  included  in  the  handbook. 
Action:  A motion  was  made,  seconded  and  voted 
(Continued  on  next  page) 
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that  the  report  of  the  Committee  on  Nursing  be 
received  and  placed  on  file. 

DISASTER  COMMITTEE 

The  report  of  the  committee  on  Disaster  was 
included  in  the  delegates’  handbook. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Disaster  Committee,  as 
submitted,  be  received  and  placed  on  file. 

PHYSICIAN  SERVICE  BOARD  MEETING  REPORTS 
Doctor  Darrah  noted  that  minutes  of  meetings 
of  the  board  of  directors  of  Physicians  Service  were 
included  in  the  handbook  for  the  information  of 
the  delegates. 

AUXILIARY  SPONSORED  CONFERENCE  ON  VD 
Doctor  Darrah  stated  that  the  Woman’s  Auxili- 
ary was  interested  in  sponsoring  a conference  on 
venereal  disease  to  which  would  be  invited  repre- 
sentatives of  public  and  private  organizations, 
civic  clubs,  PTA,  etc.  The  Auxiliary  would  also 
like  the  Society  to  be  co-sponsor  of  the  Conference. 
Action:  \ motion  was  made,  seconded  and  voted 
that  the  Society  co-sponsor  with  its  Woman's 
.Auxiliary  an  education  Conference  on  Venereal 
Disease. 

MEDICARE  PROBLEMS 

Doctor  Darrah  stated  that  he  had  met  with  the 
Medicare  carrier  administrative  staff  in  Rhode  Is- 
land (Physicians  Service)  and  had  notified  it  that 
the  Society  W'=hed  to  assist  in  every  way  possible 
to  resolve  prab.tins  in  the  development  of  the  pro- 
gram locally.  He  stated  that  complaints  to  him 
regarding  the  wording  of  the  claim  form  had  been 
brought  to  the  attention  of  the  staff,  and  the  form 
is  being  revised.  Arrangements  are  also  being  made 
to  clarify  the  issue  of  signature  of  a deceased  pa- 
tient. 

He  stated  he  had  had  e.xpressed  the  wish  that 
any  questions  of  ethical  procedure  involving  physi- 
cians be  brought  to  the  attention  of  the  Society  im- 
mediately, and  he  suggested  that  the  House  au- 
thorize an  ad  hoc  committee  to  consider  any  such 
problems  should  they  arise. 

Action:  A motion  was  made  and  seconded  that 
an  .Ad  Hoc  committee  with  representation  of 
each  district  medical  society  be  established  to 
review  special  Medicare  problems  involving  phy- 
sicians’ services. 

Members  of  the  House  voiced  opinions  that  the 
Mediation  Committee  might  better  serve  in  place 
of  a special  .Ad  Hoc  committee. 

The  motion  was  voted,  and  in  a show  of  hands 
was  defeated. 

Action:  A motion  was  made  and  seconded  that 
the  Mediation  Committee  be  authorized  to  serve 
in  reviewing  special  Medicare  problerns. 


-An  amendment  was  made  and  seconded  that  the 
Mediation  Committee  be  augmented  by  a senior 
member  from  each  district  medical  society  not 
represented  on  the  Mediation  Committee,  said  ap- 
pointments to  be  made  by  the  President,  and  said 
augmented  committee  to  review  special  Medicare 
problems  involving  ethical  procedures. 

The  amendment  was  adopted. 

The  original  motion,  as  amended,  was  adopted. 

ADJOURNMENT 

The  meeting  was  adjourned  at  10:55  p.m. 

Respectfully  submitted, 
Stephen  J.  Hove,  m.d. 
Secretary 

REPORT  OF  THE  SECRETARY 

Since  the  .April  meeting  of  the  House  the  Coun- 
cil has  held  two  meetings.  The  following  were 
among  the  motters  considered; 

1.  The  President  and  the  President-Elect  were 
authorized  to  attend  the  .AAI.A  Public  Rela- 
tions Institute  and  Conference  of  State  Society 
Officers  in  Chicago  in  .August. 

2.  Lifetime  exemption  from  dues  and  assessments 
was  granted  for  .Angelo  D’.Agostino,  S.J.,  AI.D., 
a ’member  of  the  Society  for  many  years  who 
was  recentlv  ordained  a priest  in  the  Jesuit 
Order. 

3.  The  status  of  members  moving  from  the  state, 
failing  to  pay  annual  dues,  etc.  w^as  subject 
to  individual  review  by  the  Council. 

4.  The  appointment  of  Dr.  O.  D.  Cinquegrana 
as  the  Society's  official  delegate  to  an  .AM.A 
Conference  on  Rehabilitation  to  be  held  in 
Chicago  in  September  was  approved. 

5.  The  action  taken  in  1964  regarding  a proposal 
for  a statewide  program  to  retain  and  retrain 
professional  and  sub-professional  personnel  in 
health  services  was  re-affirmed.  The  program 
is  to  be  carried  on  under  a federal  grant  by 
the  R.I.  Council  of  Community  Services. 

6.  .An  appropriation  of  $150  was  made  to  the 
Committee  on  Diabetes  towards  the  cost  of 
sponsoring  a symposium  on  diabetes  for  the 
members  of  the  Society. 

7.  .An  appropriation  of  $500  was  made  for  the 
Society  to  the  R.I.  Health  Facilities  .Associa- 
tion with  the  understanding  that  the  contri- 
bution is  for  the  current  fiscal  year,  and  the 
action  of  the  Society  at  this  time  does  not 
represent  a commitment  for  additional  finan- 
cial support  to  the  .Association  in  future  years. 

8.  .Approval  w^as  given  to  the  Committee  on  Sci- 
entific Work  to  conduct  the  1967  .Annual 
Meeting  at  the  Providence  Sheraton  Biltmore 
Hotel  on  Tuesday,  May  9 and  Wednesday, 
May  10. 

(Continued  on  J’agc  678) 
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MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.  1 Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.-* 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
I patients  were  indeed  capable  of  pro- 
I moting  diuresis. ■*  However,  the  possibil- 
1 ity  of  toxic  effects  from  its  prolonged 
; use  and  its  relatively  weak  diuretic  ac- 
■ tion  made  it  impractical  for  clinical  use 
as  a diuretic. 

Because  the  inhibition  of  carbonic 
I anhydrase  seemed  to  be  the  key  to  ef- 
' fective  diuresis,  investigators  began  to 
I look  for  more  potent  enzy  me  inhibitors 
I —in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.'*  1 he  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.'^  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis." 

I The  ‘thiazides’— an  answer  to  the 
i metabolic  acidosis  caused  by 
I carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/lOth  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.'*  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase."-'" 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg."  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate."  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active."  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.’' 

Natiirctin- effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium  ' 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
bcnzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...’’"* 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydra.se  inhibition, 
Naturetin  ( bendrofiumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fiuid 
in  edematous  patients.  And  its  duration 
of  action  is  sullicicntly  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contruiiulication.s;  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  arc  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendrofiumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide)  5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendrollumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
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9.  The  Council  reviewed  the  report  of  the  trans- 
fer of  the  End  Polio  Foundation  funds,  in  the 
amount  of  $100,000,  to  the  Rhode  Island 
Foundation  with  the  understanding  that  the 
money  will  be  used  to  assist  persons  afflicted 
with  polio  in  Rhode  Island,  and  when  that 
need  is  resolved  the  Foundation  will  consult 
the  Society  regarding  other  uses  of  the  remain- 
ing Fund.  The  Council  also  noted  that  the 
End  Measles  Campaign  was  given  financial 
support  of  approximately  $80,000  by  the  End 
Polio  Foundation.  Public  contributions  to  the 
End  ]\Ieasles  Campaign  amounted  to  approx- 
imately $8,000. 

10.  The  Council  heard  and  approved  the  Presi- 
dent’s report  of  the  White  House  Conference 
on  Medicare  which  he  attended. 

1 1 . Approval  was  given  of  the  appointment  of  Dr. 
Charles  B.  Round  to  succeed  Dr.  Arthur  E. 
Hardy  as  one  of  the  Society's  representatives 
on  the  Medical  Economics  Council. 

12.  The  Ward  Fisher  and  Company  report  of  the 
audit  of  the  1965  records  was  received  with 
notification  that  the  records  were  properly 
kept,  and  all  in  order.  Notification  was  also 
received  from  the  Internal  Revenue  Service 
that  its  audit  of  the  Society's  1964  records 
had  been  completed,  and  the  Society’s  status 
as  exempt  from  federal  income  taxes  continued. 

13.  The  Council  was  informed  by  President  that 
that  he  is  serving  as  an  appointee  of  the  Gov- 
ernor of  the  State  on  the  regional  planning 
group  for  programs  under  the  federal  legisla- 
tion providing  for  research  in  heart,  cancer 
and  stroke,  and  that  a tri-state  incorporation 
(R.I.,  N.H.,  and  Mass.)  had  recently  been 
effected. 

14.  The  Council  heard  reports  from  the  President 
of  conferences  during  the  summer  with  offi- 
cials of  the  state  department  of  social  welfare 
regarding  physicians  fees  under  title  19  of 
the  federal  social  security  law  amendments, 
and  regarding  medical  care  at  the  state  prison. 
The  latter  problem  is  under  study  by  the 
Society’s  Committee  on  Social  Welfare. 

The  Council  approved  of  the  work  of  the 
President  in  seeking  a satisfactory  arrange- 
ment for  payment  for  services  rendered  to 
welfare  beneficiaries  under  the  new  federal- 
state  provisions,  and  authorize  him  to  con- 
tinue his  negotiations  with  the  state  director 
of  social  welfare. 

15.  The  Council  heard  reports  from  the  President 
regarding  a study  of  health  services  under  the 
anti-poverty  program  sponsored  by  the  Office 
of  Economic  Opportunity. 


16.  A tentative  draft  of  the  program  for  the  1967 
annual  meeting  was  received  and  approved. 

17.  Dr.  John  F.  Hogan,  now  associate  health  di- 
rector in  charge  of  Child  Health  Services,  was 
named  as  the  Society’s  delegate  at  a sympo- 
sium on  Immunization  to  be  convened  by  the 
AMA  Council  on  Environmental  and  Public 
Health  in  Atlanta,  Georgia. 

18.  The  President  announced  that  he  has  re- 
appointed Dr.  Jeannette  E.  Vidal  of  Warwick 
as  trustee-at-large  to  the  Board  of  Trustees 
of  the  Medical  Library,  to  serve  for  the  year 
1967. 

19.  The  Council  voted  that  the  Officers  of  the 
Society  serve  as  a committee  to  study  and 
report  on  possible  expansion  of  the  executive 
office  and  staff. 

20.  The  Library  Committee  was  asked  to  explore 
fully  the  posssibility  of  the  Society  applying 
for  financial  aid  for  its  ^ledical  Library  under 
the  federal  IMedical  Library  Assistance  Act, 
and  to  report  subsequently  to  the  Council. 

21.  The  proposed  budget  for  1967  was  reviewed 
and  approved. 

22.  The  Council  expressed  its  opinion  that  non- 
members of  the  Society  should  not  be  qualified 
for  professional  liability  coverage  through  the 
group  plan  established  for  the  members. 

23.  Approval  was  given  for  the  Society  to  be  host 
at  a dinner-meeting  of  the  ^ledical  Economics 
Council  on  September  22,  on  the  basis  that 
the  other  sponsors  of  the  Council  take  regular 
turns  serving  as  host  of  a meeting. 

24.  Improvements  to  the  Medical  Library  building, 
as  submitted  in  a report  from  the  Trustees, 
were  approved. 

25.  The  Secretary  was  authorized  to  poll  the  mem- 
bership regarding  volunteers  to  serve  as  mem- 
bers of  a Speakers’  Bureau  of  the  Society  to 
addre.ss  lay  groups. 

26.  Approval  was  given  a member  of  the  Society 
to  address  the  annual  meeting  of  the  state 
osteopath  association. 

27.  Notification  of  completion  of  the  printing  and 
distribution  of  the  History  of  the  Society  and 
its  Component  Associations  was  reported  to 
the  Council. 

28.  The  President  was  authorized  to  notify  a mem- 
ber of  a news  story  involving  him  which  the 
Council  considers  violated  ethical  principles 
of  the  Profession. 

Stephen  J.  Hove,  m.d. 

REPORT  OF  THE  TRUSTEES  OF  THE  MEDICAL 
LIBRARY 

During  the  summer  the  sidewalk  on  the  Francis 

Street  side  of  the  Library  building  was  replaced, 

and  spaces  were  left  for  the  planting  of  two  elm 
(Continued  on  next  page) 
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trees  this  Fall  by  the  state  department  of  public 
works. 

Also  during  the  summer  months  the  third  floor 
book  stack  was  cleaned  and  the  books  reshelved. 
This  is  a task  that  the  Librarian  has  long  wished 
to  have  done,  and  it  was  made  possible  by  the 
action  of  the  Council  in  authorizing  part  time  sum- 
mer help  to  assist  in  the  project. 

A contract  has  been  let  for  the  installation  of 
new  lights  in  the  auditorium. 

The  new  book  cases  secured  through  the  bequest 
from  the  late  Doctor  Adelson  have  been  installed 
in  the  reading  room,  and  engraved  plate  markers 
prepared  indicating  the  donor  of  the  cases.  The 
historical  books  being  rebound  will  also  carry  new 
book  markers  indicating  the  generosity  of  Doctor 
.■\delson. 

During  August  vandals  threw  rcoks  through  the 
windows  of  the  executive  office  on  the  second  floor, 
and  as  a result  the  large  storm  window  will  have 
to  be  replaced  in  its  entirety.  This  is  the  first  se- 
rious case  of  vandalism  that  we  have  encountered 
in  many  years. 

IMichael  DiMaio,  m.d. 

Chairman 

REPORT  OF  THE  TREASURER 
Agency  Account 

An  appraisal  of  the  “pooled  funds”  of  the  Soci- 
ety held  in  the  agency  account  by  the  Trust  De- 
partment of  the  Industrial  National  Bank  is 
attached  for  the  information  of  the  House. 

Mr.  Copeland  L.  Setchell,  assistant  trust  officer, 
has  notified  me  as  of  August  26,  as  follows: 

“The  unit  sheet  covering  the  “Pooled  Funds” 
shows  a depreciation  of  approximately 
This  is  about  half  the  sell-off  in  the  Dow-Jones 
Industrial  Average  during  this  same  period. 

“The  overdraft  in  the  “Pooled  Funds”  was 
covered  by  the  expiration  of  15/lOOths  of  a share 
of  I.B.iM.  As  there  were  no  funds  to  take  this 
up,  we  permitted  it  to  run  off.  The  $2,000  U.S. 
Treasury  4’s  of  8/15/66  have  been  exchanged 
for  the  Treasury  5j4’s  of  May  IS,  1971,  which 
will  help  the  income  situation.  We  have  available 
the  two  issues  of  Federal  Land  Bank  Bonds  as 
wells  as  the  Treasury  Sj4%  Notes,  if  we  should 
need  money  for  stock  investment.  We  believe 
that  the  present  holdings  are  satisfactory,  despite 
the  weakness  in  the  stock  market.” 

Grace  E.  Dickerman  Fund 
The  U.S.  Treasury  Bills  purchased  with  the  bal- 
ance of  the  Dickerman  Fund,  as  reported  to  the 
Council  in  July,  matured  August  25th,  and  the 
amount  disbursed  ($3,152.32)  has  been  deposited 
in  the  general  account  of  the  Society  to  be  used, 
together  with  the  Wilcox  Fund,  for  the  payment  of 
the  publication  of  the  History  of  the  Society  and 
its  component  associations. 


Internal  Revenue  Service  Report 

We  have  been  notified  by  the  Internal  Revenue 
Service  that  its  recent  examination  of  our  1964 
return  discloses  that  the  Society  was  exempt  from 
Federal  income  ta.xes  for  that  year.  .Accordingly 
the  return  will  be  acce[)ted  as  filed. 

Dr.  Louisa  Paine  Tingley  Bequest 

Dr.  Louisa  Paine  Tingley,  a member  of  this  So- 
ciety who  died  in  1952,  provided  under  her  will 
that  the  Rhode  Island  Medical  Society,  upon  the 
death  of  .specified  survivor  beneficiaries,  should  re- 
ceive 1 % of  the  residue  estate  for  use  in  connec- 
tion with  the  Library,  and  2%  to  be  added  to  the 
permanent  endowment  fund  with  the  income  only 
to  be  used  for  general  uses  and  purposes. 

With  the  death  of  the  last  annuitant  this  year 
the  trust  has  now  terminated  and  is  distributable 
to  the  remaindermen.  There  are  15  charities  re- 
ceiving bequests  in  varied  amounts.  The  trust  is 
estimated  to  have  a present  value  of  approximately 
$500,000. 

I have  instructed  the  Trust  Department  of  the 
Industrial  National  Bank  to  establish  the  Louisa 
Paine  Tingley  Fund  for  the  1%  bequest  for  the 
Library,  and  the  allocation  of  the  2%  bequest  to 
our  present  Endowment  Fund. 

Doctor  Tingley  was  a great-great-granddaughter 
of  one  of  Society’s  most  distinguished  members. 
Dr.  Caleb  Fiske. 

Budget  for  1967 

We  finished  1965  with  a cash  reserve  for  operat- 
ing expenses  of  only  $3,748,  but  with  the  increase 
in  dues  for  1966  we  will  naturally  show  a higher 
reserve  at  the  end  of  this  year.  Our  1966  budget, 
however,  did  not  show  any  allocation  to  the  Benev- 
olence Fund  since  the  budget  was  drafted  prior  to 
the  action  of  the  House  in  increasing  dues  with 
the  understanding  that  some  of  the  increase  be 
allocated  to  the  expense  of  the  Journal  and  the 
Benevolence  Fund.  The  Journal  allocation  is  avail- 
able for  this  year. 

I have  suggested,  and  the  Council  has  approved, 
that  any  allocation  this  year  to  the  Benevolence 
Fund  be  delayed  until  the  November  meeting  of 
the  Council  when  we  will  be  in  a better  position 
to  determine  our  approximate  year  end  balance. 

I call  this  matter  to  your  attention  because  in 
drafting  a proposed  budget  for  1967  based  on  past 
and  current  operations,  we  have  omitted  a Benev- 
olence Fund  appropriation.  Such  an  allocation  can 
be  made  as  a supplemental  action  later. 

The  action  of  the  House  in  authorizing  addi- 
tional representation  at  AM.A  annual  and  clinical 
sessions,  and  the  necessity  that  officers  and  author- 
ized repre.sentatives  attend  regional  and  national 
conferences  to  keep  us  posted  on  the  rapidly  ex- 
panding medical  programs  of  these  times  war- 
(Continued  on  next  page) 
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ranted  an  increase  in  that  appropriation.  I have 
also  allowed  for  an  increase  in  donations  in  view 
of  the  action  of  the  Council  in  allocating  new  ex- 
penditures such  as  to  the  Health  Facilities  Associ- 
ation. The  cost  of  utilities  continues  to  rise,  and 
a change  in  janitorial  services  involved  an  addi- 
tional cost.  Increased  mailings  to  the  membership 
called  for  additional  funds  for  postage  and  print- 
ing. Otherwise  our  proposed  budget  follows  closely 
that  of  1966. 

John  .A.  Dillon,  m.d. 

Treasurer 

DISASTER  COMMITTEE 

Disaster  Committee  activity  since  the  last  report 
has  consisted  of  attendance  of  the  Chairman  at  Re- 
gional and  State  Disaster  exercises. 

Doctor  Lawlor  attended  the  Regional  Office  of 
Civil  Defense  Disaster  Medical  Care  Meeting  in 
conjunction  with  the  A.M.A.  Disaster  Committee 
at  the  Boston  Sheraton  Hotel  on  July  22,  1966. 
.■\t  this  meeting  the  legal,  surgical,  and  psychiatric 
aspects  of  disaster  planning  and  management  were 
discussed  in  depth,  and  a mock  exercise  at  Boston 
City  Hospital  was  attended  and  participated  in  by 
the  Committee  Chairman. 

On  August  27,  1966  the  committee  chairman 
attended  a State  Office  of  Civil  Defense  Packaged 
Disaster  Hospital  demonstration  at  the  U.S.  Army 
Reserve  Center,  Warwick,  R.I.  The  Packaged  Dis- 
aster Hospital  Unit  had  been  uncrated,  set  up  with 
sample  facilities  of  all  its  departments,  and  was 
explained  by  Winters  B.  Hames,  Health  Mobiliza- 
tion advisor  of  the  Rhode  Island  State  Department 
of  Health,  with  an  illustrated  lecture. 

The  Disaster  Committee  has  held  no  meetings 
since  the  last  report. 

Re.spectfully  submitted, 

John  B.  Lawler,  m.d. 
Chairman 

SCIENTIFIC  WORK  AND  ANNUAL  MEETING 
COMMITTEE 

I have  the  pleasure  of  reporting  that  the  Com- 
mittee on  Scientific  Work  and  .Annual  ^Meeting  has 
held  two  different  meetings,  one  in  June  and  the 
other  in  .August  of  1966.  I also  take  pleasure  in 
announcing  that  the  Program  for  the  Annual  Meet- 
ing of  the  R.I.  Medical  Society  on  May  9 and  10, 
1967  has  been  completed. 

-Among  the  speakers  whose  appearances  at  our 
Meeting  have  been  confirmed  are  Charles  L.  Hud- 
son, M.D.,  President,  American  Medical  Associa- 
tion; and  .Adrian  Kantrowitz,  M.D.,  Professor  of 
Surgery  at  the  State  University  of  Xew  A"ork  Col- 
lege of  Medicine,  whose  subject  will  be  ‘'Frontiers 
in  Heart  Surgery."  It  is  recalled  that  Doctor  Kan- 
trowitz has  a trernendous  amount  of  experience  in 
the  use  of  the  Mechanical  Heart. 


The  Chapin  Oration  will  be  given  by  Howard 
Rusk,  AI.D.  of  New  York  who  is  world  famous  on 
the  subject  of  rehabilitation. 

A.  -A.  Savastano,  m.d.,  Chairman 
MEDICAL  ASPECTS  OF  SPORTS  COMMITTEE 
The  Committee  on  the  Aledical  Aspects  of  Sports 
co-sponsored  its  5th  national  meeting  on  the  Medi- 
cal aspects  of  Sports  together  with  the  University 
of  Rhode  Island  at  Kingston,  Rhode  Island  on 
August  18  and  19,  1966.  Over  two  hundred  train- 
ers, college  team  physicians,  and  orthopedic  sur- 
geons attended  the  Conference.  The  registrants 
came  from  approximately  thirty  different  states 
and  three  came  from  Canada. 

The  highlights  of  the  Meeting  were  the  talks  giv- 
en by  Dr.  James  Nicholas,  Associate  Professor  of 
Surgery  at  Cornell  and  Team  Physician  for  the 
New  A'ork  Football  Jets. 

Trainer  Whitey  Glynn,  Head  Trainer  at  the  Uni- 
versity of  West  Virginia,  also  made  a tremendous 
contribution  to  the  Meeting. 

We  are  very  happy  to  report  that  we  have  re- 
ceived letters  of  congratulations  on  the  excellence 
of  our  Meeting  from  the  Committee  on  the  Medi- 
cal -Aspects  of  Sports  of  the  American  Medical  As- 
sociation. 

A.  -A.  Savastano,  m.d.,  Chairman 
PHYSICIANS  AND  CARRIERS  WORKMEN'S 
COMPENSATION  COMMITTEE 
The  Committee  has  resolved  two  different  cases 
since  the  last  report.  It  now  has  to  consider  two 
additional  cases  both  submitted  by  physicians. 

-As  indicated  in  the  last  report  it  would  seem 
that  the  Committee  is  serving  the  purpose  for 
which  it  was  established,  as  practically  all  parties 
concerned  have  appeared  to  accept  the  recommen- 
dations made  by  this  Committee  in  the  various 
cases  which  have  come  before  it. 

A.  -A.  Savastano,  m.d..  Chairman 
THE  COMMITTEE  ON  SOCIAL  WELFARE 
The  committee  on  social  welfare  has  met  and  re- 
viewed in  detail  Public  Law  89-97,  the  Social  Se- 
curity amendments  of  1965.  In  addition  to  the  bet- 
ter known  title  18,  insurance  for  the  aged,  the  law 
inaugurates  title  19,  Grants  to  the  State  for  Medi- 
cal -Assistance  Programs.  This  law  will  bring  drastic 
changes  for  the  needy  in  all  States.  Federal  regula- 
tions governing  state  implementation  are  still  in 
progress.  The  committee  makes  the  following  report. 

In  view  of  the  tremendous  implications  to  the 
public  generally,  and  to  the  medical  profession 
which  is  asked  to  provide  medical  care  to  persons 
eligible  through  the  provisions  of  the  social  security 
law  amendments  of  1965,  our  committee  gave  very 
careful  consideration  to  the  future  of  State  pro- 
grams under  title  19  in  the  law. 
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Editorials 


LEYDEN,  PILGRIMS,  AND  PROFESSORS 


Thanksgiving  in  Rhode  Island  has  a special 
meaning,  since  much  of  our  fair  State  was  once 
part  of  the  “Old  Colony,”  the  Plymouth  Colony 
where  the  custom  first  began.  Since  in  a peculiar 
way  we  in  the  medical  profession  have  in  part  a 
common  history  with  the  Pilgrims,  a few  observa- 
tions about  the  city  and  the  University  of  Leyden, 
Holland,  are  appropriate  for  this  season. 

For  over  ten  years  before  the  Pilgrims  sailed  in 
the  Mayflower  for  the  New  World,  they  had  been 
religious  refugees  living  in  Leyden.  They  were  in 
Holland,  and  more  especially  at  Leyden,  to  enjoy 
the  religious  freedom  which  was  guaranteed  in  that 
university  city.  This  freedom  attracted  not  only 
Pilgrims,  but  medical  students  and  professors  of 
medicine  from  all  of  Europe  as  well.  At  about  the 
time  the  Pilgrims  left  Leyden  the  first  effective 
attempt  to  teach  clinical  medicine  was  begun  at  the 
University;  and  in  no  small  way  the  University  of 
Leyden  was  successful  because  it  attracted  students 
of  every  religious  conviction,  who  were  accepted 


without  prejudice.  There  with  a free  exchange  of 
ideas  our  present  form  of  medical  education  was 
established  and  our  present  curriculum  as  well. 
From  Leyden  it  was  carried  to  Edinburgh  by  the 
graduates.  Edinburgh  graduates  in  turn  founded 
the  School  of  Medicine  of  the  University  of  Penn- 
sylvania, the  first  medical  school  in  America. 

But  Leyden  had  not  been  the  first  to  grow  great 
because  of  “academic  freedom  and  religious  tole- 
rance to  all.”  If  Leyden  was  the  Protestant  exam- 
ple, Padua  was  equally  honorable  in  the  Uatholic 
world  and  equally  successful  in  an  earlier  period. 

Thus  at  this  Thanksgiving  time  we  who  live 
in  Rhode  Island,  a state  founded  on  the  principle 
of  religious  tolerance  for  all,  again  note  with  thanks 
that  good  will  amongst  men  of  different  convic- 
tions is  evermore  apparent.  As  physicians  we  reflect 
on  the  salutary  effect  that  such  tolerance  has  had 
on  the  progress  of  medical  education,  and  further 
observe  its  effect  wherever  practiced  on  the  pro- 
gress and  dignity  of  man. 


MEDICARE  (TITLE  XVIII)  AND  DIRECT  BILLING 


The  American  Medical  Association,  while  not 
taking  an  official  position  on  direct  billing  in  Medi- 
care cases,  has  commented  editorially  (AMA  News, 
Oct.  3,  1966)  that  “In  the  long  run,  the  willingness 
to  deal  directly  with  the  fiscal  intermediaries  of 
government  will  prove  to  be  a serious  blunder.” 
The  editorial  concludes: 

“Direct  billing  of  the  patient  . . . preserves  a 
physician-patient  relationship  relatively  free  from 
government  cotrol.  It  carries  the  risk  of  nonpay- 
ment of  some  bills,  but  this  loss  is  more  than  offset 
by  the  gain  in  professional  control  of  the  rendition 
of  medical  care.” 

While  there  is  virtue  in  these  concepts,  they  do 
not  sufficiently  emphasize  other  practical  problems 
which  arise  from  direct  billing.  It  appears  from 
preliminary  estimates  that  about  30  per  cent  of 
Medicare  claims  have  been  processed  through  as- 
signment of  payments.  This  percentage,  while  sub- 
ject to  change,  nevertheless  represents  a substan- 
tial number  of  claims.  There  are  probably  two  chief 
motives  which  would  prompt  a physician  to  accept 
assignment  of  his  fees:  1)  To  enable  patients  in 


marginal  financial  circumstances  more  conveniently 
and  comfortably  (sometimes  to  enable  them  at 
all)  to  meet  their  obligations,  and  2)  To  assure 
payment,  although  at  a rate  determined  after  the 
fact  by  the  carrier,  to  be  “usual,  customary,  and 
prevailing.”  The  pitfalls  in  accepting  assignment 
are  two-fold.  Both  have  to  do  with  the  uncertain- 
ties of  administrative  procedure.  The  first  uncer- 
tainty is  in  not  knowing  beforehand  what  the 
carrier  will  rule  to  be  usual,  cu.stomary,  and  pre- 
vailing. This  would  be  a tolerable  deficiency  in 
cases  of  financial  stress  if  in  fact  this  obligation 
were  then  paid  in  full.  What  happens  in  practice 
is  that  all  payments  (whether  to  the  insured  or  to 
the  physician  on  assignment)  are  subject  to  two 
deductibles  — the  $50  initial  yearly  deductible 
plus  a co-insurance  factor  of  20  per  cent  of  the 
balance.  The  uncertainty  is  further  compounded 
by  the  practice  of  deducting  the  first  $50  from  the 
the  first  payment  to  whomever  made.  When  as- 
signment is  accepted  by  all  physicians  involved,  this 
is  deducted  from  the  first  payment  to  the  first 
(Continued  on  next  page) 
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doctor.  In  simple  terms,  if  a physician  accepts  as- 
signment on  a $100  charge,  and  if  it  is  judged  by 
the  carrier  to  be  an  appropriate  charge,  he  receives 
as  payment  in  full  of  the  carrier's  obligation  a 
total  of  $40.  To  compound  the  difficulty,  the  pa- 
tion  received  from  the  carrier  a certificate  which 
reads:  “Amount  of  the  $50  Deductible  You  Have 
Met”  (Italics  ours).  The  fact  is,  of  course,  that  until 
the  physician  has  collected  this  amount  from 
the  patient,  he  (the  physician)  and  not  the 
patient  has  met  the  deductible.  When  the  physician 
goes  back  to  the  patient  to  collect  the  deductible 
and  the  amount  of  the  co-insurance  due  him,  he 
is  often,  through  misunderstanding,  the  object  of 
resentment  on  the  part  of  the  patient.  The  need 
to  go  back  to  the  patient  ajter  payment  is  some- 
thing rather  new  and  very  akward.  In  fixed  fee 
schedule  procedure  any  excess  can  usually  be  de- 
termined at  the  first  negotiation. 

We  believe  that  the  Rhode  Island  Medical  So- 

CIGARETTE  SMOKING 

At  a recent  symposium  on  bladder  cancer  con- 
ducted by  the  Inter-American  Conference  on  Toxi- 
cology and  Occupational  Medicine  it  was  noted  that 
this  cancer  appears  to  be  increasing  in  incidence. 
As  a result  of  the  deliberations  it  was  concluded 
that  more  than  99  per  cent  of  malignant  bladder 
tumors  are  of  unknown  etiology.  The  report  of  the 
Advisory  Committee  to  the  Surgeon  General  of 
the  United  States  Public  Health  Service  on  Smoking 
and  Health  (1964)  stated,  however,  that  “available 
data  suggest  an  association  between  cigarette  smok- 
ing and  urinary  bladder  cancer  in  the  male  but 
are  not  sufficient  to  support  a judgment  on  the 
causal  significance  of  this  association.” 

In  an  attempt  to  clarify  these  data  A.  J.  Lea  of 
the  Statistics  L’nit  of  the  Imperial  Cancer  Research 
Fund  (London)  has  reported  on  an  analysis  of 
country-by-country  statistics  for  20  nations  in- 
cluding the  L'nited  States  which  seem  to  bear  out 
this  correlation  (Lancet  1:590,  1966). 

“If,”  he  reasons,  “cigarette  smoking  is  a com- 
mon etiological  factor  for  cancer  in  these  two  sites 

JOSEPH  SMITH, 

With  the  passing  of  Joe  Smith,  the  last  Super- 
intendent of  Health  in  the  City  of  Providence,  an 
era  has  come  to  an  end.  Joe  was  kindly,  friendly, 
gregarious,  and  above  all  modest.  He  became  stern 
and  uncompromising  only  when  confronted  by 
germs  and  dirt.  The  shoddy  purveyor  of  hash  or 
the  elegant  restaurateur  who  attempted  to  cut  cor- 
ners knew  his  wrath.  Evasion  or  political  finesse 
were  met  emphatically  with  the  cold  steel  of  the 
padlock.  IMild  in  manner,  he  was  courageous  in 
protecting  the  public  health. 


ciety  Physicians  Service  supplementary  “Service 
65”  coverage  could  overcome  this  difficulty  to  some 
extent  by  paying  the  deductibles  on  those  patients 
admitted  to  the  hospital.  By  limiting  payment  of 
the  deductibles  to  this  group,  the  actuarial  impact 
could  be  kept  within  reasonable  limits  and  con- 
trolled. The  fact  is,  however,  that  the  present 
“Service  65"  contract  adds  an  additional  deducti- 
ble which  further  compounds  the  problem. 

In  view  of  all  of  these  difficulties  and  uncertain- 
ties, we  believe  that  the  individual  physician  will 
be  w'ell  advised  to  follow  a direct  billing  procedure 
in  the  great  majority  of  cases.  If  some  of  the  dif- 
ficulties of  present  procedure  are  eventually  cor- 
rected by  amendments  to  the  legislation,  changes 
in  regulations,  or  improved  supplementary  cover- 
age, philosophical  attitudes  about  direct  billing 
versus  assignment  in  ^Medicare  cases  may  emerge 
as  the  primary  consideration. 

AND  BLADDER  CANCER 

(lung  and  bladder),  then  there  should  be  an  excess 
of  cases  of  cancer  of  the  bladder  among  patients 
with  cancer  of  the  lung,  and  excess  of  cases  of  can- 
cer of  the  lung  among  patients  with  cancer  of  the 
bladder.”  It  had  previously  been  shown,  as  cited 
by  Lea,  that  countries  having  a high  death-rate 
from  cancer  of  the  lung  also  have  a high  consump- 
tion of  cigarettes,  and  vice  versa. 

The  data  from  the  20  countries  for  both  lung 
and  bladder  for  the  years  1958-61  are  “so  very 
highly  significant  that  it  must  be  concluded  that 
there  is  some  etiological  factor  common  to  neo- 
plasms in  these  two  sites.” 

Lea  consludes:  “A  positive  correlation  between 
death-rates  from  lung  cancer  and  cancer  of  the 
bladder  is  to  be  expected  and  such  correlation  was 
found  for  (the)  twenty  countries.  The  probability 
that  this  correlation  was  due  to  chance  ...  is  much 
less  than  1 in  1000.  The  only  known  etiological 
factor  common  to  neoplasms  in  thse  two  sites  is 
cigarette  smoking.” 

LD.  (1898-1966) 

The  Providence  City  Health  Department,  which 
was  taken  over  by  the  State  on  July  1,  1966,  only 
weeks  before  the  sad  event  which  is  here  chron- 
icled, had  a long  and  distinguished  history.  Since 
1855  Providence  has  had  a succession  of  gifted 
health  officers.  The  first  of  the  line  was  the  emi- 
nent Edwin  M.  Snow  who  served  for  thirty  years 
from  1855  to  1884.  He  initiated  a distinguished 
sanitary  tradition  in  Providence  and  became  pos- 
sibly .America's  first  professional  medical  health 
officer.  He  was  succeeded  in  1884  by  the  greatest 
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of  them  all,  Charles  Value  Chapin.  During  the  en- 
suing 82  years  the  Department  was  headed  either 
by  Chapin  himself  or  by  one  or  another  of  his 
proteges.  Chapin  served  as  Superintendent  for  an 
incredible  48  years.  Hiss  successors  were  Dennett 
L.  Richardson,  for  many  years  the  distingui.shed 
Superintendent  of  the  Providence  City  (later  the 
Charles  V.  Chapin)  Hospital,  Michael  J.  Nestor, 
and  finally  Joseph  Smith,  all  pupils  of  the  Master 
himself. 

During  this  period  the  City  Health  Department, 
the  Hospital,  and  Doctor  Chapin  all  gained  world- 
wide recognition  for  the  sound  principles  of  public 
health  administration  and  contagious  disease  con- 
trol which  they  developed  and  espoused.  These 
matters  need  not  be  reviewed  here,  as  they  are 
well  recorded  in  the  innumerable  publications  ema- 
nating from  Chapin  himself,  from  his  Department, 
and  from  the  Hospital. 

Joe  Smith,  a graduate  of  Providence  Classical 
High  School,  Brown  University,  the  Harvard  Me- 


dical School,  the  Western  Pennsylvania  Hospital, 
and  the  then  Providence  City  Ho.spital,  was  called 
to  the  Department  in  1926.  He  served  it  faithfully 
and  well  for  the  ne.xt  40  years,  almost  until  his 
death,  first  as  assistant  to  Doctor  Chapin,  later  as 
Deputy  Superintendent,  and  since  1949  as  Sujier- 
intendent,  except  for  an  extended  period  of  service 
as  an  Army  medical  officer  in  World  War  II. 

William  T.  Ca.ssidy,  II,  in  his  excellent  mono- 
graph Charles  I’.  Chapin  and  the  Public  Health 
Movement , recalls  that  in  1926  when  Chapin  was 
looking  around  for  someone  to  lessen  his  burdens 
he  “engaged  Joseph  Smith,  one  of  Richardson’s 
young  interns,  as  his  new  assistant  and  started  the 
training  process.  . . . Smith  and  the  rest  of  the  staff 
did  all  they  could  to  relieve  (’hapin  of  administra- 
tive details.  But  they  could  not  prevent  his  getting 
old.”  Forty  years  later  Joe  himself  retired,  an  emi- 
nent public  health  authority  in  his  own  right,  and 
full  of  honors. 

.An  now  he  is  no  more. 


A DATA  PROCESSING  CENTER  FOR  RHODE  ISLAND  HOSPITALS 


.Amid  the  current  hue  and  cry  over  .Area-Wide 
Planning  and  the  cackling  about  cobalt  bombs  and 
open  heart  surgery,  possibly  important  areas  of 
joint  planning  may  be  overlooked. 

One  such  project  which  we  feel  warrants  serious 
consideration  is  the  establishment  of  a data  pro- 
cessing and  storage  center  jointly  planned  and  op- 
erated by  the  several  hospitals  of  Rhode  Island  and 
designed  for  their  mutual  benefit.  Modern  com- 
munication developments  would  make  such  a cen- 
ter as  accessible  to  all  clients  as  the  nearest  tele- 
phone. Large  capacity  centers  are  expensive,  but 
conversely  have  correspondingly  large  potentialities. 

There  are  several  interrelated  operations  for 
which  such  a facility  may  be  useful.  The  most 
obvious  use  is  in  bookkeeping  and  business  pro- 
cedures such  as  processing  of  increasingly  complex 
billing,  charges,  and  accounts.  The  advent  of  Ale- 
dicare  has  made  the  bookkeeping  chores  of  hospital 
business  offices  painfully  complicated. 

The  second  sphere  in  which  such  a facility  would 
be  useful  is  in  the  processing  and  handling  of  me- 
dical records  and  medical  data.  The  Professional 
.Activities  Survey  (PAS),  to  which  most  Rhode 
Island  hospitals  subscribe,  has  contributed  greatly 
in  this  field.  But  a local  center  would,  we  believe, 
supplement  and  not  overlap  this  operation. 

The  possibilities  for  combining  both  of  the  above 
in  a semi-automated  hospital  have  already  been 
explored  in  some  areas.  Ther  seems  to  be  consider- 
able promise  in  this  development.  For  e.xample,  a 
nurse  at  the  ward  station  enters  an  order  for  an 
x-ray  study.  This  order,  through  automated  pro- 


cesses, is  registered  at  once  at  all  necessary  points 
— such  as  for  billing,  nursing  orders  from  the 
.x-ray  department,  and  scheduling  of  the  procedure. 
When  the  x-ray  report  is  dictated,  it  is  printed  out 
at  once  at  the  nursing  station  and  also  entered  in 
the  files  of  the  x-ray  department.  Hundreds  of  ex- 
amples of  such  automated  hospital  procedures  and 
activities  could  be  mentioned. 

The  use  of  the  computer  for  carrying  out  clinical 
statistical  studies  is  self-evident.  This  is  no  longer 
a novel  development.  It  vastly  increases  the  num- 
ber of  variables  that  may  be  accounted  for.  The 
novel  feature  is  the  availability  of  a regional  cen- 
ter in  which  the  hospital  is  a participant.  Joint 
processing  of  regional  data  for  combined  regional 
clinical  studies  and  comparisons  would  be  facili- 
tated. 

Another  phase  of  development  is  in  medical  and 
laboratory  research.  There  are  endless  possibilities 
for  complicated  statistical  analysis,  difficult  mathe- 
matical computations,  and  the  setting  up  of  ex- 
perimental models,  projections,  and  predictions. 
With  the  impending  growth  and  development  of 
university-sponsored  medical  investigation  in  Rhode 
Island,  the  availability  of  such  a center  should  be 
attractive  both  to  the  spon.soring  university  and 
to  the  hospitals. 

.A  final  development  that  is  due  for  explosive 
growth  in  the  medical  world  is  computerized  diag- 
nosis from  programmed  data  (derived  from  pa- 
tient’s history,  physical  examinations,  and  labora- 
tory studies)  and  EKG  analysis.  We  believe  that 
failure  to  enter  this  field  may  leave  a hospital  far 
(Continued  on  next  page) 
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behind  in  the  competitive  struggle  for  excellence  in 
patient  care. 

We  see  in  community  action  in  this  field  a rare 
opportunity.  Let  it  be  jointly  explored  and  devel- 
oped before  a single  aggressive  institution  decides 
to  go  it  alone.  Here  is  an  ideal  virgin  opportunity 
for  area-wide  planning. 

After  the  completion  of  this  editorial  a report 


appeared  in  the  press  indicating  that  the  Rhode 
Island  Joint  Hospital-Blue  Cross  Committee  had 
proposed  a study  to  determine  the  feasibility  of 
a shared  computer  facility  for  all  Rhode  Island 
Hospitals.  We  are  pleased  to  note  that  development 
and  look  forward  to  a favorable  report.  We  urge 
that  clinical  and  research  potentialities  be  given 
equal  consideration  v^dth  fiscal  uses. 


CERTIFICATION  FORMS  NOT  REQUIRED 


Over  a year  ago  recertification,  an  irksome,  tire- 
some, annoying,  and  emotionally-charged  challenge 
to  a physician's  integrity  and  an  imposition  upon 
his  time  was  instituted.  It  was  not  resisted  at  the 
time,  but  merely  grumbled  about,  since  it  was  main- 
tained by  Rhode  Island  Medical  Society  Physicians 
SeiA'ice  and  Blue  Cross  spokesmen  that  such  certi- 
fication and  recertification  forms  would  in  any 
case  ultimately  be  required  by  the  Federal  Govern- 
ment with  the  advent  of  Medicare.  With  the  pas- 
sage of  time  the  forms  have  become  no  less  irk- 
some, but  now  appear  to  be  quite  unnecessary. 

-A.  telegram  dated  July  8.  1966  from  .Arthur  E. 
Hess.  Director  of  the  Bureau  of  Health  Insurance 
of  the  Social  Security  .Administration,  to  Alilford 
O.  Rouse,  M.D.,  President-Elect  of  the  .AM.A. 
stated: 

"The  reference  guide  for  physicians  and  page 
5 of  the  excellent  special  section  of  the  .AM.A 
Xews  June  20  explains  that  a physician  does 
need  to  certify  the  medical  necessity  for  admis- 
sion and  to  recertify  the  medical  necessity  on 
or  before  14  days  as  well  as  at  certain  later  in- 
tervals..Vo  special  form  is  required  and  the 
hospital  does  not  need  to  send  the  certification 
on  (to)  the  intermediary.  The  substance  could 
be  part  of  a record  the  physician  normally 
signs  in  connection  with  an  admission.  To  the 
extent  that  the  necessary  information  is  con- 
tained in  an  adequate  progress  note,  the  three 
items  to  be  covered  in  recertification  need  not 
be  repeated.  Thus  an  adequate  admission  or 
progress  note  will  itself  suffice  if  it  states  that 
the  inpatient  services  — or  continued  services 
— are  medically  necessary,  and  is  signed.” 

ONE  SENTENCE  ESSAY 
The  only  considerable  innovation  of  the 
Johnson  .Administration  has  been  Medicare, 
and  as  the  public  discovers  how  limited  the 
benefits  of  that  program  — the  butter  being 
spread  too  thin,  with  no  test  of  need  — and 
how  sharply  the  rates  of  the  Social  Security 
tax  will  rise,  the  reaction  may  be  startling. 

. . . Russell  Kirk,  Professor  of  Political 
Science  at  C.  W.  Post  College,  X.A'.  Times 
Magazine.  .Aug.  7,  1966,  p.  23. 


The  provision  of  the  law  must  be  met,  but  this 
can  be  accomplished  simply  by  regularly  beginning 
each  History  and  Physical  Examination  with  the 
statement  "Medical  necessity  required  the  admis- 
sion of  this  patient’’  for  a stated  reason.  On  the 
fourteenth  day,  and  upon  such  other  days  as  re- 
certification is  required,  a simple  statement  to  the 
effect  that  ‘‘Continued  hospital  treatment  is  re- 
quired" with  the  reasons  will  suffice.  This  approach 
is  not  irksome,  fulfills  the  law,  and  should  be 
readily  accepted.  It  is  voluntarily  done  in  a manner 
which  is  in  accord  with  our  custom  of  recording 
medical  information  about  a patient.  It  does  not 
give  the  appearance  of  being  arbitrarily  imposed  or 
stereotyped.  Such  statements  regarding  medical  ne- 
cessity should  fulfill  the  needs  of  third  party  in- 
surers. 

Physicians  Service  and  Blue  Cross  will  do  well 
to  consider  abandoning  certification  and  recertifi- 
cation forms  in  view  of  the  clearly  stated  policy 
of  government.  It  will  be  essential,  however,  for 
medical  records  committees  and  librarians  to  check 
medical  records  for  the  presence  of  approved  state- 
ments. Records  not  containing  the  required  state- 
ments would  be  declared  incomplete. 

Rhode  Island  Aledical  Society  Physicians  Service 
and  Blue  Cross  in  the  light  of  recent  policy  decla- 
rations of  the  Federal  Government  should  seriously 
consider  reforming  its  certification  and  recertifica- 
tion procedure.  "This  regulation  must  go,'’  stated 
Doctor  Edward  Annis,  former  President  of  the 
.AAI.A,  ‘‘unless  the  profession  e.xpects  to  acquiesce 
to  every  arbitrary  administrative  directive  which 
is  thought  up  by  a third  party,  and  enforced  by 
such  pressures  as  holding  the  patient's  benefits 
from  him  unless  the  physician  acquiesces.”  We 
vigorously  support  this  view. 

TWO  SENTENCE  ESSAY 

The  proj>erties  of  the  diagnostic  process  and  the 
type  of  procedures  useful  for  computers  are  not 
identical  at  all.  The  actions  demanded  of  the  diag- 
nostician are  precisely  the  sort  of  things  which 
computers  can  do  either  not  at  all  or  with  extreme 
difficulty. 

— Extracted  from  Diagnosis  and  the  Computer 
by  Sterling  et  al.  .AM.A,  Oct.  17.  1966 
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UTILIZATION  REVIEW  COMMITTEE:  IMPACT  AND  IMPLICATIONS 


Under  Medicare,  Public  Law  89-97,  effective 
July  1,  1966,  every  participating  hospital  and  ex- 
tended care  facility  is  required  to  set  up  a utiliza- 
tion review  plan  on  a continuing  basis  to  promote 
the  most  efficient  use  of  facilities  for  Medicare 
beneficiaries.  Many  hospitals  had  established  a 
utilization  review  committee  long  before  the  ad- 
vent of  Medicare.  In  truth  Congress  gave  its  en- 
dorsement to  something  the  medical  and  health 
professions  had  already  initiated.  The  doctors’  role 
is  acknowledged  since  each  utilization  review  com- 
mittee must  include  at  least  two  physicians.  The 
committee  will  review  retrospectively,  on  a sample 
or  other  basis,  admissions,  duration  of  stay,  and 
professional  services  rendered  with  respect  to  the 
medical  necessity  of  the  services  and  the  most  ef- 
ficient use  of  facilities  and  services.  The  review 
must  also  cover  on  a current  basis  all  individual 
cases  of  patients  remaining  in  an  institution  for  an 
extended  period. 

The  operation  of  the  utilization  review  plan  in 
hospitals  is  a responsibility  of  the  medical  profes- 
sion. The  plan  in  the  hospital  must  have  the  ap- 
proval of  the  medical  staff  and  also  of  the  govern- 
ing body.  Each  hospital  has  a current  applicable 
written  description  of  its  utilization  review  plan. 
Such  description  includes  the  organization  and  com- 
position of  the  committee,  the  frequency  of  meet- 
ings, the  type  of  records  to  be  kept,  the  method 
used  in  selecting  cases  for  review,  the  purposes  of 
the  committee,  areas  of  the  hospital  to  be  covered, 
relation  of  the  utilization  committee  to  third  par- 
ties, arrangements  for  committee  reports  and  their 
dissemination,  and  responsibility  of  the  hospital 
administrative  staff. 

The  Council  on  Medical  Services  of  the  Ameri- 
can Medical  Association  has  provided  physicians 
with  the  116  page  handbook  on  “LTtilization  Re- 
view” to  serve  as  a guide  for  the  physician  in  pro- 
viding leadership  in  correcting  factors  which  may 
result  in  the  misuse  of  hospital  facilities. 

What  is  the  function  of  the  utilization  commit- 
tee? Its  role  in  simple  terms  is  to  assure  proper 
utilization  of  hospital  beds.  It  is  composed  chiefly 
or  exclusively  of  doctors  who  will  check  their  col- 
leagues and  themselves  on  use  of  beds,  on  the  medi- 
cal necessity  for  admissions,  on  proper  care  of 
the  patient  in  the  hospital,  and  on  the  discharge 
of  the  patient  to  his  home  or  to  some  other  appro- 
priate facility  without  delay. 

The  paramedical  and  ancillary  services  in  the 
hospital,  which  are  essential  to  good  patient  care, 
must  have  good  organization  and  administrative  di- 
rection. These  services  include  housekeeping,  die- 
tary services,  pharmacy,  laboratory,  operating  room 


facilities,  and  central  supply.  How  can  the  ancil- 
lary services  assist  the  utilization  committee? 

For  example,  a physician  orders  for  his  patient 
with  a cerebro-vascular  accident  physical  therapy 
twice  daily  for  a given  number  of  days.  After  wait- 
ing two  days  for  a response  to  his  written  medical 
order,  he  checks  and  is  told  that  the  physical  the- 
rapy department  cannot  give  his  patient  physical 
therapy  twice  daily  but  only  twice  weekly,  and 
then  only  with  a tentative  commitment.  The  phy.s- 
ical  therapy  department  is  already  swamped  with 
requests  and  has  neither  the  personnel  nor  the 
available  time  (department  closes  down  at  4:00 
P.M.)  to  carry  out  those  doctors’  orders  already 
on  hand.  Another  example:  A physician  admits  a 
seriously  ill  patient  on  Saturday  at  11:30  P.M.  Can 
the  physician  obtain  an  emergency  electro-cardio- 
gram, x-rays,  and  laboratory  tests,  such  as  blood 
urea  nitrogen  and  blood  sugar  immediately?  Are 
technicians  available  to  run  the  tests  and  are  ex- 
perts present  in  the  hospital  to  interpret  these  tests 
on  an  emergency  basis?  A seriously  ill  patient  oft- 
ens  needs  intensive  care  promptly;  yet  the  time 
of  day  he  enters  the  hospital  may  determine  the 
efficiency  of  the  services  available.  Should  not  the 
ancillary  services  share  in  the  responsibility  for 
proper  care  of  the  patient?  Should  not  the  hospital 
operate  on  a full-time  ba.sis  seven  days  a week, 
rather  than  on  a five-day  week,  and  should  not  the 
ancillary  services  function  efficiently  twenty-four 
hours  a day,  seven  days  a week?  Although  the 
functions  of  the  utilization  committee  are  well  un- 
derstood by  most  doctors  and  by  some  laymen, 
there  .seems  to  exist  quite  generally  an  erroneous 
opinion  that  utilization  is  solely  within  the  control 
of  the  doctor. 

In  the  utilization  review  plan  it  often  transpires 
that  responsibility  is  transmitted  downwards  in 
increasing  degree  until  the  lower  echelon  of  au- 
thority is  charged  with  the  task  of  collecting  and 
obtaining  the  evidence.  In  some  hospitals  the  chair- 
man of  the  utilization  committee  works  through 
the  chiefs  of  the  various  services,  who  in  turn  dele- 
gate to  the  subchiefs  of  the  services, who  in  turn 
delegate  to  the  physician  on  daily  hospital  service 
the  responsibility  of  spot  checking  the  patients. 
Who  checks  the  chief  of  service,  who  in  many  hos- 
pitals has  the  largest  number  of  patients?  In  one 
hospital  this  problem  is  under  study.  A post  hoc 
check  on  the  chief’s  patients  in  the  hospital  is  made 
through  the  Professional  Activities  Survey  (PAS), 
which  automatically  analyzes  all  hospital  cases  one 
month  after  discharge  from  the  hospital. 

(Continued  on  next  page) 
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The  Emergency  Room  of  the  hospital  presents  a 
separate  problem  for  the  utilization  review  com- 
mittee. i\Irs.  Jones,  aged  97,  suffering  from  em- 
physema and  diabetes,  is  brought  by  her  family  to 
the  Emergency  Room  of  the  hospital.  She  is  ad- 
mitted on  the  advice  of  a house  officer,  who  is  ei- 
ther unable  or  has  not  tried  to  consult  the  patient’s 
private  physician.  The  following  day  her  private 
physician  is  called  to  supervise  her  care.  He  treats 
her  in  the  hospital  for  two  or  three  weeks.  Who  is 
responsible  for  the  hospital  admission?  Was  the 
admission  absolutely  necessary?  Why  was  this 
woman  admitted  through  the  Emergency  Room 
when  the  admitting  office  of  the  same  hospital  was 
refusing  admissions  except  for  extreme  emergency? 
Was  her  admission  more  essential  than  that  of 
many  others  who  had  been  waiting  for  periods  of 
a few  days  to  several  months? 

The  census  in  a local  hospital  one  day  recently 
was  164;  of  these  73  were  ^Medicare  patients.  This 
doesn’t  seem  out  of  line  — about  fifty  per  cent 
of  beds  occupied  by  Medicare  patients.  Yet  many 
Medicare  patients  are  long-term  cases  and  may 
occupy  a bed  two  or  three  months.  Some  patients 
may  be  discharged,  but  as  new  patients  are  ad- 
mitted the  ratio  of  long-term  patients  to  others 
may  gradually  increa.se  to  sixty,  seventy,  eighty,  or 
ninety  per  cent.  A prolonged  stay,  even  after  the 
physician  has  signed  authorization  for  transfer  to 
another  type  of  facility,  may  result  from  lack  of 
beds  in  such  a facility.  Should  the  hospital  which 
is  holding  such  a patient  be  compensated  on  the 
basis  of  acute  or  extended  care?  It  may  be  infor- 
mative to  analyze  the  percentage  of  bed  patients 
in  a hospital  by  age  groups  and  season  of  the  year 
in  a period  prior  to  the  establishment  of  the  Kerr- 
Mills  program  in  1960.  This  could  represent  a pos- 
sible average  patient  population,  and  a basis  for 
appraising  and  preventing  overutilization  of  hos- 
pital beds  by  any  one  segment  of  the  population. 

Finally,  who  looks  at  the  administrator?  The  ad- 
ministration is  confronted  with  many  paradoxes 
and  complexities.  On  the  one  hand  the  utilization 
committee  and  the  administration  must  make  every 
effort  to  prevent  hospital  admissions  not  based  on 
medical  necessity.  Vet  the  hospital  must  be  kept 
filled  to  survive  economically.  It  must  be  approxi- 
mately eighty-seven  per  cent  occupied  to  break 
even. 

Like  Topsy,  committees  grow.  Their  effective- 
ness and  value  depend  upon  reciprocal  communica- 
tion and  resixinsibility  as  between  the  staff  and 
the  administrator.  Once  a comprehensive  utilization 
review  committee  has  been  established  and  a con- 
trol program  Initiated,  the  hospital  will  inevitably 
benefit  from  its  activities.  However,  this  is  only  a 
beginning.  Continual  review  and  updating  of  the 


program  is  essential  because  a hospital  is  a dynamic 
and  ever-changing  enterprise. 

The  utilization  committee  has  a diverse  task. 
The  doctor  most  look  at  himself.  The  administrator 
must  look  at  himself.  And  the  doctor  and  the  ad- 
ministrator must  join  in  providing  the  required 
services.  The  hospital  and  the  doctor  can  then  as- 
sure themselves  and  their  patients  that  they  are 
providing  the  best  quality  of  patient  care  at  a 
reasonable  and  justifiable  cost. 


ROLE  OF  MEDICAL  SOCIETY  IN 
HEALTH  EDUCATION  OF  PUBLIC 

(Concluded  from  Page  672) 

In  Texas  the  citizens  will  be  alerted  to  protect 
themselves  against  the  ravages  of  disease  by  a 
unique  billboard  campaign.  With  financial  spon- 
sorship from  local  health  agencies  and  national 
pharmaceutical  companies,  everj'  two  months  new 
messages  covering  such  subjects  as  measles,  dia- 
betes, polio,  and  similar  health  issue  will  greet 
Te.xans  from  360  billboards  in  and  around  cities 
of  one  hundred  thousand  population. 

In  Berks  County,  Pennsylvania,  an  Institute  on 
Human  Relations  will  be  conducted  for  public  dis- 
cussions on  why  drivers  have  accidents,  the  medi- 
cal effects  of  anti-poverty  programs,  and  other 
subjects. 

iMany  state  medical  associations  have  staged  ex- 
tremely successful  health  fairs.  In  my  ow’n  state 
more  than  80,000  persons  visited  such  a fair  in  a 
one  week  period.  Of  equal  importance,  health  mu- 
seums, modeled  after  the  remarkable  one  developed 
by  Dr.  Bruno  Gebhard  in  Cleveland  many  years 
ago,  are  winning  increasing  support  from  medical 
societies  as  permanent  facilities  to  provide  continu- 
ous health  education. 

These  are  merely  a few  examples  of  what  I con- 
sider the  most  vital  role  the  state  or  country  me- 
dical organization  can  perform  today. 

Resolutions,  bylaws,  and  statements  of  good  in- 
tentions mean  nothing  to  the  average  person  unless 
they  are  implemented  by  actions. 


ONE  SENTENCE  ESSAY 
The  President  is  irked  about  the  slowness  of  prog- 
ress toward  curing  cancer  and  heart  disease,  and  is 
wondering  out  loud  whether  too  much  money  isn’t 
being  spent  on  basic  resarch  at  the  cost  of  work 
that  might  pay  off  more  quickly. 

“Editorial  titled  “Basic  Research  in  Trouble," 
— X.Y.  Times,  July  11,  1966. 
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(Continued  from  Page  680) 

The  Welfare  provisions  of  the  Social  Security 
Amendments  differ  from  the  Health  Insurance 
(title  18  — A and  B)  provisions  in  that  they  are 
not  put  into  operation  unilaterally  by  the  Federal 
Government  but  depend  on  state  and  local  action 
to  implement  them. 

Under  the  Social  Security  amendments,  provision 
is  made  (title  19)  for  the  development  of  health 
and  medical  care  programs  for  individuals  and 
families  who  can  not  otherwise  afford  the  care  they 
need  and  who  are  not  sufficiently  needy  to  qualify 
for  financial  assistance.  In  addition,  care  may  be 
extended  by  the  State  to  all  other  medically  needy 
children. 

By  July  1,  1967,  five  specific  medical  services 
must  be  offered  as  a minimum:  inpatient  hospital 
care;  out-patient  hospital  care;  skilled  nursing 
home  care  for  adults;  physicians’  services;  and 
fifthly,  laboratory  and  X-ray  services.  Other  serv- 
ices are  optional  with  the  states.  Also  the  states 
may  start  their  title  19  programs  as  early  as  Janu- 
ary 1,  1966. 

Persons  able  to  pay  part  but  not  all  of  the  cost 
of  medical  care  will  not  be  excluded  from  eligibility. 
Adult  children  will  not  be  responsible  for  the  medi- 
cal cost  of  care  for  their  parents.  The  program 
may  be  extended  to  aged  patients  in  tuberculosis 
and  mental  institutions.  No  residence  requirements 
are  permitted. 

States  that  adopt  the  new  title  19  program  will 
receive  additional  funds  (federal)  for  medical  care 
under  a single  formula  which  replaces  the  several 
formulas  previously  in  effect.  States  may  start  the 
new  title  19  program  on  or  after  January  1,  1966. 
If  they  have  not  started  the  new  title  19  program 
by  January  1,  1970,  they  will  no  longer  receive 
federal  funds  for  medical  assistance  (Welfare) 
programs. 

Single  Medical  Care  Program 

In  order  to  provide  a more  effective  medical  as- 
sistance program  and  to  extend  its  provisions  to 
other  needy  persons.  Public  Law  89-97  established 
a single  medical  care  program  to  replace  the  dif- 
fering provisions  for  the  needy  which  currently  are 
found  in  five  titles  of  the  social  security  act.  The 
new  title  19  program  extends  the  advantages  of 
an  expanded  medical  assistance  program  not  only 
to  the  aged  who  are  needy,  but  also  to  other  needy 
individuals,  to  the  dependent  children,  to  the  blind 
and  permanently  and  totally  disabled  and  to  per- 
sons who  would  qualify  under  these  programs  if 
in  sufficient  financial  need.  Other  medically  needy 
children  may  also  be  included. 

Inclusion  in  title  19  of  the  medically  needy  aged 
is  optional  with  the  States,  but  if  they  are  included, 
comparable  groups  of  blind,  disabled  and  parents 


and  children  must  also  be  included  if  they  need 
help  in  meeting  nece.ssary  medical  costs.  .Moreover, 
the  amount  and  scope  of  benefits  for  the  needy 
can  not  be  greater  than  that  of  recipients  already 
on  the  case  assistance  programs. 

The  old  provisions  of  law  in  the  various  public 
assistance  programs  providing  vendor  medical  as- 
sistance terminate  upon  the  adoption  of  the  new 
title  19  program  by  a State  but  no  later  than 
December  31,  1969. 

The  title  19  program  can  be  administered  by 
any  State  agency  established  or  designated  for  that 
purpose,  but  the  law  requires  that  eligibility  be 
determined  by  the  welfare  agency. 

Any  State,  at  its  option,  after  adopting  title  19 
(Medical  A.ssistance)  may  claim  Federal  participa- 
tion in  its  money  payments  under  the  .same  for- 
mula provided  under  title  19  instead  of  under  the 
different  formula  in  the  other  public  assistance 
titles. 

Title  19  specifies  that  all  groups  receive  the 
same  medical  assistance.  So  if  a State  provides  as- 
sistance to  one  group,  such  as  the  blind  and  dis- 
abled, it  must  provide  equal  assistance  to  the 
elderly,  the  dependent  children  and  all  other  groups. 

Payments  to  Physicians 

Payment  to  physicians  will  be  based  on  the  rea- 
sonable charge  for  a comparable  service  under 
comparable  circumstances.  It  is  provided  that  the 
charges  generally  made  by  the  physician,  as  well 
as  the  prevailing  charges  in  the  locality,  shall  be 
taken  into  consideration  in  determining  the  rea- 
sonable charge.  This  same  language  is  used  in  the 
P'ederal  Medicare  Law  applicable  to  title  18. 
(Source  summary  of  California  Assembly  bill  no.  5: 
1966:  title  19,  Public  Law  89-97.  ^Methods  of  pay- 
ment in  California:  Service:  Physicians. — Billing 
schedule:  reasonable  charges  not  to  exceed  the  pre- 
vailing charges  in  the  locality  for  similar  services 
with  consideration  for  customary  charges.) 

The  medicare  law  (Public  law  89-97)  specifically 
prohibits  any  attempt  on  the  part  of  the  govern- 
ment to  regulate  the  quality  of  medical  care.  Under 
government  regulations  physicians  are  to  be  paid 
reasonable  charges  for  treating  medicare  patients. 
The  criteria  for  determining  just  reasonable 
charges,  the  Social  Security  administration  has 
ruled  are  “the  customary  charges  for  similar  serv- 
ices generally  made  by  the  physician  and  the  pre- 
vailing charges  in  the  locality  for  similar  services.” 

The  acting  director  of  HEW’s  Bureau  of  P'amily 
Services  said  at  a recent  title  19  meeting  in  Chi- 
cage,  “there  must  be  some  kind  of  means  test.” 
He  also  added  that  as  regards  physicians  fees  he 
expected  that  they  would  usually  follow  whatever 
practices  were  .set  up  under  the  medicare  portion 
of  the  statute. 

(Coiitimied  on  next  page) 


688 


RHODE  ISLAND  MEDICAL  JOURNAL 


The  Commissioner  of  the  United  States  Welfare 
Association  said:  ‘‘The  Welfare  administration  is 
extremely  pleased  to  see  taking  shape  the  inter- 
meshing of  public  and  private  resources  at  both 
the  state  and  community  levels.”  In  regards  to 
the  scope  of  medical  care  to  be  provided,  Dr. 
Winston  said,  ‘‘The  law  provides  that  states  which 
set  up  title  19  programs  between  January  1,  1966 
and  July  1,  1967,  must  provide  some  institutional 
and  non-institutional  care  for  all  recipients.”  She 
pointed  out,  however,  that  after  July  1,  1967,  any 
state  adopting  a title  19  program  must  adopt  five 
minimum  services.  Even  with  the  basic  hospital 
insurance  in  title  18  (Health  insurance  for  the 
aged)  many  elderly  people  will  need  to  have  their 
deductibles  paid  for  under  title  19  programs,  so 
that  this  group  will  continue  to  be  an  important 
part  of  the  population  serviced  under  the  title  19 
program. 

Both  title  18  and  title  19  contain  reference  to 
the  need  for  publicly  financed  medical  assistance 
programs  to  be  of  high  quality.  Dr.  Winston  said. 
Title  19  is  a grant  in  aid  program,  and  therefore, 
responsibility  for  standard  setting  is  assigned  to 
the  various  states. 

‘‘The  states  will  be  expected  in  their  plans  to 
“approach  the  provision  of  medical  care  services 
with  the  explicit  aim  of  making  them  readily  avail- 
able to  all  eligible  persons,”  Dr.  Winston  said. 

Dr.  Winston  emphasized,  “if  States  are  to  con- 
tinue to  receive  federal  aid  for  medical  care,  they 
will  be  obliged  to  extend  and  improve  their  medi- 
cal assistance  programs — both  by  specific  statuary 
provisions  and  by  administrative  requirement  au- 
thorized by  statute." 

Dr.  Winston  outlined  four  target  dates: 
byJuly  1,1967 

the  scope  of  medical  care  in  states  with  a plan 
under  title  19  must  conform  to  a minimum  pack- 
age of  five  specified  service  areas,  and  payment 
for  hospital  services  must  be  made  at  reasonable 
cost. 

by  Jan.  1 , 1970: 

all  states  must  have  a medical  assistance  pro- 
gram under  title  19  or  else  forego  federal  match- 
ing funds  for  any  payments  made  by  medical 
care  on  behalf  of  assistance  recipients, 
by  July  1 , 1 970: 

the  non  federal  share  of  the  program's  cost  must 
be  financed  entirely  from  state  funds, 
by  July  1,  1975: 

the  law  expects  that  comprehensive  care  and 
services  will  be  available  to  substantially  all 
medically  needy  individuals  throughout  the 
nation. 

lie  .^id  stressed  the  need  for  welfare  agencies  and 
The  Director  of  the  Illinois  Department  of  Pub- 


the  medical  community  to  work  together.  Swank 
pointed  out  that  the  Department  of  HEW  has  in- 
dicated that  states  must  use  a ‘realistic  schedule 
of  compensation  of  all  services,  and  that  this 
schedule  should  be  related  to  the  reasonable  cost 
or  reasonable  charge  within  the  community  for 
similar  services.” 

Rhode  Island  Situation 

The  Rhode  Island  iSIedical  Society,  ever  alert 
to  the  needs  of  the  people  in  Rhode  Island,  ap- 
proves of  Public  Law  89-97,  and  understanding 
that  these  programs  have  their  best  chance  of 
achieving  their  goals  if  there  is  full  cooperation 
between  the  administrators  and  those  who  render 
the  medical  service,  extend  our  responsibe  con- 
sideration for  the  evolution  of  a satisfactory  title 
19  program  in  Rhode  Island. 

Medicare  offers  the  opportunity  to  evaluate  old 
concepts  of  delivery  of  patient  care,  and  to  make 
beneficial  changes  enabling  us  to  meet  needs  and 
demands.  In  the  words  of  President  Johnson  as  he 
signed  the  bill,  “it  will  improve  a wide  range  of 
health  and  medical  services  for  Americans  of  all 
ages.”  Congress  wanted,  and  was  willing  to  pay 
for,  quality  medical  care,  and  a great  deal  of 
thought  was  devoted  to  the  services  to  be  included 
and  the  extent  to  which  they  would  be  covered. 
Medicare  is  not  a charity,  nor  an  arrangement  to 
provide  total  medical  care.  It  is  a program  of 
health  insurance.  While  titles  18  and  19  will  re- 
lieve much  of  the  concern  of  the  physician  and  the 
patient  over  the  costs  of  care,  it  does  not  remove 
all  obligations  to  pay.  Several  deductible  factors 
will  apply,  and  there  are  co-insurance  requirements 
on  the  patient. 

The  Society  has  established  through  a poll  of 
its  membership  what  are  the  ranges  of  usual  and 
customary  fees.  The  results  of  that  poll  have  been 
tabulated  and  the  average  range  of  fees  charged 
by  eighty  percent  of  the  physicians  of  the  State 
has  been  submitted  to  and  accepted  by  the  carrier 
for  title  18,  part  B of  Public  Law  89-97,  and  it 
is  the  Society's  understanding  they  are  acceptable 
to  the  Department  of  Health,  Education  and  Wel- 
fare. 

The  Society  propxises  that  the  State  Department 
of  Social  Welfare  avail  itself  of  this  mechanism 
since  the  same  quality  of  medical  care  is  to  be 
maintained  under  both  titles  18  and  19  for  which 
the  Social  Security  legislation  stipulates  that  rea- 
sonable and  customary  charges  be  paid.  Further, 
since  the  State  Department  of  Social  Welfare  will 
administer  programs  under  both  titles  in  the  law, 
an  agreement  to  coordinate  its  programs  where 
possible  with  the  carriers  approved  by  the  federal 
department  of  Health,  Education  and  Welfare 
(Continued  on  Page  690) 
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1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

Il  2.  BETTER-PROTECTED.  Strictest  medical 

I supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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would  reduce  administrative  costs,  and  at  the  same 
time  carry  out  the  intent  and  purpose  of  Public 
Law  89-97  to  provide  every  eligible  citizen  the 
highest  quality  medical  care  available  at  reasonable 
cost. 

The  State  program  should  establish  and  care- 
fully supervise  eligibility  standards  with  respect  to 
income  and  resources  that  would  provide  a variable 
range  of  payments  on  the  basis  of  different  in- 
comes and  resource  levels  of  potential  beneficiaries. 
The  Society  does  not  consider  it  fair  and  reasonable 
that  the  person,  or  the  family  with  a relatively 
substantial  net  income  after  taxes,  and  with  other 
resources,  yet  still  eligible  for  payment  as  ‘medi- 
cally indigent,’  should  be  given  the  same  financial 
assistance  as  the  person  or  family  truly  indigent 
and  dependent  upon  the  State  for  subsistence. 

The  Society  is  also  concerned  with  the  directive 
in  the  law  (Sec.  1903  (e))  which  states  that  the 
Secretary  (of  HEW)  “Shall  not  make  payments — 
unless  the  State  make  sa  satisfactory  showing  that 
it  is  making  efforts  in  the  direction  of  broadening 
the  scope  of  the  care  and  services  made  available 
under  the  plan,  and  in  the  direction  of  liberalizing 
the  eligibility  requirements  for  medical  assistance 
with  a view  towards  furnishing  by  July  1,  1975, 
comprehensive  care  and  services  to  substantially 
all  individuals  who  meet  the  plan’s  eligibility  stand- 
ards with  respect  to  income  and  resources,  includ- 
ing services  to  enable  such  individuals  to  attain  or 
retain  independence  or  self-care.”  L’nder  this  di- 
rective the  working  population  of  the  nation,  and 
all  other  persons  within  the  age  range  of  21  and 
65  years,  are  included.  The  Society  does  not  be- 
lieve that  a fixed  income  level  can  be  established 
below  which  all  are  medically  indigent  and  above 
which  none  are.  The  Society  recommends  the 
adoption  of  the  following  broad  definition:  “Medi- 
cal indigency  is  the  inability  to  pay  for  needed 
medical  and  related  services  without  severely  cur- 
tailing the  abilitv  to  pav  for  other  necessities  of 
life.” 

The  State  program  should  have  the  same  de- 
ductible and  co-insurance  features  for  potential 
beneficiaries  of  payments  for  medical  care  in  the 
age  bracket  21  to  65  years  as  are  specified  in  title 
18  of  the  law  for  aid  to  persons  over  the  age  65. 
The  inter-relationships  of  title  18  and  19  of  the 
Social  Security  law  relating  to  medical  care  bene- 
fits indicate  that  the  same  controls  established  for 
those  over  age  65  should  equally  prevail  for  those 
in  the  other  age  brackets.  The  beneficiary  of  old 
age  assistance,  for  e.xample,  is  assisted  under  title 
18  and  is  subject  to  the  deductible  and  coinsurance 
feature  of  the  law,  and  yet  is  eligible  for  benefits 
under  title  19  also,  .\nother  example  might  be  the 


case  of  a person  age  65  who  is  suddenly  afflicted 
with  a coronary  heart  attack  or  cerebral  stroke. 
Lender  Public  Law  89-97  he  is  eligible  for  assistance 
under  title  19,  and  as  soon  as  he  turns  age  65  he 
is  also  eligible  for  assistance  under  title  18.  If  he 
is  on  the  old  age  assistance  program  the  State  must 
meet  all  the  requirements  of  law,  and  pay  all  de- 
ductible and  coinsurances.  Standards  of  quality 
have  been  established  in  the  law  for  persons  par- 
ticipating in  the  programs.  Quality  medical  care 
is  mandatory.  Should  not  the  medical  vendor  fee 
rendered  to  persons  on  Old  Age  Assistance  be 
identical  whether  the  person  is  64  years  or  younger 
and  covered  under  title  19  or  65  years  and  older 
and  covered  under  title  18? 

In  discussion  with  the  membership  throughout 
the  State  it  is  learned  that  the  present  policy  of 
he  Department  of  Social  Welfare  to  reduce  pay- 
ment schedule  for  the  money  recipient  second  and 
third  patient  by  sixty  and  forty  percent  so  that  a 
fourth  patient  within  the  same  family  seen  by  a 
physician  is  not  entitled  to  any  money  payment 
at  all  is  inconsistent  with  the  law.  This  is  incon- 
gruous with  the  established  fact  as  ruled  by  the 
Social  Security  Administration  of  ‘‘Payment  for 
service  performed.”  One  would  not  expect  the  De- 
partment of  Social  Welfare  to  pay  less  for  a sec- 
ond, third  or  fourth  pair  of  shoes  or  other  com- 
modity for  which  the  Welfare  Department  has  an 
obligation  and  for  which  the  medical  assistance  re- 
cipient is  eligible.  Nor  would  one  expect  the  De- 
partment of  Social  Welfare  to  pay  less  for  a sec- 
ond, third  or  fourth  tonsillectomy  and  adenoid- 
ectomy  performed  on  eligible  members  in  a public 
assistance  family.  Therefore,  a medical  assistance 
recipient  who  is  seen  by  his  physician  in  good  faith 
and  who  with  the  same  good  intention  contracts 
to  also  see,  examine  and  treat  a second,  third, 
fourth  member  of  the  family,  for  the  convenience 
of  the  family,  should  be  expected  to  extend  the 
same  high  quality  of  medical  care  to  the  fourth 
recipient  as  to  the  first  recipient.  The  physician 
should  also  be  compensated  for  at  the  same  ‘rea- 
sonable cost’  for  the  fourth  recipient  as  for  the 
first  recipient  provided  he  gives  the  same  high 
quality  of  service  to  each  recipient. 

Through  the  cooperation  of  Mrs.  Ellen  Winston, 
Commissioner,  Welfare  Administration,  Depart- 
ment of  Health,  Education  and  Welfare,  her  office 
has  made  available  the  Handbook  of  Public  Ad- 
ministration, Supplement  D,  which  deals  entirely 
with  title  19  implementation,  and  contains  the 
complete  requirements,  thus  far  developed  which 
state  agencies  administering  title  19  must  meet  to 
obtain  HEW  approval  of  their  plans  and  federal 
reimbursement  of  their  expense.  D-5320  lists  the 
requirements  for  the  State  plan  in  regard  to  pay- 
ment. (Continued  on  Page  696) 
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“‘Tranquilizer’  is  not  a good  word’” 


This  classification  is  psychologi- 
cally too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."^ 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary^  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference"*  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
here  are  differences  in  their 
jctions  — and  in  their  effects.  They 
I lave  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
‘ minor'  tranquilizers,  and  the  phe- 
' lothiazines.^ 

: Although  the  tranquilizing  effect 
; )f  rauwolfia  has  been  known  for 
enturies,  its  use  as  an  antipsy- 
■ hotic  agent  in  current  practice 
jias  diminished.* 

\ 'minor'  tranquilizer  is  often  pre- 
cribed  to  achieve  more  than  one 
'ffect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
lounds  may  be  muscle  relaxants, 
ntihistaminics  with  some  calming 
iction,  anticholinergic  sedatives, 
i r antispasmodics.* 
he  phenothiazines  are  considered 
najor'  tranquilizers  because  they 
ter  psychotic  behavior.'  This  clas- 
J.fication  may  have  done  them 
' ore  harm  than  good  because  it 
' iplies  that  the  phenothiazines 
I iiould  be  reserved  for  the  more 

I 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine."* 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.’  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.' 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 


DRUG 

INDEX 

INDEX 

Chlorpromazine 

100 

15 

Triflupromazine 

100 

15 

Thioridazine 

90 

17 

Perphenazine 

15 

25 

Carphenazine 

25 

25 

Trifluoperazine 

3.3 

95 

Fluphenazine 

3.5 

100 

BASED  ON 
STANDARD 
DOSE  OF 


25  mgs. 
25  mgs. 
25  mgs. 

4 mgs. 
25  mgs. 
2.0  mgs. 
2.5  mgs. 


'adapted  from  Sainz' 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine  Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with- 
out their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action.  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


Contraindications;  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information,  see  package  insert 

References:  1.  Simpson.  C M.:  Postgrad.  Med 
39:557,  1966.  2.  Freyhan,  F.A.:  Am.  |.  Psychiat. 
775:577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed.  24,  Philadelphia,  W.  B.  Saunders  Co., 
1965,  p.  1603  . 4.  Physicians'  Desk  Reference,  1966, 
Oradell,  N.J.,  1965,  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Dette,  T.,  and  larecki,  H.: 
Connecticut  Med.  25:553,  1961.  7.  Sainz,  A.;  Psy- 
chosomatics  5:167,  1964. 


prolixin' 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 


Squibb  iljiM 


'The  Priceless  Ingredient*  of  every  product 
is  the  honor  and  integrity  of  its  maker 


against  the  usual  gram-negative  urinary  pathogens 


Why  use  f ive...where  one  will  do? 


In  a recent  217-patient  hospital  study, ^ urinary  tract  infections  were  treated  with  a 
variety  of  widely  prescribed  antimicrobial  agents  including:  a sulfonamide  (40  pa- 
tients), chloramphenicol  (20  patients),  nitrofurantoin  (33  patients),  nalidixic  acid  (30 
patients),  tetracycline  (27  patients),  colistimethate  sodium  (22  patients) . . . and  2 com- 
binations of  5 agents  each  (45  patients).  The  2 combinations  were  selected  to  afford 
maximal  theoretical  antibacterial  coverage  against  the  usual  urinary  pathogens.  They 
were  (1)  tetracycline,  chloramphenicol,  nitrofurantoin,  ristocetin  and  polymyxin  B; 
and  (2)  tetracycline,  chloramphenicol,  erythromycin,  nitrofurantoin  and  colistimethate 
sodium. 

This  clinical  study  shows  that  the  two  combinations  of  antibiotics  were  not  superior 
to  some  of  their  single  components.  The  authors  point  out  that  antibiotic  antagonism 
often  negates  theoretical  advantages  of  multiple  therapy.  Coly-Mycin  Injectable 
(colistimethate  sodium)  was  one  of  the  single  components  that  was  shown  to  be 
equal  to  the  combinations  and  eradicated  bacteriuria  in  two-thirds  of  the  patients. 

Theoretical  choice  of  multiple  antibacterial  therapy  has  been  shown  to  be  no  more 
effective  than  one  well-chosen  agent  which  also  offers  least  patient  exposure  to 
possible  side  reactions,  toxicities,  allergic  manifestations  and  higher  drug  costs. 

1.  McCabe,  W.  R.,  and  Jackson,  G.  G.:  New  England  J.  Med.  272:1037, 1965. 


in  gram-negative  urinary  tract  infections  often  the  single  well-chosen  agent 


Coly-Mycin*  Injectable 

(colistimethate  sodium) 


Indications:  Especially  indicated  for  the  treatment  of  severe  acute  and  resistant 
chronic  urinary  tract  infections  due  to  sensitive  strains  of  gram-negative  organisms. 
Also  indicated  in  respiratory  tract,  surgical,  wound  and  burn  infections  and  in  septi- 
cemia due  to  sensitive  organisms.  Particularly  indicated  when  any  of  these  infections 
are  caused  by  sensitive  strains  of  Pseudomonas  aeruginosa. 

Adverse  Reactions:  Occasional  reactions  such  as  circumoral  paresthesias,  tingling 
of  the  extremities,  pruritus,  vertigo  or  dizziness  may  occur.  Reduction  of  dosage  may 
alleviate  symptoms.  Therapy  need  not  be  discontinued,  but  such  patients  should  be 
observed  with  extra  care. 

Warning:  Patients  should  be  cautioned  not  to  drive  vehicles  or  use  hazardous  ma- 
chinery while  on  therapy. 

Precautions:  In  cases  of  impaired  or  suspected  renal  impairment,  use  with  greater 
caution  and  reduce  dosage  in  proportion  to  extent  of  impairment.  Transient  eleva- 
tions of  BUN  have  been  reported.  As  a routine  precaution,  appropriate  blood  studies 
should,  therefore,  be  made  during  prolonged  therapy. 

As  with  all  polypeptides,  the  possibility  of  muscular  weakness,  including  apnea,  due 
to  inadvertent  overdosage  or  normal  dosage  in  the  presence  of  impaired  renal  func- 
tion, should  not  be  overlooked.  In  cases  of  apnea,  medication  should  be  promptly  dis- 
continued and  assisted  respiration  given  until  serum  levels  fall  and  normal  breathing 
is  restored. 

Other  antibiotics,  such  as  kanamycin,  streptomycin,  dihydrostreptomycin,  polymyxin, 
and  neomycin,  may  also  have  varying  neurotoxic  or  nephrotoxic  potential.  They 
should  be  used  with  great  caution  concomitantly  with  Coly-Mycin  Injectable  (colis- 
timethate sodium). 

For  deep  intramuscular  injection  only. 

Dosage:  By  the  I.M.  route  only,  in  2 to  4 divided  doses  ranging  from  1 .5  to  5 mg./Kg./ 
day  (0.7  mg.  to  2.3  mg./lb./day).  Average  adult  dose  is  2.5  mg./Kg./day  (1.1  mg./ 
Ib./day).  In  the  presence  of  bacteremia,  septicemia,  or  other  serious  infection,  greater 
than  average  doses  may  be  required;  however,  maximum  daily  doses  should  not 
exceed  5 mg./Kg.  (2.3  mg./lb.)  where  renal  function  is  normal. 

Not  recommended  against  Proteus. 

Colistin  is  also  available  (as  colistin  sulfate)  in:  Coly-Mycin®  Pediatric  for  Cral  Sus- 
pension (not  for  systemic  use),  and  Coly-Mycin®  Ctic  with  Neomycin  and  Hydro- 
cortisone. 


Full  information  is  available  on  request. 
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Morns  Plains.  New  Jersey 
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S^ialai*'o.oi?< 

(fluocinolone  acetonide)  cream  i 

15  Gm. 

for  even  greater 
economy  in 
office  or  hospital 
practice 

the  superiority 

topical 
with  the 


new  small  size 


15  Qm. 

fOR  TOPICAL  USE  ONtf 

SYNALAR' 

(FLUOCINOLONE 

ACETONIDE] 

CREAM 


SYNTEX 

LABORATORIES.  INC. 
Palo  Alto,  CaliL 


CAUTION 
Federal  law 
prohibits  dispensing 
without  prescription 


MADE  IN  U.SA. 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
Q.d^/o  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that’s  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone’"^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components  Precautions:  1.  GeneraZ-Synalar  Cream  0 Ol'/o  is  virtually 
nonsensitizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be  j 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  2.  Occlusive  dressing  melhod-VJilh  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sensi- 
tivity to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis- 
continuation of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesion  i 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissions 
may  persist  for  several  weeks  fo  several  months  in  favorable  cases.  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  new 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation  Side 
Effects:  Side  effects  are  not  ordinarily  encounlered  with  topically  applied 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react  unfa- 
vorably to  Synalar  under  certain  conditions.  References:  1.  Cahn.  M M , and 
Levy.  E.  J J New  Drugs  1:262  (Nov. -Dec.)  1961.  2 Meenan,  F.  O : J Irish 
Med  Ass  52  75  (Mar.)  1963.  3.  Robinson,  H.  M , Jr.,  Raskin,  J.,  and  Ounseath, 
W.  J,  R.;  Southern  Med  J 56:797  (Jul.)  1963. 


yf  a modern 
corticosteroid 

sconomy  of 

lydrocortisone 


viow... a choice  of  3 
jconomical  sizes  > 
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120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


fluocmolone  aceiorude  — an  original  steroid  from 
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NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  ReneTrable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Medical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 


For  further  information,  send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 


“BUT 

MAESTRO 

all  those  people  out  there! 
I’m  scared!”  The  young 
soprano,  waiting  for  the 
curtain  to  rise  on  her  New 
York  debut,  trembled. 
“Now,  now,  my  dear,” 
soothed  the  great  impre- 
sario, “never  mind  all  those 
people.  I shall  be  in  the 
back  row.  Just  walk  out 
there  and  sing  to  me! 
Keep  cool!” 

Ah,  she  thought,  that  was 
it!  Cool  — like  Warwick 
Club  Pale  Dry  Ginger  Ale, 
available  in  the  full  32- 
ounce  quart  bottle!  It  sings 
in  the  glass  . . . 


HOUSE  OF  DELEGATES 

(Continued  from  Page  690) 

State  plans  must  meet  these  requirements  in 
order  to  obtain  federal  approval  and  funds. 

Payments  must  be  such  that  those  eligible  for 
title  19  aid  can  obtain  care  at  least  to  the  e.\- 
tent  care  is  available  to  the  general  population 
of  the  State;  only  those  providers  of  service  who 
accept  the  agreed  fee  as  payment  in  full  can 
participate  in  the  state  plan. 

No  limits  are  established  on  the  State's  choice 
of  method  or  amount  of  payment;  no  specific 
method  is  either  required  or  prohibited. 

The  primary  federal  gauge  to  be  applied  to 
‘fee  structures’  is  the  result  in  terms  of  avail- 
ability of  care. 

If  fees  paid  by  the  State  are  such  that  pro- 
viders of  care  will  not  accept  title  19  patients, 
this  is  grounds  for  disapproval  of  the  state  plan. 

There  must  be  a minimum  participation  of  at 
least  two-thirds  of  the  physicians  in  the  state 
for  approval  of  the  State  plan  for  title  19. 

The  committee  hopes  this  report  provides  some 
insight  into  the  complexities  of  title  19  under  pub- 
lic law  89-97.  The  Society  is  making  every  effort 
in  a spirit  of  cooperation  and  in  an  attempt  to 
establish  all  medical  assistance  programs  on  an 
equitable  basis  that  will  merit  your  approval.  The 
Committee  is  meeting  and  working  with  the  Di- 
rector of  the  Department  of  Social  Welfare  to 
effect  a mutually  satisfactory  arrangement,  as  out- 
lined in  our  report,  for  the  provision  of  the  highest 
quality  medical  care  for  every'  citizen  in  Rhode 
Island. 

Respectfully  submitted, 

Peter  L.  Mathieu,  Jr.,  M.D. 

Chairman 

COMMITTEE  ON  NURSING 
The  Committee  on  Nursing  has  not  had  a for- 
mal meeting  of  its  members.  However,  the  Chair- 
man has  personally  visited  every  newborn  nursery- 
in  the  State  and  all  are  very  well  equipped  and 
operated. 

Reports  from  the  Committee  on  Nursing 

have  been  received  periodically,  and  have  been 
reviewed  by  the  Chairman.  The  Committee  stands 
ready  to  meet  with  any  nursing  organization  in 
the  State  to  assist  it  in  mutual  problems  involving 
health  care. 


Recently  the  Rhode  Island  State  Nurses’  .Asso- 
ciation announced  Private  Duty  Section  Fees  ef- 
fective .August  1,  1966,  as  follows: 


(A) 

•All  types  of  cases  per  8 hr.  day 

S25.00 

(B) 

12  hr.  duty  in  homes  only 

$30.50 

(C) 

20  hr.  duty  in  homes  only 

$36.50 
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(D)  Multiple  nursing — nursing  of  two  pa- 

tients on  an  emergency  basis  only  until 
another  private  duty  nurse  is  available 
—per  8 hr.  day  $29.00 

(E)  Overtime  is  to  be  paid  at  the  rate  of 
time  and  one-half  for  time  in  excess 
of  eight  hours  in  any  one  day  (in 


emergency  only) 

(F)  Hourly  rates: 

1.  First  hour  or  fraction  thereof  7 

a.m.  to  7 p.m $ 4.10 

2.  First  hour  or  fraction  thereof  7 

p.m.  to  7 a.m $ 4.35 

3.  Each  successive  hour  or  fraction 

thereof  $ 3.10 

( G ) Specific  Services 

1.  Hourly  rates  $ 3.10 


Maurice  Adelman,  M.I). 

Chairman 

COMMITTEE  ON  THE  FUTURE  OF  THE 
PRIVATE  PRACTICE  OF  MEDICINE 
A.  Questions  of  coercion. 

Recently,  members  of  this  committee  have  been 
asked  whether  or  not  a phvsician  must  sign  spe- 
cial certification  forms  for  admission  and  recerti- 
fication forms  for  continued  hospitalization  of 
imediqare  patients.  Through  a misinterpretation 
of  the  law,  hospitals  and  medicare  intermediaries 
are  taking  the  erroneous  position  that  such  forms 
must  be  signed.  Physicians  are  thus  under  extra- 
ordinary pressures  to  compromise  long-term,  moral 
principles  for  the  immediate  hospital  needs  of  their 
patients. 

This  committee  can  assure  Rhode  Island  physi- 
cians that,  despite  claims  made  by  some  hospital 
administrations  and  medicare  carriers,  the  signing 
of  such  forms  is  not — repeat  NOT — necessary. 
This  has  been  verified  in  a telegram,  dated  July 
8,  1966,  to  Milford  O.  Rouse,  M.D.,  President- 
Elect  of  the  AMA,  from  none  other  than  Arthur 
E.  Hess,  Director  of  the  Bureau  of  Health  Insur- 
ance, Social  Security  Administration.  Dr.  Rouse 
had  asked  Mr.  Hess  about  the  necessity  of  signing 
such  forms,  (not  in  his  official  AM.'V  capacity,  but 
as  a private  practitioner.)  Mr.  Hess’  telegram,  with 
misspellings  corrected  and  emphasis  added,  is 
quoted  as  follows; 

‘THE  REFERENCE  GUIDE  FOR  PHYSI- 
CIANS AND  PAGE  5 OF  THE  EXCELLENT 
SPECIAL  SECTION  OF  THE  AMA  NEWS  JUNE 
20  EXPLAIN  THAT  A PHVSICIAN  DOES 
NEED  TO  CERTIFY  THE  MEDICAL  NECES- 
SITY FOR  ADMISSION  AND  TO  RECERTIFY 
ON  OR  BEFORE  14  DAYS  AS  WELL  AS  AT 
CERTAIN  LATER  INTERVALS.  NO  SPECIAL 
FORM  IS  REQUIRED  AND  THE  HOSPITAL 
DOES  NOT  NEED  TO  SEND  THE  CERTIFI- 

('Continued  on  next  page) 


HEALTH  HAVENS 

NURSING  HOME 


CONVENIENTLY  SERVING 
GREATER  PROVIDENCE,  PAWTUCKET, 
CRANSTON,  EAST  PROVIDENCE  and 
EAST  BAY  COMMUNITIES 

ETHICAL,  PROFESSIONAL  SERVICE 

Registered  Nurses  Always 
Dietician  Supervised  Food  Services 
Nationally  Accredited 

100  WAMPANOAG  'TRAIL 
EAST  PROVIDENCE,  R.  I. 

438-4275 


Attractive  & Functional  Offices 


□ 


Designers  S Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 
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THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 


CATION  ON  (TO)  THE  INTERMEDIARY. 
THE  SUBSTANCE  COULD  BE  PART  OE  A 
RECORD  THE  PHYSICIAN  NORMALLY 
SIGNS  IN  CONNECTION  \YITH  AN  ADMIS- 
SION. TO  THE  EXTENT  THAT  THE  NECES- 
SARY LNEORMATION  IS  CONTAINED  IN 
AN  ADEQUATE  PROGRESS  NOTE,  THE 
THREE  ITE:MS  TO  BE  COYERED  IN  RE- 
CERTIEICATION  NEED  NOT  BE  REPEATED. 
THUS  -LY  ADEQU.ATE  ADMISSION  OR 
PROGRESS  NOTE  WILL  ITSELF  SUFFICE 
IF  IT  STATES  TH.AT  THE  IN  P. AT  I ENT  SERV- 
ICES — OR  CONTINUED  SERVICES  — ARE 
MEDICALLY  NECESSARY  AND  IS  SIGNED. 

ARTHUR  E.  HESS  DIR  BUR  OE  HE.\LTH 
INSURANCE  SOCIAL  SECURITY  ADMINIS- 
TRATION BALTIMORE  MD" 

With  this  in  mind  ,a  practical  application  with 
its  associated  implications  in  another  state  is  now 
brought  to  the  attention  of  the  House  of  Delegates 
for  consideration.  On  September  6th,  a called  meet- 
ing of  Delaware-Blackford  Counties  Medical  So- 
ciety (iMuncie,  Indiana)  without  dissent  (2  ab- 
staining) voted  to  refuse  to  sign  any  medicare 
form  (including  certification).  In  view  of  the  fact 
that  the  hospitals  there — in  conformity  with  the 
ruling  of  the  Indiana  Blues — had  ruled  that  forms 
unsigned  would  constitute  incomplete  records  and 
hence  be  cause  for  suspension  of  all  admission 
privileges  of  the  doctor  concerned,  the  portent  of 
what  is  occurring  can  readily  be  seen. 

Dr.  Edward  Annis  points  out  that  physicians 
must  refuse  to  sign  such  forms  unless  they  expect 
to  acquiesce  to  other  demands  in  the  offing  such 
as  compulsory  acceptance  of  assignment  and  then 
a rigid  fee  system.  This  committee,  therefore,  urges 
individual  members  of  the  Rhode  Island  Medical 
Society  and  their  hospital  staff  organizations,  in 
accordance  with  the  resolution  adopted  from  this 
committee's  report  to  the  last  meeting  of  the  House 
of  Delegates,  to  document  and  report  all  such 
attempts  at  coercion  to  the  Society  for  transmis- 
sion to  the  American  ^ledical  Association.  If  Rhode 
Island  medicare  carriers  or  hospital  administra- 
tions engage  in  any  such  coercive  activities  the 
provision  of  medical  care  plainly  becomes  unnec- 
essarily complicated,  and  the  end  result  will  clearly 
be  a deterioration  in  the  quality  of  the  care  pro- 
vided. Rather  than  harboring  and  belaboring  dis- 
satisfactions with  the  system  locally,  which  would 
merely  create  a divisive,  instead  of  the  present 
very  essentially  cooperative  atmosphere  between 
the  three  jiarties  (physicians,  hospitals  and  carri- 
ers) concerned  with  providing  medical  care,  the 
reporting  of  such  documented  incidents  to  the 
Rhode  Island  Medical  Society  for  the  AMA  to  lay 
the  blame  nationally  where  it  belongs  for  correc- 
tion is  the  only  effective  way  we  can  maintain  our 
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Anprolo  (J.  Viticoiite,  A.H.,  M.T. 

Director  of  the 

HOPKINS  MEDICAL  LABORATORY 

322  BKOADYVAY 

PKOVIDENC'E,  K.  I.  UX  1-7244 

Wishes  to  Announce  the 
Association  of 

Ascanio  Di  Pippo,  Ph.D. 

(Associate  Professor — Chemistry) 

In  Our 

Biochemistry  Department 


present  high  standards  of  private  medical  practice. 
B.  Title  XIX — Highlights  oj  the  Lam 

and  Comments. 

1.  By  January  1,  1970,’ federal  matching  funds 
for  medical  care  of  the  needy  will  be  limited  to  the 
Title  XIX  programs  only.  There  will  be  a with- 
drawal of  all  cash-grant  assistance  program  to  the 
states. 

Comment:  The  limited  time  set  for  the  states 
to  inaugurate  an  approved  Title  XIX  program 
forces  them  to  accept  federal  aid  hastily  (Medic- 
aid) or  else  forfeit  federal  help  in  the  future. 

2.  By  July  1,  1975,  all  medically  indigent  per- 
sons in  a state  must  be  eligible  for  comprehensive 
care. 

Comment:  a.  It  is  the  intent  of  the  law  to 
e.xpand  benefits  to  all  welfare  recipients  and  to 
assure  complete  medical  coverage,  financed  by 
the  government  (i.e.,  the  taxpayers). 

b.  The  liberal  interpretation  of  indigency  is 
a subtle  means  of  extending  federal  aid  while 
stifling  pride  in  “self  help”  and  “family  respon- 
sibility.” V^ariable  income,  minimum  wage,  and 
the  everchanging  dollar  value  cannot  be  legis- 
lated as  the  sole  criteria  for  indigency.  Indi- 
vidual case  assessment  must  prevail. 

3.  By  July  1,  1970,  states  must  assume  full 
responsibility  for  the  non-federal  share  of  the  cost. 

Comment:  a.  Despite  federal  help,  most 
states  will  have  extreme  difficulty  with  financing 
the  liberal  ramifications  of  Title  XIX. 

b.  Since  there  is  no  mandate  to  pay  fully  the 
“reasonable  charges”  of  physicians,  local  state 
agencies  will  strive  to  negotiate  reimbursement 
of  charges  at  the  lowest  fee  schedule  that  the 
traffic  will  bear. 

c.  Since  equality  of  care  is  sought  for  all 
Title  XVTII  and  XIX  recipients  within  nine 
years,  two  different  modes  of  calculating  reim- 
bursement for  services  rendered  because  they 
are  different  Titles  cannot  be  accepted  now  or 
in  the  future. 

d.  Direct  billing  of  all  patients,  with  the 
state  acting  as  legal  guardian  in  special  cases  of 
personal  incompetence,  directly  paying  individ- 
ual physicians  the  reasonable  (i.e.,  prevailing  or 
customary)  fee  for  services,  must  be  adhered  to 
from  the  start. 

e.  It  is  conceivable  that  the  Rhode  Island 
Medical  Society  could  negotiate  with  the  state 
an  acceptable  percentage  of  the  “rea.sonable 
charges”  for  a specified  period  of  time  in  order 
to  allow  the  state  budget  to  expand  to  meet  the 
rising  costs  of  an  ever  growing  “Welfare  State.” 

Respectfully  submitted. 
Committee  on  the  Future  of  the 
Private  Practice  of  Medicine 
Albert  S.  Anderson,  M.D. 
Chairman 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treat- 
ment of  nervous  and  emotional  disorders  as  well  as 
long  term  geriatric  problems. 

Physical,  neurological  psychiatric  and  psychological 
examinations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and 
conveniently  located  institution. 

L.  A.  Senseman  M.D..  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 
Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 
P.  Wendel  Johnson,  Ph.D.  Therba  Johnston,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays) 
9-12  A.M.,  and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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SCANNING  THE  AIEDICAL  LITERATURE 


CEREBRAL  PALSY  — A PHARMACOLOGIC 
APPROACH . Eric  Denhoff.  Clin.  Pharmacol. 
Ther.  5:947,  1964. 

Pharmacologic  agents  represent  but  one  of  many 
aids  in  a comprehensive  program  for  cerebral  pal- 
sied children.  A practical  drug  approach  which  can 
be  used  in  the  office  is  presented  as  an  adjunct  to 
other  modalities  of  treatment.  A discussion  of  medi- 
cations includes  anti-convulsants,  behaviorial  drugs, 
and  muscle  relaxant  drugs.  A review  of  the  electro- 
encephalographic  — photo  metrazol  technique  is  in- 
cluded, as  well  as  recent  data  obtained  from  case 
study.  The  technique  has  been  used  for  objective 
differentiation  between  behavior  symptoms  presum- 
ably of  organic  and  emotional  origin.  Approximately 
192  children  were  studied.  Sixty  per  cent  had  ab- 
normal or  borderline  photo-metrazol  thresholds, 
which  implies  diencephalic  (organic)  dysfunction. 
Those  with  normal  levels  despite  hyperkinetic  be- 
havior were  not  candidates  for  amphetamine  thera- 
py. The  abnormal  group  was  placed  on  ampheta- 
mine with  fair  to  good  results. 

A study  of  twenty-five  cerebral  palsied  children 
on  diazepam  (Valium®)  was  also  discussed.  (This 
study  has  been  reported  in  greater  detail  in  the 
Rhode  Island  Medical  Journal.)  Overall  improve- 
ment has  been  noted  in  36  per  cent.  These  were 
limited  to  non-ambulatory  cerebral  palsied  children 
with  rigidity  and  moderate  degrees  of  mental  re- 
tardation. 

THE  EFFECTS  OF  PROLO.YGED  HYPOM.IG- 
.XESEMIA  OX  THE  CARDIOV.ASCUL.AR 
SYSTEM  IX  DOGS.  J.  Wener,  K.  Pintar,  M.  A. 
Simon.  B.  Motola,  R.  Friedman,  A.  Mayman, 
and  R.  Schucher.  Am.  Heart  J.  67:221,  1964 
The  biologic  effects  of  a dietary  deficiency  of 
magnesium  had  been  studied  in  a variety  of  ani- 
mals, especially  in  rats  and  only  to  a limited  extent 
in  dogs. 

The  investigation  was  undertaken  to  study  the 
effect  of  magnesium  deficiency  in  the  production 
of  histologic  lesions  in  the  cardiovascular  system 
of  the  dog  and  to  attempt  to  correlate  these  find- 
iings  with  the  electrocardiogram  and  with  the  level 
of  certain  plasma  constituents  which  have  a rela- 
tionship to  normal  and  abnormal  cardiac  function. 

Thirty  mongrel  dogs,  approximately  3 to  8 months 
old  and  weighing  10  to  16  pounds,  were  divided  into 
control  and  test  groups.  All  animals  were  placed  on 
the  same  magnesium-deficient  diet.  In  the  control 
group,  a magnesium  supplement  was  added  to  the 


drinking  water.  The  test  animals  lived  from  40  to 
158  days.  The  external  manifestations  of  magne- 
sium deficiency  were  regularly  observed.  These  in- 
clude nutritive  failure,  lack  of  growth,  character- 
istic changes  in  the  paws,  loss  of  hair,  skin  lesions, 
hyperirritability,  tetany,  and  finally  death. 

The  histopathologic  changes  consisted  mainly  of 
vascular  degenerative  lesions  affecting  the  smaller 
radicles  of  the  coronary  arteries.  These  vascular 
changes  were  associated  with  altered  vascular  per- 
meability and,  at  times,  with  extravasation  of 
blood,  leading  to  numerous  foci  of  myocardial 
necrosis. 

The  marked  and  prolonged  lowering  of  the  level 
of  serum  magnesium  was  associated  with  a slight 
elevation  of  serum  inorganic  phosphorus  and  slight 
depression  of  serum  calcium. 

.Although  transient  RST-segment  and  T-wave 
changes  were  frequently  noted,  there  was  no  defi- 
nite correlation  in  the  electro-cardiograms  with  the 
level  of  serum  magnesium. 

G.ALLSTOXE  ILEUS.  J.  Merrill  Gibson,  Jr.  Arch. 
Surg.  88:297,  1964. 

.A  study  of  20  cases  of  gallstone  ileus  treated  at 
'^he  Rhode  Island  Hospital  is  presented. 

The  correct  preoperative  diagnosis  was  made  in 
only  50  per  cent  of  cases.  Signs  and  symptoms 
were  those  of  intestinal  obstruction,  high  or  low 
depending  on  sight  and  impaction  of  stone. 

The  usual  operation  was  enterotomy  and  re- 
moval of  stone.  The  postoperative  mortality  was 
only  5 per  cent,  but  50  per  cent  had  serious  post- 
operative problems.  It  has  often  been  stated  that 
elective  cholecystectomy  should  follow  the  emer- 
gency procedure  when  the  patients  has  recovered. 
This  was  not  done  in  any  of  these  cases.  One  pa- 
tient had  difficulty  seven  years  later.  The  author 
concluded  that  elective  cholecystectomy  seems  un- 
necessary after  an  attack  of  gallstone  ileus. 

CEREBR.4L  P.4LSY.  Alethod  of  Eric  Denhoff.  In 
CURRENT  THERAPY  1965.  Edited  by  How- 
ard F.  Conn.  \V.  B.  Saunders  Company,  Phila- 
delphia, 1965.  P.  504. 

This  article  summarizes  the  essential  principles  of 
treating  children  with  cerebral  palsy  and  related 
disorders.  The  treatment,  which  is  the  one  used  at 
Meeting  Street  School  in  Providence,  Rhode  Island, 
is  based  upon  the  fact  that  Cerebral  Palsy  is  a 
syndrome  with  multiple  handicaps.  The  major  han- 
dicaps are  (1)  neuromotor,  (2)  convulsive,  (3)  be- 
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havioral,  (4)  associated  sensory  and  perceptual- 
auditory-motor  dysfunctions,  (5)  intellectual. 
Treatment  requires  a developmental  approach  from 
infancy  through  adulthood  with  needs  met  in  an 
orderly  sequence,  but  with  recognition  that  various 
aspects  must  be  provided  simultaneously.  Handi- 
caps are  rarely  found  singly;  rather  they  occur  in 
unpredictable  combinations.  A team  approach  is  the 
most  effective  method  of  management.  A physician, 
physical  therapist,  occupational  therapist,  speech 
therapist,  psychologist  and  social  worker  are  basic 
team  members.  A central  treatment  facility  (the 
developmental  center)  is  the  proper  milieu  for  team 
methods. 
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tially  the  same  histopathologically.  The  .s{)ontaneous 
keloid  is  so-called  because  the  injury  is  so  minimal 
it  goes  unoticed.  Attention  is  focu.sed  on  the  sternal 
keloid,  which  is  particularly  vicious  and  recurs  con- 
stantly after  surgery,  alone  or  with  radiations.  It 
should  be  left  alo ne . 

BASIC  SCIENCE  LECTURES 

Auditorium  (ieorge  Building,  R.  I.  Ho.si)ital 
\V'E1)XKSI).A\  S at  4:30  p.m. 

Sponsored  by  the  R.l.  Hospital  Department  of 
Orthopedic  Surgery  and  h'ractures  with  the 
cooperation  of  the  Division  of  Biological  and 
Medical  Sciences  of  Brown  University. 


OCCUPATION AL  MARKS.  Francesco  Ronchese. 
In  Cyclopedia  of  Medicine,  Surgery  and  Special- 
ties. F.  A.  Davis  Company,  Philadelphia,  1965. 
Vol.  VH  P.  244  G. 

iMarks  produced  by  manual  labor  are  described 
and  discussed.  Also  pseudo-occupational  marks,  like 
knuckle  pads,  psoriasis  of  the  knuckles,  dry  eczema 
(pseudo-dishwasher  hands). 

KELOIDS.  Francesco  Ronchese.  In  Cyclopedia  of 
Medicine,  Surgery  and  Specialties.  F.  A.  Davis 
Company,  Philadelphia,  1965.  Vol.  VH,  P.  780A. 
discussion  on  terminology  favoring  the  elimina- 
tion of  the  terms  false  and  true,  both  being  essen- 


Opcn  To  .1//  Physicians  In  Rhode  Island 

Nov.  30,  1966 

7.  COLLAGEN  BIOLOGY 

Dr.  Mac  V.  Edds,  Division  of  Biological 
and  ^ledical  Sciences,  Brown  University 

Dec.  7,  1966 

8.  MUSCULAR  DYSTROPHY 

Dr.  John  R.  Coleman,  Division  of  Biologi- 
cal and  Medical  Sciences,  Brown  University 

Dec.  14,  1966 

9.  WOUND  HEALING 

Dr.  Richard  J.  Goss,  Division  of  Biological 
and  Medical  Sciences,  Brown  University 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 


It  works 
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MEDICAL  ASPECTS  OF 
SPORTS  ISSUE 


VoL  XLIX,  Xo.  12 
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cream  and  ointment 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 

Benadryf 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  oo$66 


PARKE-DAVIS  (J()()* 


PA/iKC,  DAVIS  i COMPANY,  Dtiroil,  Michigtn  4$332 


L ACTI N EX 


TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.^’®-^>® 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


(L>C03) 


ences:  (1)  Siver,  R.  H.:  CMD,  21:109,  September 
(2)  Frykman,  H.  H.:  Minn.  Med.,  35:19-27, 
ry  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med., 
'-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of 
la  Acad,  Gen.  Prac.,  15:15-16,  October  1965.  (5) 
:es,  D.  J.:  N.Y.  State  Jour.  Med.,  58:2672-2673, 


August  1958.  (6)  Weekes,  D.  J.:  EENT  Digest,  j j 

25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral 


Surg.,  Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961. 
(8)  Rapoport,  L.  and  Levine,  W.  I.:  Oral  Surg.,  Oral 
Med.  & Oral  Path.,  20:591-593,  November  1965. 
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Martha  MacDonald  Can  Help  You  With  Claims  Processing! 

You  may  have  seen  Martha,  right  in  your  own  office.  Her  job  is  to  help  you 
and  your  medical  assistant  or  secretary  smooth  out  any  claims  problems 
before  they  arise ! 

She  visits  doctors’  offices  all  over  Rhode  Island  for  the  purpose  of 
helping  new  employees  “learn  the  ropes”. 

This  step  ahead  method  of  training  medical  secretaries  for  our 
participating  physicians  saves  valuable  time  for  both  doctor  and 
Physicians  Service. 

Martha  is  a seventeen  year  veteran  at  Physicians  Service.  If  you  think 
she  might  be  able  to  help  a new  employee  at  your  office  in  claims  filing 
procedures  (for  Physicians  Service  or  Medicare),  please  give  her  a call. 
831-7300,  extension  243.  Thank  you! 


PHYSICIANS  SERVICE 

31  Canal  Street, 

Providence,  R.  I. 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B^),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement,  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 


N THE  WM.  S.  MERRELL  COMPANY 

]^Grr0ll  ) Division  of  Richardson-Merrell  Inc. 

y Cincinnati,  Ohio  45215 
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what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it^time 
to  tine. 


Tuberculin, 


LEDERLE  LABORATORIES,  A Division  of  American 


Cyanamid  Company,  Pearl  River,  New  York 

414-6— 4046R 


Frankly,  most  antihyper- 
tensives are  pretty  good  if 
you  give  an  adequate  dose. 
I’m  looking  for  one  with  a 
simple  regimen  so  that  mix- 
ups  in  doses  and  therefore 
the  chance  of  side  effects 
are  minimized. 


Regroton® 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
generai  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depietion 
may  occur:  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecio 
ris,  anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness.  0 
For  full  details,  see  the  complete  prescrib- 
ing information. 

Avaiiabitity:  Bottles  of  100  and  1000  tablets. 

Geigy 
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THE  WASHINGTON  SCENT 

>4 


N 


A Summary  Report  Prepared  by  the  W ashing  ton  Office  of  the 
American  Medical  Association 


High  on  the  list  of  health  legislation  to  be  con- 
sidered by  the  new  Congress  convening  Jan.  10 
are  proposals  to  amend  both  the  medicare  and 
medicaid  programs. 

Proposed  medicare  amendments  would  extend 
the  program  to  the  disabled,  include  podiatrists’ 
services,  add  out-patient  drugs  to  Plan  B,  and 
authorize  that  billing  for  services  of  hospital-based 
physician  specialists  be  put  back  under  hospitals. 

Sen.  Russell  B.  Long,  (D.,  La.),  chairman  of 
the  Senate  Finance  Committee  which  handles  medi- 
care and  medicaid  legislation,  is  pushing  a pro- 
posal designed  to  get  physicians  to  prescribe  drugs 
by  generic  terms  for  patients  under  federally-aided 
medical  programs.  Such  an  amendment  died  in  a 
conference  committee  in  the  final  days  of  the  last 
Congress. 

-Amendments  to  limit  federal  expenditures  under 
medicaid  (Title  XIX)  are  expected  to  get  early 
consideration  by  the  House  Ways  and  Means  Com- 
mittee. The  committee  reached  agreement  on  such 
legislation  shortly  before  adjournment  last  year, 
but  it  was  too  late  to  get  it  through  Congress. 

One  of  the  final  pieces  of  legislation  passed  by 
Congress  in  1966  authorizes  liberalization  of  the 
Keogh  law  under  which  physicians  get  a tax  break 
for  savings  put  in  qualified  pension  plans.  The 
full  amount  of  the  S2,500  annual  maximum  was 
made  tax  deductible.  Only  half  the  amount  was 
tax  deductible  under  the  original  law. 

Other  health  legislation  approved  by  Congress  in 
1966  includes: 

Group  practice  — authorizes  federal  mortgage 
guarantees  for  construction  of  non-profit  group 
practice  facilities. 

Health  services  — authorizes  the  Office  of  Eco- 
nomic Opportunity  (anti-poverty)  to  make  grants 
for  comprehensive  health  services  programs,  in- 
cluding birth  control. 

Public  health  — authorizes  1)  S145  million,  one- 
year  extension  of  PHS  programs,  including  $125 
million  for  project  grants  for  categorical  programs. 


States  and  the  PHS  are  given  greater  flexibility  in 
spending  the  money  among  the  various  categories 
and  including  other  “public  health”  projects;  2) 
extends  the  federal-aid  vaccination  program  for 
three  years;  3)  provides  for  family  health  services 
for  migratory  workers. 

-Air  pollution  — authorizes  a three-year,  $186 
million  extension  of  the  federal  anti-air  pollution 
program  and  provides  broader  authority  for  air 
pollution  control  activities  by  localities. 

Water  pollution — authorizes  a $3.7  billion,  four- 
year  program  for  cleaning  the  nation's  waterways. 
It  includes  initiation  of  a massive  program  for 
combatting  pollution  in  major  water  basins. 

Child  care  — prohibits  sale  of  toys  containing 
hazardous  substances  and  strengthens  e.xisting  law 
covering  household  hazardous  substances;  does  not 
contain  a disputed  provision  covering  children’s 
aspirin  and  other  drug  controls  in  the  original  le- 
gislation. 

X^arcotics  — permits  addicts  charged  with  non- 
violent crimes  to  choose  hospital  commitment  in- 
stead of  trial,  if  the  authorities  agree,  or  could  be 
sentenced  after  trial  to  hospitals  for  rehabilitation. 

Packaging  — requires  that  over-the-counter 
drugs  and  grocerj-  products  bear  labels  clearly 
showing  the  contents,  quantity,  and  manufacturer. 

Alental  health  — amends  original  law  to  provide 
giants  to  assist  in  the  establishment  and  initial 
operation  of  community  mental  health  centers. 

Research  laboratory  animals  — provides  for 
federal  regulations  covering  transportation,  pur- 
chase, sale,  housing,  care,  handling  and  treatment 
of  such  animals. 

Alilitary  medicare  — amends  existing  law  to 
provide  for  out-patient  care  in  a physician’s  office 
and  to  include  reservists  and  their  dependents. 

Allied  health  professions  — authorizes  $105  mil- 
lion for  a three-year  program  to  train  more  medi- 
cal technicians,  therapists  and  other  allied  health 
workers. 
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t Now,  now,  Mrs.  Forsythe,  we’ve  never  lost  a cold  patient  yet. 


hen  she's  experiencing  acute  discomfort  from  cold 
mptoms,  it's  small  wonder  the  patient  becomes  dis- 
issed  about  her  condition. 

le  will  breathe  easier  when  you  prescribe  Novahistine  LP. 
wahistine  LP  is  a long-acting  decongestant  that  helps 
store  normal  mucus  secretion  and  ciliary  activity — 
ysiologic  mechanisms  which  prevent  infection  of  the 
spiratory  tract.  A dose  of  two  tablets  taken  in  the  morn- 
} and  repeated  in  the  evening  will  usually  keep  air 
ssages  clear  for  24  hours. 

e cautiously  in  individuals  with  severe  hypertension, 
ibetes  mellitus,  hyperthyroidism  or  urinary  retention. 


Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


For  relief  of  nasal  congestion. 


Wide-range  bactericidal  action 
for  genitourinary  infections 

OMNI  PEN' 

5 (AM  PICILLIN)  WYETH 

't 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  only  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

* Exclusive  oj  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those  caused 
by  E.  coli,  Proteus  mirabilis,  and  Streptococcus  faecalis  and 
viridans;  respiratory  infections  caused  by  H.  influenzae, 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
Shigella  and  Salmonella,  including  Sal.  typhosa. 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
tions due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 

Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
cillin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines and/or  pressor  amines  as  indicated.  Transient  moderate 


elevation  of  SCOT  values  of  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  and  vomiting.  There  have 
been  no  reports  of  blood  dyscrasias,  liver 
or  kidney  damage.  Anaphylaxis  has  been 
reported. 

Composition:  Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  F 


[ 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’  ' Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  Vi  (Warning— May  be  habit 
forming),  Phenacetin  gr.  21/2,  Aspirin  gr.  SVi,  Caffeine  gr.  Vi. 

Keeps  the  Promise  of  Pain  Relief 

U BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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DISTRICT  SOCIETY  MEETINGS 


PAWTUCKET  MEDICAL  ASSOCIATION 

The  regular  monthly  meeting  of  the  Pawtucket 
Medical  Association  was  held  on  Thursday,  Sep- 
tember 22,  1966  at  the  Lindsey  Tavern,  Lincoln, 
Rhode  Island. 

There  were  35  members  and  one  guest  in  at- 
tendance. 

Dr.  Robert  Fortin  called  the  meeting  to  order 
at  8:30  p.m. 

The  minutes  of  the  previous  regular  meeting 
were  read  and  approved  by  the  membership. 

A communication  from  the  Housing  Authority 
of  the  City  of  Pawtucket  inquiring  a^  the  possi- 
bility of  interest  of  the  local  medical  society  in 
equipping  and  maintaining  a clinic  was  read.  This 
clinic  is  intended  for  a new  high-rise  building  for 
the  elderly.  After  some  discussion  concerning  this 
topic  the  letter  was  tabled. 

Dr.  Philip  Lappin  who  had  been  appointed 
Chairman  of  the  Bylaws  Committee  reported  that 
Dr.  David  R.  Hallmann,  Dr.  Paul  J.  M.  Healey 
and  Dr.  Raymon  S.  Riley  had  agreed  to  serve  with 
him  on  the  revision  of  the  bylaws  which  are  ex- 
pected to  be  completed  by  the  spring  of  1967. 

The  application  of  Dr.  Juan  X.  IMedina  to  the 
Pawtucket  Medical  Association  was  read  and  re- 
ferred to  the  Standing  Committee. 

Dr.  Robert  Fortin  announced  that  at  the  Oc- 
tober meeting  of  the  association  the  feature  will 
be  a mock  trial  of  a malpractice  suit  including 
Judge,  Prosecuting  and  Defending  Attorneys,  de- 
fendants and  witnesses. 

Dr.  John  Cunningham  who  recently  returned 
from  a medical  trip  to  Russia  and  the  Scandana- 
vian  countries  highlighted  the  interesting  events 
in  comparison  of  American  medical  practice  with 
those  which  he  had  seen  on  his  trip.  His  discussion 
was  enthusiastically  received. 

There  being  no  further  business,  a motion  for 
adjournment  was  approved  at  10:00  p.m. 

Respectfully  submitted, 

Paul  J.  M.  Healey,  m.d. 
Secretary 

BRISTOL  COUNTY  MEDICAL  ASSOCIATION 

At  a meeting  of  the  Bristol  County  IMedical  As- 
sociation held  on  September  19,  the  following  were 
elected  as  new  officers:  President,  Bruce  W.  Smith, 
M.D.,  of  Barrington;  Vice  President,  William  A. 
Marshall,  M.D.,  of  Barrington;  Secretary,  flannel 


L.  daSilva,  M.D.,  of  Bristol;  Treasurer,  Victor  P. 
Madeiros,  M.D.,  of  Bristol;  Councilor,  Ulysse  For- 
get, M.D.,  of  Warren;  Delegate,  C'harles  L.  Mil- 
lard, M.D.,  of  Bristol. 

Manuel  L.daSilva,  m.d. 

Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

.\  meeting  of  the  Providence  Medical  Association 
was  held  at  the  Rhode  Island  Medical  Society  Li- 
brary in  Providence  on  Monday,  October  3,  1966. 
The  meeting  was  called  to  order  by  the  President, 
Dr.  Stanley  D.  Simon,  at  8:30  p.m. 

Minutes  of  April  Meeting 

The  President  reported  that  the  minutes  of  the 
April  meeting  of  the  Association  had  been  pub- 
lished in  the  Rhode  Island  Medical  Journal,  and 
therefore  would  not  be  read. 

Report  of  the  Secretosy 

In  the  absence  of  Dr.  Bertram  H.  Buxton  the 
report  of  the  Secretary  was  presented  by  Dr.  Wil- 
liam J.  MacDonald,  secretary  pro  tern,  as  follows: 

“At  a recent  meeting  the  Executive  Committee — 

1 ) Authorized  the  Secretary  to  notify  two 
members  that  they  have  forfeited  their  Association 
membership  by  reason  of  their  being  dropped  from 
membership  in  the  Rhode  Island  Medical  Society; 

2)  Accepted  the  resignation  of  a member; 

3)  Granted  lifetime  membership  with  exemp- 
tion from  dues  and  assessments  to  Dr.  Angelo 
D’Agostino  who  was  ordained  as  a priest  in  June, 
1966,  and  who  has  been  a member  of  the  Associa- 
tion for  many  years; 

4)  Approved  the  transfer  of  three  members 
who  are  leaving  the  jurisdiction  of  the  Association. 

The  Committe  also  approved  the  appointment 
by  the  President  of  Drs.  Joseph  Karas  and  Jay 
Orson  as  the  Association's  representatives  on  the 
Rhode  Island  Council  of  Community  Services. 

The  Committee  received  the  audit  of  the  1965 
records  as  completed  by  Ward,  Fisher  and  Com- 
pany, and  it  also  approved  of  the  action  of  the 
Advisory  Committee  to  the  Medical  Bureau  in  the 
matter  of  increase  in  the  monthly  charge  for  the 
services  of  the  Bureau  to  subscribers.. 

The  Committee  received  the  report  of  the  En- 
tertainment Committee  and  commended  Dr.  Cla- 
rence Riley  and  his  Committee  for  the  excellent 
program  arranged  for  the  Annual  Tournament  and 
Dinner  in  June. 

(Continued  on  Page  716) 


THERAGRAN  ® 

the  most 

widely  prescribed 
high  potency 
vitamin  formula 
in  the  country 


( Ask  Your  Pharmacist  ) 


South  County  Pharmacy 
Roger  Williams 
Shopping  Center 
Wakefield,  Rhode  Island 


Higgin’s  Pharmacy 
37  West  Broad  Street 
Westerly,  Rhode  Island 


Hanover  Drug  Co. 
185  Elmwood  Ave. 
Providence,  R.I. 


Buonanno  Pharmacy 
63  Pocasset  Ave. 
Providence,  R.I. 


Oaklawn  Pharmacy,  Inc. 
930  Oaklawn  Ave. 
Cranston,  R.I. 


Thall’s  Pharmacy 
599  Reservoir  Ave. 
Cranston,  R.I. 


Cedar’s  Pharmacy 


Medical  Arts  Pharmacy 


82  Rolfe  St.  1701  Cranston  St. 

Cranston,  R.I.  Cranston,  R.I. 


Hall’s  Drug  Store 
149  Elmgrove  Ave. 
Provid  ence,  R.I. 


DeBellis  Pharmacy,  Inc. 
1848  Smith  St. 


North  Providence,  R.I. 


Douglas  Drug 
North  Providence 

R.I. 


Squibb 


Warwick  Prescription 
Center 

Warwick,  R.I. 


E.P.  Anthony,  Inc. 
178  Angell  St. 
Providence,  R.I. 


Squibb  Quality  - the  Priceless  Ingredient 


against  the  usual  gram-negative  urinary  pathogens 


Why  use  five...where  one  will  do? 


In  a recent  217-patlent  hospital  study,'  urinary  tract  infections  were  treated  with  a 
variety  of  widely  prescribed  antimicrobial  agents  including:  a sulfonamide  (40  pa- 
tients), chloramphenicol  (20  patients),  nitrofurantoin  (33  patients),  nalidixic  acid  (30 
patients),  tetracycline  (27  patients),  colistimethate  sodium  (22  patients) . . . and  2 com- 
binations of  5 agents  each  (45  patients).  The  2 combinations  were  selected  to  afford 
maximal  theoretical  antibacterial  coverage  against  the  usual  urinary  pathogens.  They 
were  (1)  tetracycline,  chloramphenicol,  nitrofurantoin,  ristocetin  and  polymyxin  B; 
and  (2)  tetracycline,  chloramphenicol,  erythromycin,  nitrofurantoin  and  colistimethate 
sodium. 

This  clinical  study  shows  that  the  two  combinations  of  antibiotics  were  not  superior 
to  some  of  their  single  components.  The  authors  point  out  that  antibiotic  antagonism 
often  negates  theoretical  advantages  of  multiple  therapy.  Coly-Mycin  Injectable 
(colistimethate  sodium)  was  one  of  the  single  components  that  was  shown  to  be 
equal  to  the  combinations  and  eradicated  bacteriuria  in  two-thirds  of  the  patients. 

Theoretical  choice  of  multiple  antibacterial  therapy  has  been  shown  to  be  no  more 
effective  than  one  well-chosen  agent  which  also  offers  least  patient  exposure  to 
possible  side  reactions,  toxicities,  allergic  manifestations  and  higher  drug  costs. 

1.  McCabe,  W.  R.,  and  Jackson,  G.  G.:  New  England  J.  Med.  272:1037, 1965. 


In  gram-negative  urinary  tract  infections  often  the  single  well-chosen  agent 


. ?2*-vr«;irvc'^ 


Coly-Mycin*  Injectable 

(colistimethate  sodium) 


Indications:  Especially  indicated  for  the  treatment  of  severe  acute  and  resistant 
chronic  urinary  tract  infections  due  to  sensitive  strains  of  gram-negative  organisms. 
Also  indicated  in  respiratory  tract,  surgical,  wound  and  burn  infections  and  in  septi- 
cemia due  to  sensitive  organisms.  Particularly  indicated  when  any  of  these  infections 
are  caused  by  sensitive  strains  of  Pseudomonas  aeruginosa. 

Adverse  Reactions:  Occasional  reactions  such  as  circumoral  paresthesias,  tingling 
of  the  extremities,  pruritus,  vertigo  or  dizziness  may  occur.  Reduction  of  dosage  may 
alleviate  symptoms.  Therapy  need  not  be  discontinued,  but  such  patients  should  be 
observed  with  extra  care. 

Warning:  Patients  should  be  cautioned  not  to  drive  vehicles  or  use  hazardous  ma- 
chinery while  on  therapy. 

Precautions:  In  cases  of  impaired  or  suspected  renal  impairment,  use  with  greater 
caution  and  reduce  dosage  in  proportion  to  extent  of  impairment.  Transient  eleva- 
tions of  BUN  have  been  reported.  As  a routine  precaution,  appropriate  blood  studies 
should,  therefore,  be  made  during  prolonged  therapy. 

As  with  all  polypeptides,  the  possibility  of  muscular  weakness,  including  apnea,  due 
to  inadvertent  overdosage  or  normal  dosage  in  the  presence  of  impaired  renal  func- 
tion, should  not  be  overlooked.  In  cases  of  apnea,  medication  should  be  promptly  dis- 
continued and  assisted  respiration  given  until  serum  levels  fall  and  normal  breathing 
is  restored. 

Other  antibiotics,  such  as  kanamycin,  streptomycin,  dihydrostreptomycin,  polymyxin, 
and  neomycin,  may  also  have  varying  neurotoxic  or  nephrotoxic  potential.  They 
should  be  used  with  great  caution  concomitantly  with  Coly-Mycin  Injectable  (colis- 
timethate sodium). 

For  deep  intramuscular  injection  only. 

Dosage:  By  the  I.M.  route  only,  in  2 to  4 divided  doses  ranging  from  1 .5  to  5 mg./Kg./ 
day  (0.7  mg.  to  2.3  mg./lb./day).  Average  adult  dose  is  2.5  mg./Kg./day  (1.1  mg./ 
Ib./day).  In  the  presence  of  bacteremia,  septicemia,  or  other  serious  infection,  greater 
than  average  doses  may  be  required;  however,  maximum  daily  doses  should  not 
exceed  5 mg./Kg.  (2.3  mg./lb.)  where  renal  function  is  normal. 

Not  recommended  against  Proteus. 

Colistin  is  also  available  (as  colistin  sulfate)  in;  Coly-Mycin®  Pediatric  for  Oral  Sus- 
pension (not  for  systemic  use),  and  Coly-Mycin®  Otic  with  Neomycin  and  Hydro- 
cortisone. 


Full  information  is  available  on  request. 


INER-CMILCOTT  Morfis  Plams.  New  Jersey 
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A motion  was  made,  seconded  and  voted  that  the 
report  of  the  Secretary  be  approved. 

Announcements  by  the  President 

Doctor  Simon  made  the  following  announce- 
ments: 

1 ) Members  of  the  .Association  are  cordially 
invited  to  attend  the  following  lectures;  MOXD.AY, 
OCT.  10  — .At  Providence  College,  at  7:30  p.m., 
on  “Xew  Frontiers  in  ^Mathematical  Biology,”  by 
Dr.  Xicholas  Rashevsky,  of  the  Mental  Health 
Research  Institute,  University  of  Michigan.  The 
meeting  will  be  in  .Albertus  Magnus  Science  Build- 
ing. MOXD.AA",  OCT.  17  — .At  Brown  University, 
in  Carmichael  .Auditorium  on  Waterman  Street, 
The  4th  .Annual  Charles  .A.  Stuart  Memorial  Lec- 
ture will  be  given  by  Professor  Robert  M.  Pike  of 
the  University  of  Texas,  Southwestern  Medical 
School,  on  “Antibody  Heterogeneity  and  Immune 
Reactions.” 

2)  .A  Xewsletter  has  been  sent  to  the  members 
of  the  State  Medical  Society  with  several  enclo- 
sures. The  bylaws  of  the  Providence  Medical  .As- 
sociation were  mentioned  in  the  Xewsletter  as  be- 
ing included  in  this  mailing.  However,  our  bylaws 
will  be  sent  separately  within  the  month. 

3 ) He  called  to  the  members  attention  the 
revised  Blue  Cross-Physicians  Service  coverage  for 
physicians  and  their  families  which  has  been  ex- 
panded to  provide  a higher  hospital  per  diem,  a 
lower  deductible  (from  $300  to  $200)  and  a major 
medical  provision  for  a semi-private  room  rate  plus 
$10  towards  a private  room. 

4)  He  reported  with  regret  the  loss  of  four 
members  by  death  since  the  meeting  in  .April: 

William  H.  Jordan,  M.D. 

Paul  J.  Rozzero,  M.D. 

James  F.  Boyd,  M.D. 

Joseph  Smith,  M.D. 

Applications  for  Membership 

Doctor  MacDonald  rejxirted  that  the  Executive 
Committee  had  reviewed  applications  from  the 
following  physicians,  and  that  it  recommended  the 
election  of  these  applicants  as  active  members: 

Paul  W.  Bernstein,  M.D. 

En  Shu  Chang,  M.D. 

Joseph  D.  DiMase,  M.D. 

Ramesh  Gulati,  M.D. 

Howard  A.  Hall,  M.D. 

Roy  E.  Hallett,  M.D. 

Jerzy  Slobodow,  M.D. 

Joseph  H.  Suh,  M.D. 

Robert  1).  Tarro,  M.D. 

X’incent  k'.  \'acca,  M.D. 

Action:  .A  motion  wa§  made,  seconded  and 


voted  that  the  applicants  recommended  by  the 
Executive  Committee  be  elected  to  active  member- 
ship in  the  association. 

Scientific  Program 

Doctor  Simon  introduced  as  the  lecturer  of  the 
evening  Dr.  Walter  B.  Thayer,  Jr.,  Assistant  Phy- 
sician, Department  of  Aledicine,  Rhode  Island 
Hospital,  and  .Associate  Professor  of  Aledicine  at 
Brown,  who  spoke  on  “Recent  Progress  in  Gas- 
troenterology.” 

Doctor  Thayer  stated  that  Gastroenterology,  in 
the  last  ten  years,  has  come  of  age  as  a medical 
science. 

The  clinical  application  of  esophageal  mano- 
metries in  the  diagnosis  of  achalasia,  scleroderma, 
hiatus  hernia  and  others  disorders  of  the  esophagus 
was  discussed. 

The  role  of  the  gastroenterologist  in  the  diagno- 
sis and  management  of  pernicious  anemia  was  dis- 
cussed and  the  possible  relationship  between  thy- 
roiditis and  pernicious  anemia  as  auto  immune 
reactions  was  explained. 

Some  interesting  facets  of  disturbed  carbohy- 
drate metabolism  were  explained  and  the  diagnosis 
and  management  of  these  disorders  described. 

X"ew  methods  of  biopsy  and  cytology  and  motili- 
ty studies  of  the  G.I.  tract  were  presented  as  re- 
cent advances  in  gastroenterology. 

Question  and  answer  period  followed  the  talk 
by  Doctor  Thayer. 

The  meeting  was  adjourned  at  9:50  p.m. 

.Attendance  58 

Collation  was  served. 

Respectfully  submitted, 

William  J.  MacDonald,  m.d. 
Secretary  Pro  Tern 

PAWTUCKET  MEDICAL  ASSOCIATION 

T'he  regular  monthly  meeting  of  the  Pawtucket 
Aledical  Association  was  held  on  Thursday,  Octo- 
ber 27,  1966  at  the  Lindsey  Tavern,  Lincoln, 
Rhode  Island. 

There  were  37  members  and  four  guests  in  at- 
tendance. 

Dr.  Robert  Fortin  called  the  meeting  to  order  at 
8:30  p.m. 

The  reading  of  the  minutes  of  the  previous  meet- 
ing were  waived  by  a unanimous  voice  vote. 

.A  communication  from  Dr.  Harry  E.  Darrah, 
President  of  the  Rhode  Island  Medical  Society,  was 
read  concerning  the  formation  of  an  .AD  HOC 
committee  at  the  state  level  for  the  purpose  of 
investigation  of  any  allegedly  unethical  action  by 
a physician  member  involving  Medicare  services  or 
charges  for  services.  The  Pawtucket  Medical  .As- 
.sociation  is  represented  on  this  committee  by  Dr. 

(Concluded  on  Page  765) 
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Eczema  of  many  years... 
controlled  in  two  weeks 
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Before  treatment  After  treatment  - 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmlyestablished. Thus, do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Va  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O. 


Aristocorf  Topical  Ointment  0.1%  and  Cream  0.1%,  0.5% 


Triamcinolone  Acetonide 


Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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NOW!  SPECIAL-PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


As  a doctor,  you  are  invited  'o  take  advantage  of  a 
professional  discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets.  To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


Retait 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Residence 


City 


Zone 


State 


SEALY  MATTRESS  CO.,  OAKVILLE.  CONN.  f 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  Oft. 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 


Sealy  Posturepedic*  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead-i 


I i. 


ing  orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledgedji i 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  toj|| 
reduce  muscle  tension 


Phenaphen 
Codeine 


the  only  leading  compound 
analgesic  that  cairns 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  {2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 'A  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon -nausea,  constipation, 
and  drowsiness  have  been  reported.  ^ 

/I'H'DOBINS 


A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp’  Extentabs" 

(Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

.iller,  !.  W.,  and  Lowell,  F.  C.:  New  England 
; Med.  26j:478.  1959. 


Contraindications;  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient's 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 
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308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  ol  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.^ 

It  was  twelve  long  years  aftor  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic. •'* 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  wtiuld  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.'*  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.'^  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.’’ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/lOth  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.'*  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.*'*’’'* 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.”  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.”  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.”  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.’’ 

Naturetln- effective  diuresis  with 
more  favorable  electrolyte  balance 
Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  isH 
a 200  to  1 ratio  as  compared  to  chloro-H 
thiazide.  H 

Moreover,  due  probably  to  its  virtualH 
lack  of  carbonic  anhydrase  inhibition.® 
Naturetin  (bendrofiumethiazide) 
been  shown  to  cause  less  potassium  and® 
bicarbonate  loss  and  less  alteration  in® 
urinary  pH  than  either  chlorothiazide® 
or  hydrochlorothiazide.  H 

Naturetin  is  outstandingly  effective® 
not  only  in  establishing,  but  also  in® 
maintaining,  excretion  of  retained  fluid® 
in  edematous  patients.  And  its  duration® 
of  action  is  sufficiently  prolonged  to® 
allow  a single  daily  administration  in® 
most  patients.  Naturetin  is  also  an  ef-l 
fective  antihypertensive  agent.  I 

Contraindications:  Severe  renal  impairment;l 
previous  hypersensitivity.  H 

Warning:  Ulcerative  small  bowel  lesions  haveH 
occurred  with  potassium-containing  thiazidel 
preparations  or  with  enteric-coated  potassiumH 
salts  supplementally.  Stop  medication  if  ab-H 
dominal  pain,  distension,  nausea,  vomiting,  orl 
G.I.  bleeding  occur.  I 

Precautions:  The  dosage  of  ganglionic  block-1 
ing  agents,  veratrum,  or  hydralazine  whenH 
used  concomitantly  must  be  reduced  by  atl 
least  50%  to  avoid  orthostatic  hypotension. I 
Electrolyte  disturbances  are  possible  in  cir-l 
rhotic  or  digitalized  patients.  I 

Side  Effects:  Bendrofiumethiazide  may  cause  I 
increases  in  serum  uric  acid,  unmask  diabetes,! 
increase  glycemia  and  glycosuria  in  diabetic! 
patients  and  may  cause  hypochloremic  alka-l 
losis,  hypokalemia;  cramps,  pruritus,  paresthe-1 
sias,  and  rashes  may  occur.  I 

Supplied:  Naturetin  (Squibb  Bendroflumethia-I 
ziue)  5 mg.  and  2.5  mg.  tablets.  Also  available! 
Naturetin  c K [Squibb  Bendrofiumethiazide  I 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 1 
mg.)].  For  full  information,  see  Product  Brief.  I 
References:  1.  Southworth,  H.;  Proc.  Soc.  I 
Exper.  Biol.  & Med.  36:58,  1937.  2.  Mann,  T.  ■ 
and  Keilin,  D.:  Nature  746: 164,  1940.  3.  Pitts,  I 
R.  F.,  and  Alexander,  R.  S.;  Am.  J.  Physiol.  I 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 1 
land  J.  Med.  240:173,  1949.  5.  Friedberg,  B 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema  I 
Mechanisms  and  Management,  Philadelphia,  I 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum-  I 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in  I 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254.  I 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  I 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer,  I 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren,  I 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & I 
Exper.  Therap.  743:230,  1964.  10.  Earley,  * 

L.  E.,  and  Orloff,  J.;  Ann.  Rev.  Med.  73:149,  ■' 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  FI.,  and  Fuchs,  M.;  op.  cit.,  p.  276. 
14.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin* 

SQUIBB  BENDROFIUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


ScyJlBB 


The  Priceless  Ingredient'  of  every  product 
IS  the  honor  and  integrity  of  its  maket. 


Whon  tho  sliigniiiU  sinus 
nuist  bo  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasai  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


is  available  in  a variety  of  forms, 
for  all  ages: 


VtVo  solution  for  infants 

’AVo  solution  for  children  and  adults 

VaVo  pediatric  nasal  spray  for  children 

V2V0  solution  for  adults 

Vj®/o  nasal  spray  for  adults 

V2V0  jelly  for  children  and  adults 

lYo  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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IDENTI-CODE” 

(formula  identification  code,  Lilly) 

takes  the  guesswork 
out  of  product 
identification 


A special  letter-number  symbol  will  appear  on  each  Lilly  capsule 
or  tablet.  By  checking  this  code  against  the  Identi-Code  Index, 
you  will  be  able  to  identify  each  unit  quickly  and  accurately: 

In  cases  of  overdosage 

As  a safeguard  against  error 

When  medication  was  prescribed  by  another  physician 

When  the  prescription  label  is  lost 

During  telephone  conversations  with  patients 

A complete  explanation  of  Identi-Code  and  its  use  is  provided  in 
the  Identi-Code  Index.  If  you  have  not  yet  received  an  index,  your 
Lilly  representative  will  be  pleased  to  supply  you  with  a copy. 


Representative  Lilly  Products  Bearing  Identi-Code 


Pulvule® 

Enseal® 
(enteric-release 
tablet,  Lilly) 

Capsule-Shaped 

Tablet 

Elliptical 

Tablet 

{ 

V HO  6^ 

MO  6'  J 

\ Sdeeu  \ 

(( )) 

k cir  ) 

^ — y 

Round  Tablet 
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THE  ESTIMATION  OF  CARDIOVASCULAR  PHYSICAL  FITNESS* 

Funtional  Capacity  of  Athletes  or  Patients  Can  Re  Accnrately 
Estimated,  Using  Simple  Parameters  and  Sitnple  Etpii pment 

ALBERT  SALISBURY  HVMAX,  M.I). 


The  Author.  Albert  Salisbury  Hyman,  M.D.,  oj  New 
Yorl(^,  N.Y.  Consulting  Cardiologist,  Veterans  Adminis- 
tration Hospital,  Castle  Point,  N.Y.;  Assoeiate  Clinical 
Professor  of  Medicine,  Emeritus,  New  Yorl{  Medical 
College;  Past  President,  American  College  of  Sports 
Medicine. 


Functional  capacity  of  the  heart  and  blood  ves- 
.sel  system  has  long  been  a subject  of  special  in- 
terest and  importance  in  those  fields  of  endeavor 
where  physical  fitness  is  of  prime  necessity.  Since 
military  supremacy  is  chiefly  based  on  the  capacity 
to  withstand  continuous  physical  stress,  functional 
ability  of  the  cardiopulmonary  systems  has  been 
one  of  the  oldest  problems  in  human  activity. 
Brim  in  his  Medicine  and  the  Bible  says  that  re- 
gulated exercises  to  improve  breathing  and  physical 
stamina  was  well  recognized  in  the  armies  of  1240 
B.C.  Both  the  Greek  and  Roman  legions  under- 
stood the  significance  of  cardiovascular  physical 
fitness,  and  the  original  Olympiads  had  special 
contests  for  breath  holding,  vital  capacity,  and 
maximum  expiratory  pressure  — three  of  the  basic 
parameters  of  the  Cardio-Pulmonary  Index. 

The  practical  determination  of  functional  ca- 
pacity of  the  cardiopulmonary  systems  over  many 
centuries  was  a simple  procedure;  the  candidate 
for  examination  was  forced  to  perform  heavy  duty 
exercise  until  he  dropped  from  exhaustion.  From 
previous  experience  it  was  known  how  long  such 
work  could  be  performed  by  the  average  or  normal 
individual.  This  trial  by  experience  and  error  is 
said  to  have  been  in  vogue  in  the  German  Army 
up  to  the  time  of  Bismark.  The  development  of 
cardiology  over  the  past  half  century  has  provided 
better  methods  of  estimating  physical  fitness  of 
the  heart  and  pulmonary  systems;  with  the  advent 
of  a variety  of  instrumental  techniques  it  is  possible 
to  make  definitive  diagnoses  of  nearly  all  of  the 
structural  changes  present  in  any  given  patient. 
Pinpoint  pathology  is  the  rule  in  diagnostic  cardi- 
ology, and  the  smallest  lesions  can  be  indentified. 

Presented  at  the  Fifth  Postgraduate  Conference  on 
the  Medical  .Aspects  of  Sports,  at  tlie  University 
of  Rhode  Island,  Kingston,  Rhode  Island,  .August 
19,  1966, 


FUNCTIONAL  CAPACITY 

Determination  of  functional  capacity  is,  how- 
ever, less  well  understood;  of  more  recent  origin, 
the  standardization  of  procedures  is  still  a problem. 
The  situation  is  complicated  by  the  unfortunate 
lack  of  correlation  between  structural  change,  for 
e.xample,  in  the  heart  and  the  capacity  of  the  given 
heart  to  perform  work.  The  electrocardiogram  may 
be  taken  as  an  illustration  of  this  paratlox;  the 
EGG  is  perhaps  the  most  common  parameter  em- 
ployed in  the  instrumental  study  of  the  heart.  It 
has  long  been  recognized  by  cardiologists  that  in- 
dividuals with  more  or  less  grossly  abnormal  trac- 
ings may  enjoy  a high  level  of  functional  capacity; 
the  cardiac  athlete  demonstrates  this  finding.  On 
the  other  hand,  subjects  with  normal  EGG  tracings 
may  exhibit  very  poor  physical  fitness.  Sudden 
death  occurs  not  infrequently  in  patients  with 
normal  electrocardiograms. 

Clinical  cardiology  owes  much  to  sports  medi- 
cine; emphasis  on  what  the  heart  can  do  rather 
than  the  exclusive  attention  devoted  to  the  deter- 
mination of  the  specific  pathology  present  is  grad- 
usually  assuming  its  proper  role  in  heart  diseases. 
Some  of  this  change  in  thinking  is  due  to  the 
studies  made  on  athletes  who  are  known  to  have 
(Continued  on  next  page) 
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certain  cardiac  disabilities.  The  concept  of  the  car- 
diac athlete  has  done  much  to  change  the  tradi- 
tional postulates  concerning  disabilities  of  the 
heart,  particularly  in  the  younger  age  groups.  Only 
a decade  ago,  any  school  or  college  student  was 
labeled  a cardiac  upon  the  finding  of  certain  ab- 
normalities, the  chief  of  which  were  murmurs  of 
the  heart.  The  label  of  a cardiac  cripple  was  well 
known  to  previous  generations  of  physicians  and 
phj'sical  educators;  such  youngsters  were  forbidden 
to  engage  in  most  athletic  activities,  and  the  im- 
plications of  the  label  extended  far  into  their  social 
and  business  life.  Indeed,  it  was  considered  to  be 
a dangerous  practice  in  the  1920's  to  permit  them 
even  to  dance  or  play  running  games. 

With  this  in  mind  let  us  consider  methods  which 
may  be  employed  in  estimating  cardiovascular- 
pulmonary  ph\’sical  fitness.  The  number  of  para- 
meters available  for  testing  a given  individual  is 
limited  only  by  time  and  equipment;  the  Cureton 
group  utilizes  over  a 100  parameters.  The  Cardio- 
pulmonary Index,  to  be  described  here,  employs 
only  7 and  requires  only  the  working  ‘‘tools"  of 
the  average  physician  or  trained  ph\-sical  educator. 
These  are:  stethoscope,  blood  pressure  apparatus, 
vital  capacity  instrument,  and  a time  piece.  This 
contrasts  with  the  necessary  laboratory  facilities 
required  for  gas  and  blood  determinations  in  more 
sophisticated  procedures:  oxygen,  CO2,  and  other 
gas  analyses,  blood  sugar,  the  catecholamines,  lac- 
tic and  vanilmandelic  acids,  norepinephrine,  and 
other  products  of  muscle  metabolism  all  play  an 
important  part  in  the  study  of  physical  exercise 
and  the  estimation  of  physical  fitness. 

Xearly  all  functional  capacity  tests  are  calcu- 
lated from  the  data  obtained  in  three  stages  of 
the  exercise  tolerance  tests:  ( 1 ) befcre  the  test, 
(2)  directly  after  the  test,  and  (3)  after  a 5-minute 
resting  period.  Exercise  tolerance  tests  may  be  per- 
formed in  a number  of  methods  which  extend  from 
simple  stair  climbing  to  the  highlv  sophisticated 
procedures  involved  in  variable  inclined  treadmills. 
.\s  indicated  previously,  where  laboratories  with 
skilled  personnel  are  available  the  biochemical  data 
obtained  during  controlled  physical  e.xercise  present 
definitive  information  concerning  the  functional 
capacity  of  the  cardiopulmonary  system  in  any 
given  subject.  Unfortunately,  this  high  level  of 
clinical  examination  is  permitted  onlv  to  a rela- 
tively small  group  of  those  of  us  who  are  more  or 
less  vitally  interested  in  the  determination  of  func- 
tional capacity  in  large  numbers  of  individuals  who 
have  chosen  athletic  activities  as  a special  field  of 
endeavor. 

To  this  end  the  Daitz  Cardiovascular  Research 
Fund  in  1958  provided  a Special  Grant  (Xo.  58-4) 
for  the  study  of  simple  methods  in  the  determina- 
tion of  functional  capacity  of  the  heart  and  pul- 


monary systems.  The  intent  and  scope  of  the  grant 
was  to  provide  physicians,  physical  educators,  and 
team  coaches  with  procedures  requiring  a minimum 
of  equipment  and  mathematical  calculation.  It  was 
recognized  from  the  very  beginning  that  in  strip- 
ping down  functional  capacity  tests  to  an  irredu- 
cible minimal,  a certain  degree  of  accuracy  must 
be  lost,  but  it  was  believed  that  a wide  employ- 
ment of  field  tests,  compared  to  the  relatively  few 
e.xaminations  made  possible  by  the  more  scientific 
procedures,  warranted  a study  by  those  interested 
in  sports  medicine. 

The  committe  in  charge  of  Grant  Xo.  58-4,  after 
making  a careful  study  of  questionnaires  filled  out 
for  this  purpose,  decided  that  the  following  items 
were  the  basic  requirements  in  the  simple  estima- 
tion of  cardiovascular-pulmonary  physical  fitness: 

( 1 ) Parameters:  Pulse  rate,  blood  pressure, 
vital  capacity,  maximum  expiratory  pressure,  and 
maximum  inspiratory  breath  holding,  plus  the  age 
of  the  candidate  for  e.xamination. 

(2)  Equipment:  Blood  pressure  instrument, 
vital  capacity  apparatus,  and  a time  piece.  It  should 
be  noted  here  that  maximum  expiratory  pressure 
can  be  obtained  by  simple  removal  of  the  rubber 
bulb  on  the  blood  pressure  instrument;  with  a suit- 
able mouthpiece  taking  the  place  of  the  bulb,  ex- 
piratory pressure  is  easily  measured  in  mm.  Hg. 

(3)  Exercise  equipment:  Any  available  stair- 
way may  be  used.  The  height  of  the  steps  is  the 
onh’  factor  to  be  measured.  A modification  of  the 
Harvard  steps  formula  has  been  found  to  be  a 
simple  method  of  calculating  w'ork  performance 
where  the  subject’s  weight  multiplied  by  the  height 
in  feet  calculated  in  terms  of  foot-pounds  (ft.  pds.) 
represents  energy  expenditure.  For  comparative 
studies  of  athletes  and  patients  wdth  cardiac  dis- 
abilities a standard  of  5000  ft. /pds.  was  adopted; 
5000  ft.  /pds.  of  work  is  a minor  performance  for 
athletes.  In  field  studies  a 20,000  ft. /pds.  standard 
may  be  used. 

The  basic  formula  of  the  Cardio-Pulmonary 
Index  may  be  written  as 

VC+MBH+MEP+Age  n j-  o \ i j 

Cardio-Pulmonary  Index 

SP-tDP  + PR  Index) 

where 

VC  \’ital  capacity  in  100  ml.  units. 

MBH  Maximum  breath  holding  in  seconds 
!MEP  Maximum  expiratory  pressure  in  mm.  Hg. 

Age  In  years 

SP  Systolic  blood  pressure  in  mm.  Hg. 

DP  Diastolic  blood  pressure  in  mm.  Hg. 

PR  Pulse  rate  in  beats  per  minute. 

FIRST  STAGE  - ADYNAMIC 

For  example,  a 23  year  old  college  athlete  showed 
a vital  capacity  of  4400  ml;  a maximum  breath 
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holding  time  of  104  seconds;  a maximum  expira- 
tory pressure  of  127  mm.  Hg.;  a systolic  pressure 
of  138;  a diastolic  pressure  of  84;  and  a pulse 
rate  of  76  beats  per  minute.  The  C-P  Index  would 
thus  be: 

VC(44)-l-MBH(104)+MEP(127)-l-Age(23)  298 

“ “ 1.000  = C-P  Index 

SP(138)+DP(84)+PR(76)  298 

Another  23  year  old  normal  student,  not  inte- 
rested in  athletics  and  leading  a rather  sedentary 
life,  showed  a VC  of  3900;  a MBH  of  84;  a jMEI’ 
of  94;  SP  of  135;  DP  of  80;  and  a PR  of  78.  Thus 

VC(39)+MBH(84)-l-MEP(94)+Age(23)  240 

= = 0.820=C-P  Index 

SP(I35)-t-DP(80)-(-PR(78)  293 

Finally,  another  23  year  old  student  with  rheu- 
matic mitral  valvular  disease,  well  compensated, 
but  becoming  dyspneic  on  exertion,  showed  a VC 
of  2400;  MBH  of  52;  MEP  of  60;  SP  of  128;  DP 
of  64;  and  a PR  of  84.  Thus: 

VC(24)-f-MBH(52)+MEP(60)-l-Age(23)  159 


Dynamic  C-P  Index  thus  reflects  an  augmented 
differential  relationship  between  the  C-P  Index(.\) 
and  the  C-P  Index(D).  Small  changes  in  any  one 
of  the  parameters  produces  an  augmented  phase 
difference  which  because  of  its  amplitude  increases 
the  sensitivity  of  the  Index. 

Let  us  now  consider  the  data  obtained  from  the 
exercise  tolerance  test  in  the  second  student  who 
is  normal  but  non-athletic.  The  post-exercise  pa- 
rameter findings  showed: 

VC(30-l-MEP(70)-l-MBH(65)+Age(23)  188 

= = 0.580=C-P  Index  (D 

SP(144)+DP(82)+PR(90)  316 

Since  his  C-P  Index  (A)  was  0.820  this  represents 
a drop  of  0.240  (0.820—0.580=0.240)  or  29  per 
cent. 

The  third  student  with  a cardiac  di.sability 
showed  the  following  post-exercise  data: 
VC(12)+MEP(42)-l-MBH(20)+Age(23)  97 

=0.302=C-P  Index  (D 

SP(136)+DP(80)-I-PR(102)  318 


= — =o.528=C-P  Index  Since  his  C-P  Index  (A)  was  0.528  this  represents 


SP(128)+DP(52)-I-MEP(60)  240 

In  more  than  15,000  field  tests  it  has  been  shown 
that  nearly  all  well  conditioned  athletes  score  1.000 
and  above;  many  reach  a high  of  1.500.  The  high- 
est known  score  of  1.825  was  made  by  one  of  the 
1964  Olympic  contestants.  Non-athletic  but  nor- 
mal students  score  from  0.800  to  0.900.  This  stands 
in  marked  contrast  to  patients  with  more  or  less 
advanced  heart  disease  and  poor  physical  fitness 
where  scores  as  low  as  0.348  are  found  at  rest. 

SECOND  STAGE  - DYNAMIC 

The  SECOND  STAGE  of  the  Cardio-Pulmonary 
Exercise  Tolerance  test  is  performed  directly  after 
the  subject  has  completed  the  5,000  ft./pds.  of 
work.  The  6 variable  parameters  are  promptly  de- 
termined; the  age  factor,  of  course,  remains  un- 
changed. Let  us  take  the  first  individual,  the  23 
year  old  athlete;  the  C-P  Index  formula  became: 

VC(42)+MEP(120)-l-MBH(98)-l-Age(23)  283 

=0.915=C-P  Inde 

SP(144)-I-DP(86)+PR(80)  310 

Since  his  resting  or  Adynamic  C-P  Index  was  1.000 
this  represents  a drop  of  0.085  (1.000  — 0.915 
=0.085)  or  8.5  per  cent. 

It  will  be  noted  here  that  the  quantum  mathe- 
matical curve  of  lessened  functional  capacity  in 
terms  of  the  C-P  Index  follows  an  inverse  nu- 
merator-denominator relationship;  the  pulmonary 
parameters  become  smaller  while  the  cardiovascu- 
lar become  larger.  Vital  capacity,  maximum  expi- 
ratory pressure,  and  maximum  inspiratory  breath 
holding  tend  to  decrease  after  exercise;  the  age 
factor,  of  course,  remains  unchanged.  At  the  same 
time,  systolic  and  diastolic  blood  pressure,  and 
pulse  rate  increase.  The  exercise  C-P  Index  or 


a drop  of  0.226  (0.528 — 0.302=0.226)  or  43  per 
cent. 

Experience  in  clinic  and  field  tests  show  that 
well  conditioned  athletes  show  a drop  of  1 to  5 
per  cent;  in  certain  instances  there  has  been  no 
change  in  the  C-P  indices  and  in  a few  rare  cases 
there  has  been  an  actual  rise  in  the  C-P  Index(D). 

special  study  of  these  latter  subjects  Indicate 
that  after  exercise  their  vital  capacity  data  in- 
creases. On  the  other  hand,  non-athletic  but  nor- 
mal students  show  a drop  of  15  to  30  per  cent  in 
the  C-P  Index  (D).  Cardiac  patients  show  the 
greatest  drop  after  exercise;  this  usually  extends 
from  35  to  65  per  cent. 

THIRD  STAGE  - RESTORATION 
The  THIRD  STAGFi  of  the  C-P  Index  exercise 
tolerance  test  is  concerned  with  the  time  required 
to  restore  all  of  the  various  parameters  to  the  ori- 
ginal resting  data.  The  5-minute  resting  period 
(D)suggested  by  Doctor  R.  Burton  Opitz  of  Colum- 
bia Llniversity  has  been  employed  as  the  standard 
post-exercise  restoration  period.  As  a rule,  well 
conditioned  athletes  only  require  but  2 or  3 min- 
utes to  return  to  the  original  C-P  Indexf.^).  This 
third  C-P  Index  is  known  as  C-P  Index(R)  or  C-P 
Index  restored.  The  time  required  to  make  C-P 
Index(R)  equal  to  C-P  Indext.A)  is  the  post- 
exercise restoration  period.  It  becomes  increasingly 
more  important  as  this  period  is  prolonged  beyond 
the  5-minute  period. 

Normal  but  non-athletic  subjects  may  require 
the  entire  5-minute  restoration  period  while  pa- 
tients with  cardiac  disabilities  may  require  up  to 
10  minutes  or  longer.  There  is  usually  a linear  re- 
(Concluded  on  Page  737) 
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MEDICAL  ASPECTS  OF  SPORTS 

Highlights  of  Postgraduate  Conferences  Held  at  the  University  of 
Rhode  Island  Under  the  Joint  Sponsorship  of  the  University  and 
the  R.  I.  Medical  Society,  1963,  1964,  and  1965.  Abstracted  from 
Reports  of  Conferences  Published  by  the  Rystan  Company  in  its 
Publication  MEDICINE  IN  SPORTS 

Second  Postgraduate  Coiifereiiee — 1963 

RESTRICTION  FROM  CONTACT  SPORTS;  CARDIAC 
EVALUATION;  KNEE  AND  THIGH  INJURIES 

A.  A.  SA\  ASTAXO,  :M.D. 

Surgeon-in-Chief,  Department  Orthopedic  Surgery  and  Fractures;  Orthopedic 
Surgeon,  Department  of  Athletics,  University  of  Rhode  Island 


Competition  in  all  fields  of  athletics  should  be 
encouraged,  but  high  school  and  college  students 
must  be  carefully  screened  before  they  are  given 
unrestricted  permission  to  participate  in  contact 
sports.  Dr.  Savastano  of  the  University  of  Rhode 
Island,  an  orthopedic  surgeon,  reviewed  a number 
of  conditions  commonly  encountered  by  the  physi- 
cian who  examines  the  athlete  and  must  rule  on 
his  eligibility.  Ur.  Savastano's  recommendations 
follow; 

1 ) A person  who  lacks  one  of  any  of  the  paired 
organs  — eye,  kidney  or  testicle  — should  auto- 
matically be  disqualified  from  contact  sports.  Dr. 
Savastano  interjected;  ‘ I am  told  that  Tommy 
Thompson,  one  of  the  better-known  professional 
football  players,  engaged  in  the  sport  for  a consid- 
erable length  of  time  although  he  had  only  one  eye. 
I am  also  told  that  on  one  occasion  he  sustained 
a laceration  just  above  the  remaining  eye  which  at 
the  time  caused  him  no  little  concern.” 

2)  The  boy  with  ‘‘a  tendency  to  be  knocked 
out”  should  be  barred  from  contact  sports.  If  a 
boy  has  been  knocked  out  three  times  for  short 
periods,  he  may  be  a candidate  for  the  so-called 
“punchdrunk  athlete.”  One  lengthy  period  of  un- 
consciousness should  also  warrant  medical  disquali- 
fication. 

3)  Football  offers  an  excellent  chance  of  fur- 
ther injury  to  the  boy  with  a suspected  ruptured 
cervical  disc;  he  should  not  participate.  On  the 
other  hand,  wry  neck  ( torticollis ) does  not  appear 
to  be  a contraindication  for  contact  sports. 

4 ) .An  effective  shoulder  harness  is  available 
to  permit  a boy  who  suffers  from  recurrent  dislo- 
cation of  the  shoulder  to  play  contact  sports  with- 
out danger  of  re-dislocation.  Surgical  operations 
can  restore  “a  high  percentage”  of  these  cases  to 
full  activity. 

5)  Dr.  .Savastano  .sees  no  reason  to  bar  from 


college  athletics  boys  with  lateral  spine  curvature 
(scoliosis),  dorsal  round-backs  or  sway-backs.  He 
[xiints  out  that  by  the  time  the  boy  reaches  college 
growth  of  the  curvature  has  stopped.  Athletes  suf- 
fering from  active  disease  of  the  spine,  such  as 
tuberculosis  or  epiphysitis,  obviously  cannot  par- 
ticipate and  require  medical  treatment.  Eligibility 
of  a boy  with  sacralization  or  lumbarization  would 
depend  on  whether  or  not  the  vertebral  fusion 
produces  pain.  .Another  condition  requiring  indi- 
vidual evaluation  is  spondylolisthesis.  Third  or 
fourth  degree  spondylolisthesis,  with  or  without 
pain,  should  automatically  bar  the  athlete  from 
participation,  while  a first  or  second  degree  condi- 
tion without  pain  or  active  symptoms  might  not. 

6 ) X-ray  evidence  in  a college  boy  of  congenital 
dislocation  of  the  hip,  old  Legg-Perthes  disease  or 
old  slipped  femoral  epiphysis  would  be  a “sure” 
sign  that  later  on  the  boy  would  develop  pain  in 
the  hip.  However,  Dr.  Savastano  does  not  believe 
that  contact  sports  would  hasten  the  onset  of  pain, 
and  would  not  therefore  bar  the  boy  from  partici- 
pation. 

7 ) .Any  athlete  with  severely  torn  internal  or 
external  collateral  ligaments  with  gross  instability 
of  the  knee  should  be  eliminated  from  contact 
sports.  If,  however,  mild  to  moderate  instability 
can  be  externally  supported.  Dr.  Savastano  would 
allow  the  boy  to  continue  in  athletics.  He  would 
apply  the  same  criteria  to  injuries  of  the  internal 
semilunar  cartilages  or  the  cruciate  ligaments. 

8)  How  soon  can  a boy  play  after  having  an 
upper  respiratory  infection,  infectious  mononucle- 
osis, pneumonia  or  some  other  infectious  condition? 
The  athlete  must  “feel  strong,  well  and  have  the 
desire  to  return  to  contact  sports.”  He  must  also 
have  normal  blood  count,  sedimentation  rate  and 
return  of  pulse  after  exercise. 

The  “step  test"  of  Gallagher  and  Brouha  is  sug- 
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gested  for  determining  when  an  athlete  is  ready  to 
return  to  competition.  The  subject  steps  on  and  off 
an  18-inch  platform  thirty  times  a minute  for  four 
minutes.  Pulse  rate  is  taken  30  seconds,  1 minute, 
2 minutes  and  3 minutes  after  exercise,  and  the 
following  formula  is  applied: 


Duration  of  exercise  in  .seconds  x 100 

2 X sum  of  any  3 pulse  counts  in  recovery 

The  better  the  condition  of  the  individual,  the 
higher  the  index.  .'\n  index  of  6.S  or  less  indicates 
that  the  athlete  is  not  ready  to  return  to  activity. 

Vo'l.  3,  To.  4,  \’o.  1963 


EFFECT  OF  SPORTS  ON  CARDIAC  CONDITIONS 

S.  J.  P.  TURCO,  M.D. 

Director  of  Student  Health,  University  oj  Rhode  Island,  Kingston,  R.  /. 


There  seems  to  be  some  uncertainty  among  phy- 
sicians who  examine  athletes  as  to  the  effect  of 
sports  on  cardiac  condition.  First  of  all,  a normal 
heart  cannot  be  damaged  by  exercise.  Cardiac 
enlargement  may  occur  as  a result  of  continued 
exercise,  but  this  is  normal  and  represents  an  in- 
crease in  the  out-put  of  the  heart.  The  enlargement 
disappears  with  discontinuation  of  exercise.  Medi- 
cal research  has  failed  to  substantiate  the  existence 
of  the  cardiac  abnormality  known  as  “athlete’s 
heart.”  Nor  is  there  evidence  of  any  connection  be- 
tween participation  in  athletics  as  a youth  and 
coronary  artery  disease  in  later  life. 

Dr.  Turco  added  that  presence  of  heart  murmur 
does  not  necessarily  denote  an  abnormal  heart. 
Systolic  murmurs  at  the  base  of  the  heart  appear 
at  one  time  or  another  in  as  many  as  50%  of 
school-age  boys,  and  they  are  considered  functional 
and  not  organic.  Dr.  Turco  cautioned,  however. 


that  the  youth  with  a heart  murmur  .should  have 
a thorough  cardiac  investigation  to  determine  the 
reason  for  the  murmur. 

A history  of  rheumatic  fever  should  not  di.squali- 
fy  an  athlete  from  competition,  provided  that  no 
clinical  or  laboratory  evidence  indicates  the  con- 
dition is  active.  Such  conditions  as  mitral  stenosis, 
aortic  stenosis  and  cyanotic  congenital  heart  dis- 
ease, however,  may  be  seriously  aggravated  by  ex- 
ertion, and  are  automatic  grounds  for  disqualifica- 
tion from  competitive  athletics. 

Systolic  blood  pressure  more  than  140  mm,  or 
diastolic  pressure  more  than  90  mm,  represents 
hypertension.  However,  before  restricting  or  dis- 
qualifying a “hypertensive”  athlete,  repeated  ex- 
aminations should  be  made  to  establish  that  the 
hypertension  is  true  organic  disease  and  not  simply 
an  emotional  reaction  to  examination. 
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ARMS,  SHOULDERS,  AND  DECISIONS  ON  THE  FIELD 

JOHN  G.  PIERIK,  M.D. 

Assistant  Surgeon,  Department  oj  Orthopedic  Surgery  and  Fractures, 
Rhode  Island  Hospital,  Providence,  R.  I. 


It  must  be  remembered  that  we  are  dealing  with 
a super  type  of  patient,  usually  lads  who  will  co- 
operate and  work  so  as  to  give  us  a better  result 
than  the  average  civilian  person  would. 

In  a discussion  of  injuries  to  the  arm  and  shoul- 
der, Dr.  Pierik,  an  orthopedic  surgeon,  said  that 
an  injured  athlete  is  intensely  interested  in  regain- 
ing mobility  and  painless  function,  and  making  a 
quick  return  to  competition.  A non-athletic  girl 
sustaining  the  .same  injury  is  primarily  interested 
in  cosmetic  appearance.  Treatment  of  the  two  pa- 
tients may,  as  a result,  be  entirely  different. 

This  is  particularly  true  in  fractures  of  the  cla- 
vicle. Dr.  Pierik  cited  the  case  of  a depressed  com- 
minuted fracture  of  the  midportion  of  the  bone  in 
a high  school  wrestler.  The  injury  was  complicated 
by  the  presence  of  two  breaks  and  an  interposed 
fragment  of  bone. 


“Tm  sure  there  are  people  here  who  would  think 
this  should  be  treated  by  an  immediate  open  re- 
duction,” said  Dr.  Pierik.  “I  think  in  a young  ath- 
lete that  this  is  not  necessarily  so.”  He  stated  that 
these  fractures  usually  unite  within  three  to  four 
weeks,  that  nonunion  of  the  bone  in  a clo.sed  re- 
duction is  “quite  rare,”  and  that  the  highest  inci- 
dence of  complications  occurs  in  fractures  treated 
by  open  reduction  with  pin  fixationing.  “Again,” 
said  Dr.  Pierik,  “this  is  in  an  athlete  and  not  a 
slender  18-year-old  girl.” 

The  fracture  in  question  was  treated  in  the 
Emergency  Room.  The  boy,  with  “a'  fairly  large 
dose  of  Demerol,”®  lay  on  his  back,  his  arms  sag- 
ging back  over  the  table,  a sandbag  between  his 
shoulders.  By  manipulation  the  fractured  clavicle 
was  lined  up.  The  boy  was  admitted  to  the  hospital 
(Continued  on  next  page) 
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for  five  days’  immobilization  with  the  sandbag  be- 
tween his  shoulders.  X-rays  revealed  maintenance 
of  satisfactory  reduction.  On  ambulation  the  boy 
was  fitted  with  a snug  clavicular  ring  to  keep  the 
shoulders  back  and  the  fracture  in  alignment.  The 
bone  went  on  to  complete  union,  and  the  boy  was 
allowed  to  return  to  wrestling  eight  weeks  follow- 
ing injury.  “He  has  a lump  on  his  shoulder,”  said 
Dr.  Pierik,  “which  he  is  very  glad  to  accept.” 

Dislocation  of  the  inner  end  of  the  clavicle  is  an 
injury  which  should  normally  present  no  problems 
with  closed  reduction  — provided  it  is  an  outward 
or  anterior  dislocation.  The  only  complication  is  an 
infrequent  traumatic  arthritis  in  later  life,  which 
according  to  Dr.  Pierik  is  easily  controlled  by  ex- 
cision of  the  inner  1"  to  of  the  clavical. 

A depressed  or  posterior  dislocation  at  the  sterno- 
clavicular joint  is  less  common  and  much  more 
serious.  Dr.  Pierik  cautioned  that  open  reduction  of 
these  dislocations  may  be  a delicate  process,  calling 
for  the  presence  of  a thoracic  surgeon  because  of 
the  vital  structures  behind  the  sternum. 

Confusion  e.xists,  said  Dr.  Pierik,  between  a true 
dislocation  of  the  outer  end  of  the  clavicle,  and  a 
less  serious  separation  of  the  joint.  In  dislocation 
there  is  complete  disruption  of  the  continuity  of  the 
clavicle  and  the  acromion  process  of  the  scapula, 
with  rupture  of  the  conoid  and  trapezoid  ligaments. 
In  separation,  there  is  merely  a sprain  or  subluxa- 
tion, and  the  ligaments  are  intact.  Clinically,  the 
dislocation  is  diagnosed  by  the  appearance  of  a 
lump  at  the  acromioclavicular  joint  when  the  arm 
is  jnilled  downward,  and  this  is  confirmed  by  x-ray. 

The  acromioclavular  separation  is  treated  simply 
by  use  of  a sling,  use  of  an  icebag  for  24  hours, 
followed  bv  heat  and  gradual  mobilization.  The 
average  athlete  may  return  to  play  in  about  a week. 

Dr.  I’ierik  is  inclined  to  manage  dislocations  con- 
servatively, also — again  bearing  in  mind  that  the 
patient  is  an  athlete  who  does  not  object  to  the 
“bump”  on  his  shoulder  but  is  more  interested  in 
a strong  joint.  Rather  than  reducing  the  acromio- 
clavicu'ar  joint  and  transfixing  it  by  multiple  pins. 
Dr.  Pierik  has  obtained  better  results  by  leaving 


the  injury  alone,  protecting  the  shoulder  for  a week 
or  two  with  a sling,  and  use  of  heat  and  progressive 
exercises.  Long-term  follow-up  of  open  reduction 
cases  indicates  that  early  loss  of  motion  is  common, 
with  arthritis  in  the  acromioclavicular  joint,  and 
that  the  dislocation  may  recur  after  removal  of  the 
pins,  due  to  the  failure  of  the  conoid  and  trapezoid 
ligaments  to  repair  themselves  sufficiently. 

Dr.  Pierik  cautioned  against  “heroic,  on-the-field 
reduction”  of  a dislocated  humerus,  because  a frac- 
ture of  the  neck  of  the  bone  is  sometimes  caused 
by  the  same  force  which  dislocates  the  shoulder. 
Unless  a fracture  is  ruled  out  by  x-ray,  said  Dr. 
Pierik,  an  immediate  attempt  at  reduction  may  end 
up  “with  the  head  of  the  humerus  still  dislocated 
and  the  shaft  of  the  humerus  in  your  hand.”  Frac- 
tures of  the  neck  of  the  humerus,  not  uncommon 
in  13-to  15 -year-old-boys,  occur  in  the  epiphyseal 
or  growth  plate  of  the  bone. 

If  such  a fracture  is  well  separated  and  there  is 
no  continuity  to  the  bone.  Dr.  Pierik  suggests  one 
or  two  attempts  initially  at  closed  reduction  in  the 
operating  room.  If  satisfactory  reduction  cannot  be 
achieved,  open  reduction  is  then  indicated.  Accord- 
ing to  Dr.  Pierik,  the  alternative  of  prolonged  trac- 
tion with  a Thomas  splint,  with  the  arm  in  abduc- 
tion, is  “a  waste  of  time  and  does  no  good  at  all.” 

In  cases  of  dislocated  shoulder  without  fracture 
of  the  neck  of  the  humerus,  the  athlete  must  be  im- 
mobilized for  at  least  three  or  four  weeks  after 
closed  reduction.  The  greatest  cause  of  recurrent 
dislocation,  according  to  Dr.  Pierik,  is  lack  of  suf- 
ficient immobilization  of  the  arm  in  a Velpeau’s 
bandage  for  at  least  this  period. 

As  for  prevention  of  shoulder  injuries  in  football, 
Dr.  Pierik  said  that  conditioning  cannot  do  as  much 
to  protect  the  shoulder  girdle  as  it  can  the  knee 
joint.  Proper  fitting  of  shoulder  gear  in  football, 
hockey,  lacrosse  and  other  contact  sports  is  essen- 
tial, as  well  as  proper  blocking,  tackling  and  fall- 
ing techniques.  It  is  important  to  know  “how  to 
land,  get  up  and  get  off  the  ground  in  a hurry,”  as 
many  injuries  to  the  shoulder  joint  are  caused  by 
falling  directly  on  the  point  of  the  shoulder. 

Vo/.  4,  A^o.  4,  Ocf.  1964 


INJURIES  FROM  THE  VIEWPOINT  OF  THE  COACH  OR 

TRAINER 

FIRXEST  BIGGS,  Ph.D. 

//cad  Athletic  Trainer,  Ohio  State  University , Columbus,  Ohio 


While  the  first  aim  of  coach  or  trainer  should 
be  to  prevent  injury,  he  must  also  be  ready  to  make 
the  right  decision  on  the  field  when  accidents  oc- 
cur. If  the  team  physician  is  not  there,  said  Mr. 


Biggs,  practical  know-how  can  help  the  coach  or 
trainer  meet  the  situation: 

Know  the  athlete,  his  physical  condition,  his  re- 
action to  pain,  and  his  attitude  toward  the  game. 
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This  can  help  you  decide  how  important  the  injury 
is,  and  whether  the  player  must  be  removed  from 
the  game. 

If  you  think  the  boy  should  leave  the  game 
because  of  the  chance  of  further  injury,  be  decisive 
about  it.  ‘‘The  boy  cannot  play  at  half-speed,”  said 
Mr.  Biggs.  “There  is  no  such  thing  as  a half-speed 
athlete.” 

If  an  accident  occurs  on  the  field  do  not  let 
the  other  players  pull  the  injured  boy  to  his  feet. 
Send  them  back  to  their  huddle,  and  leave  the  hurt 
boy  where  he  is  until  the  potential  severity  of  the 
injury  is  determined. 

There  are  times  when  the  trainer  definitely  needs 
professional  help,  and  he  should  know  whom  to 
contact  in  case  of  emergencies.  Head  injuries,  par- 
ticularly involving  unconsciousness  or  irregular 
breathing;  spinal  injuries;  internal  injuries,  or 
whenever  there  has  been  a direct  contusion  to  the 
abdominal  or  kidney  areas  — these  require  im- 
mediate attention  by  a physician,  and  provision  of 
proper  means  of  transporting  the  boy  from  the  field. 

In  cases  where  the  injured  player  can  be  safely 
brought  to  his  feet  to  leave  the  field,  do  it  slowly, 
by  degrees.  Let  him  get  his  bearings  at  each  posi- 
tion until  he  is  upright  with  someone  supporting 
him  on  both  sides. 

There  are  some  “routine”  situations  where  the 
trainer  or  coach  can  recognize  what  has  happened. 


A fracture  of  the  til)ia,  close  to  the  surface  of  the 
skin,  is  self-evident,  while  a fracture  of  the  hume- 
rus reveals  itself  by  ‘‘false  motion”  on  internal  and 
external  rotation  of  the  arm,  without  any  shoulder 
movement.  The  false  motion  can  al.so  be  heard. 

In  ankle  injuries,  the  question  is  whether  to  let 
the  boy  walk  from  the  field.  Palpation  of  the  mal- 
leolar area  may  be  a guide  to  jxisslble  bone  involve- 
ment, and  another  clue  lies  in  the  location  of  pain: 
above  the  malleolus,  this  may  be  a fracture;  below 
the  malleolus,  it  may  be  a sprain. 

If  a boy  hurts  his  knee,  check  the  position  of 
the  foot  and  the  kneecap;  check  the  medial  and 
lateral  knee  ligaments,  both  in  extension  and  slight 
flexion;  check  for  normal  joint  motion.  Then,  said 
Mr.  Biggs,  “let  the  boy  cool  off  for  a short  time  and 
you  may  have  a truer  picture  of  the  injury.”  He 
explained  that  while  the  athlete  is  still  overheated 
he  may  suffer  no  discomfort  whatever  from  a se- 
vere knee  ligament  injury;  until  his  body  cools,  the 
only  clue  may  be  abnormal  range  of  motion. 

In  muscle  injuries  the  boy  himself  may  give  you 
the  answer.  Commonly  there  is  a feeling  of  snap- 
ping when  actual  separation  of  muscle  fibers  oc- 
curs. “This  boy  gets  a sensation  that  he  has  been 
kicked  or  hit,”  said  Mr.  Biggs.  “He  may  even  turn 
around  to  see  who  is  near  him  or  who  did  it.” 
Another  indication  of  muscle  separation  is  a depres- 
sion at  the  site  of  the  tear. 
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EYE  INJURIES  IN  SPORTS 

LINUS  A.  SHEEHAN,  M.D. 

Surgeon,  Department  of  Ophthalmology,  Rhode  Island  Hospital,  Providence,  R.I. 


If  an  athlete  is  knocked  unconscious  on  the  field 
watch  for  evidence  of  a dilated  pupil  in  one  eye. 
Be  sure  that  the  neurosurgeon  is  told  of  this,  for 
the  pupil  may  be  back  to  normal  by  the  time  the 
patient  gets  to  the  hospital. 

“I  think  probably  that’s  the  most  important  thing 
that  I have  to  say  today,”  said  Dr.  Sheehan,  an 
ophthalmologist,  of  this  valuable  localizing  sign  of 
brain  injury.  Another  diagnostic  clue  is  right  or 
left  deviation  of  the  eyes  in  an  unconcious  patient. 
Occasionally  an  irritated  brain  lesion  may  cause 
unconsciousness  in  an  athlete,  and  the  eyes  will 
deviate  away  from  the  involved  side  of  the  brain. 

Much  more  common  in  athletics  are  simple  sur- 
face injuries  to  the  eye,  from  fingers  or  elbows.  An 
abraded  cornea  may  be  extremely  painful,  but  Dr. 
Sheehan  warned  against  extended  use  of  an  anes- 
thetic agent.  With  relief  of  pain,  the  blink  reflex 
returns,  causing  further  abrasion  of  the  cornea.  He 
feels  it  is  permissible  to  have  a weak  anesthetic 


solution  ready  on  the  sidelines,  however,  for  use 
prior  to  examination. 

“Really  and  truly  the  only  problem  of  a corneal 
abrasion  is  the  infection  which  may  ensue  after- 
wards,” said  Dr.  Sheehan.  A simple  antibiotic 
should  be  used  for  three  or  four  days  after  the  eye 
is  white  and  asymptomatic. 

Perforating  wounds  of  the  eye  require  immediate 
hospitalization  in  the  care  of  a .specialist.  They  are 
recognized  by  disappearance  of  the  anterior  cham- 
ber between  cornea  and  iris  ( the  depth  between  the 
colored  and  clear  part  of  the  eye).  The  iris  appears 
right  up  against  the  cornea,  and  a portion  of  it  may 
protrude  through  the  laceration.  On  careful  palpa- 
tion of  the  closed  eye,  it  feels  markedly  softer 
than  the  uninjured  eye. 

A hazard  in  such  injuries  is  hemorrhage,  evi- 
denced by  blurred  vision  or  actual  appearance  of 
blood  in  the  lower  part  of  the  eye  on  examination 
(Continued  on  next  page) 
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with  a flashlight.  Bedrest  is  indicated,  with  both 
eyes  covered,  until  the  hemorrhage  is  resolved. 
Another  threat  in  these  injuries  is  secondary  hem- 
orrhage two  or  three  days  later.  The  eye  becomes 
rocky  hard,  with  a black  appearance,  and  may 
be  in  far  greater  danger  than  from  the  initial  bleed- 
ing in  the  anterior  chamber.  If  blood  is  not  evacu- 
ated. intraocular  pressure  may  cut  off  the  blood 
supply  of  the  optic  neiwe,  causing  blindness. 

.\n  eye  injury  which  is  becoming  more  common 
is  the  blow-out  fracture  of  the  orbit.  .\n  elbow  in 
the  eye  can  cause  a break  in  the  paper-thin  floor 
or  roof  of  the  orbit.  X-ray  does  not  always  reveal 
the  injury,  and  sometimes  it  escapes  notice  in  the 
extreme  ecchymosis  of  lids  and  conjunctiva.  A clue 
lies  in  the  position  of  the  eyeball;  is  it  on  the  same 
level  as  its  fellow? 


"If  it's  displaced  upward,”  said  Dr.  Sheehan, 
"it's  a neurosurgical  job  and  an  eyeman's  job.  If 
it's  displaced  downward,  it's  a nose  and  throat  man 
who  approaches  through  the  sinuses  and  elevates 
the  eye.” 

Detached  retinas  are  a continuing  hazard  in 
sports.  "I  have  had  the  misfortune  of  taking  care  of 
four  fighters  and  one  goalie  in  a hockey  league 
with  bilateral  detached  retinas,  all  blind  now,”  said 
Dr.  Sheehan.  ‘‘Looking  around  their  eyes  there  are 
hundreds  of  scars  where  they  either  caught  pucks 
or  fists  in  the  eyes  themselves.'’ 

Dr.  Sheehan  added,  however,  that  new  approach- 
es to  retinal  operations  have  raised  the  percentage 
of  cure  of  traumatic  retinal  detachments  from  25% 
fifteen  years  ago  to  a possible  60%  today. 
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INJURY  IN  SKIING 

ARTHUR  E.  ELLISOX,  M.D. 

(of  Williamstown,  Mass.) 
Consultant,  U.S.  Surgeon  General 


Release  bindings  on  skis  effectively  cut  down  in- 
juries in  male  skiers,  but  they  do  not  seem  to  offer 
the  same  protection  to  women. 

This  surprising  information  was  reported  by  Dr. 
Ellison,  an  orthopedic  surgeon,  who  conducted  a 
controlled  study  of  injuries  at  the  Mt.  Snow,  \’t.. 
ski  area.  The  survey  was  intended  to  show  “how 
those  people  who  get  hurt  differ  from  those  who  do 
not."  .\11  persons  receiving  medical  treatment  at 
Mt.  Snow  over  an  eight-day  period  were  inter- 
viewed, and  as  controls  every  fiftieth  person  among 
the  approximately  40.000  skiers  visiting  Mt.  Snow 
during  that  time  was  asked  a series  of  questions 
about  skiing  e.xperience  and  equipment  and  per- 
sonal history. 

The  study  indicated  a significantly  lower  inci- 
dence of  the  injuries  which  release  bindings  are  de- 
signed to  prevent  in  male  skiers  using  them  than 
in  males  with  non-release  bindings.  Xo  such  differ- 
ence appeared  among  women  skiers.  Dr.  Ellison  said 
that  perhaps  the  less  mechanically  minded  woman 
=kier  does  not  adjust  her  release  bindings  proper!}-. 
More  probably,  however,  the  failure  of  release  bind- 
ings to  release  is  due  to  the  lighter  build  of  women. 
“The  forces  required  to  disengage  ski  boots  from 
these  bindings  tended  to  exceed  the  injury  thresh- 


olds of  the  females,  but  not  those  of  the  males." 

In  the  Mt.  Snow  study  the  overall  injury  rate 
was  5.0  per  thousand  skiers,  close  to  the  percenta- 
ges reported  by  the  Xational  Ski  Patrol  and  by  Dr. 
John  Moritz  of  Sun  Valley,  Idaho.  Beginners  (21% 
of  the  population  of  the  slopes)  accounted  for  55% 
of  the  accidents,  and  the  most  accident-prone  of 
all  were  beginners  under  the  age  of  30.  Dr.  Ellison 
concludes  that  the  ‘‘degree  of  e.xpertise”  has  a vital 
effect  on  the  injury  rate  and  urges  pressure  on  all 
beginners  to  start  with  a few  lessons  in  ski  school. 
He  believes  that  mastery  of  the  snow  plow  turn 
alone  can  reduce  ski  injuries  by  one  third. 

Married  skiers  are  evidently  no  more  prudent 
than  their  single  opposite  numbers.  There  was  no 
statistical  difference  in  marital  status  between  tlie 
injured  group  and  the  control  skiers.  The  study 
also  indicated,  contrary  to  other  reports,  that  pre- 
vious injury  does  not  bring  with  it  a higher  acci- 
dent rate. 

One  of  Xew  England's  largest  ski  centers,  Mt. 
Snow  has  two  physicians  on  full  time  duty,  three 
nurses,  a surgery  for  lacerations,  x-ray  facilities 
and  a teaching  program  for  fourth-year  students 
at  Harvard  Medical  School. 

Vol.  5.  Xo.  2,  March  1965 


FURTHER  COMMENT  ON  SKI  INJURIES 

L.AWREXCE  CRAXE,  M.D. 

(of  Portland.  Maine) 

Surgeon  to  U.S.  Olympic  Ski  Team,  1964 

Dr.  Crane,  an  orthopedic  surgeon  who  attended  ‘‘If  we  can  teach  the  skier."  he  said,  “to  spend 
t'oe  1964  U.S.  Olympic  ski  team,  believes  that  pre-  ten  to  fifteen  minutes  a day  for  a month  or  two 
vention  is  the  best  cure  for  ski  injuries.  before  the  sea.son  doing  isometric  or  isontonic  ex- 
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ercises  ...  to  use  well  fitting  equipment  . . . and  slopes,  I’m  sure  that  skiing  injuries  can  be  dimin- 
to  practice  a certain  amount  of  courtesy  on  the  ished  greatly.’’ 

Vol.  5,  No.  2,  March  1965 

PROTECTIVE  GEAR  AND  FOOTBALL  INJURIES 

(lEORGE  A.  SNOOK,  M.l). 

(of  Amherst,  Mass.) 

Orthopedic  Surgeon,  University  oj  Massachusetts 


A football  shoulder  pad  which  is  perfectly  satis- 
factory for  shoulder  protection  may  cause  severe 
neck  injuries,  according  to  a five  year  study  at  the 
University  of  Massachusetts  and  Amherst  College. 

Lateral  flexion  injuries  which  can  produce  neuro- 
logical damage  and  permanent  arthritic  changes 
were  the  most  common  neck  injuries  observed  in 
the  study.  Dr.  Snook,  an  orthopedic  surgeon  at  the 
University  of  Massachusetts,  blamed  the  injuries 
on  the  so-called  ‘‘professional  type”  shoulder  pad, 
which  is  too  low  to  protect  the  neck  of  the  college 
or  high  school  football  player.  Professional  players, 
with  greater  ability  and  training,  may  escape  in- 
jury, but  college  athletes  need  higher  pads  for 
greater  protection. 


Dr.  Snook  demonstrated  that  without  any  shoul- 
der pad  an  athlete's  neck  Ilexes  laterally  through 
an  arc  of  40  to  42  degrees.  With  the  professional 
type  pad  the  arc  is  essentially  the  same,  and  no 
protection  is  provided  against  violent  lateral  flexion. 
He  then  showed  that  a higher  .shoulder  pad,  by 
impingement  between  pad  and  helmet,  effectively 
reduces  lateral  flexion  of  the  neck. 

Injury-prone  players  receive  additional  protection 
by  a rolled  felt  collar  attached  to  the  shoulder  pad. 
With  this  combination,  said  Dr.  Snook,  “we  have 
very  little  trouble.  Boys  appreciate  this  when  they 
learn  its  effectiveness.’’ 
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THE  KNEE  IN  SPORTS 

MARCUS  STEWART,  M.D. 

Orthopedic  Surgeon,  Campbell  Orthopedic  Clinic,  Memphis,  Tennessee; 
Professor,  University  of  Tennessee  Medical  School 


The  knee  is  the  most  important  joint  in  the  body 
for  the  athlete,  and  one  of  the  most  vulnerable.  Dr. 
Stewart  pointed  out  that  the  knee  is  devoid  of  bony 
support  and  is  held  to  gether  by  muscles  and  liga- 
ments only.  At  the  center  of  a long  lever,  both 
ends  of  which  may  be  fixed,  the  knee  is  subject  to 
great  strain  in  athletics. 

Proper  conditioning  is  vital  to  protect  the  knee 
and  to  return  it  to  action  following  injury.  Criticiz- 
ing his  own  profession  of  orthopedic  surgery.  Dr. 
Stewart  said,  ‘‘You  can’t  put  them  back  by  restor- 
ing their  anatomy  alone.  ...  It  is  dramatic  to  do  a 
surgical  procedure  ...  It  is  not  dramatic  to  take 
the  next  three  months  conditioning  the  musculature, 
ligaments  and  tissues  that  control  the  joint.  But 
this  is  just  as  important  as  the  surgery.” 

Dr.  Stewart  said  that  great  emphasis  is  often 
placed  on  exercise  of  the  quadriceps  in  rehabilita- 
tion of  a knee,  to  the  exclusion  of  the  hamstrings 
and  gastroc-soleus  muscles.  “If  you  don't  build  up 
all  three  groups,  you’re  not  going  to  have  a top 
athlete  after  an  injury  to  his  knee.” 

The  boy  with  genu  recurvatum,  or  knees  that 
bend  backward,  needs  special  consideration.  If  the 
joints  bend  more  than  10  degrees  from  a straight 
line,  the  boy  should  not  play  in  contact  sports.  A 
blow  on  his  knee  in  the  hyperextended  position 
could  dislocate  it  backwards,  rupturing  the  blood 


vessels.  If  the  latter  are  not  repaired  promptly, 
there  is  danger  of  losing  the  leg. 

In  this  connection.  Dr.  Stewart  had  a word  of 
advice  for  young  athletes  of  the  “awkward  age,” 
ten  to  fifteen  years:  keep  the  knees  (and  the  other 
joints  of  the  body)  in  a flexed  position  to  avoid 
being  hurt. 

“These  boys  don’t  respond,”  he  said.  “Their  re- 
flexes are  slow,  they  are  awkward,  they  run  down 
the  field  like  Ichabod  Crane  with  arms  swinging 
all  around.  Go  out  and  watch  the  pros.  You  never 
see  them  straddle  out.  They  are  in  tight,  in  a 
flexed  position.  . . 

The  so-called  “trick  knee”  refers  to  one  with  a 
torn  meniscus,  or  semilunar  cartilage.  The  injury 
occurs  when  the  knee  is  bearing  weight  and  is 
under  rotary  strain.  Trapped  between  femoral  and 
tibial  condyles,  the  meniscus  is  “cracked  open.” 
In  severe  tears,  there  is  effusion  of  blood  into  the 
joint,  with  severe  swelling  in  an  hour  or  two.  After 
24  hours.  Dr.  Stewart  said,  this  blood  “ought  to 
come  out.”  In  less  severe  cases,  swelling  occurs 
more  slowly,  from  inflammation  and  effusion  of 
joint  fluid,  causing  joint  stiffness. 

A positive  sign  of  a torn  meniscus  is  locking  of 
the  knee.  There  is  pain  on  hyperextension  of  the 
knee,  with  compression  of  the  meniscus  between 
(Continued  on  next  page) 
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the  two  bones.  An  old  tear  is  evidenced  by  the 
McMurray  sign:  the  knee,  when  flexed  and  exter- 
nally rotated,  then  internally  rotated  and  extended, 
produces  an  audible  click.  A knee  making  a ‘‘ixip- 
ping”  sound,  which  does  not  lock,  probably  has  a 
cyst  of  the  meniscus. 

Dr.  Stewart  said  that  most  transverse  or  preiph- 
eral  tears  of  the  meniscus  will  heal  with  conserva- 
tive treatment.  Longitudinal,  or  “bucket  handle,” 
tears  inside  the  meniscus  will  never  heal,  as  no 

Fourth  Postgraduate  Conference — 1965 


fibrous  tissue  is  present  to  regenerate  in  that  area. 
Such  cases  require  surgery. 

Athletes  get  along  well  after  surgical  removal  of 
the  meniscus.  However,  it  is  known  that  menisci 
tend  to  regenerate,  with  fibrous  tissue  growing  in 
from  the  periphery  of  the  joint  to  form  new  carti- 
lage. Dr.  Stewart  cited  instances  of  athletes  return- 
ing to  the  surgeon  two  to  five  years  after  removal 
of  the  meniscus,  with  identical  symptoms.  They 
had  formed  new  cartilage  and  torn  that.  “You  can't 
win,”  he  said. 
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THE  ROLE  OF  THE  INTERNIST 

FRANK  MERLIXO,  M.D. 

Physician,  Department  of  Medicine,  Rhode  Island  Hospital,  Providence,  R.  I. 


The  “external  athlete”  — the  one  who  gets  hurt 
and  has  orthopedic  or  surgical  problems  — is  an 
interesting  subject  for  writers  on  sports  medicine. 
The  athlete's  “innards,”  on  the  other  hand,  seem 
to  have  been  ignored.  Dr.  Herlino  said  there  is  a 
conspicuous  lack  of  publications  on  the  internist’s 
part  in  the  care  of  athletes.  His  role,  said  Dr.  ]Mer- 
lino,  is  primarily  one  of  prophylaxis,  the  recogni- 
tion of  medical  problems  which  may  be  a hazard  to 
participation  in  competitive  sports. 

Cardiovascular  disorders  represent  one  of  the 
most  important  of  these.  The  concept  of  the  “car- 
diac athlete”  is  a relatively  new  one,  said  Dr.  Mer- 
lino.  It  was  formerly  felt  that  any  cardiac  abnor- 
mality whatever  should  disqualify  the  athlete  from 
competition,  although  Dr.  ^lerlino  cited  examples 
of  an  Olympic  skier  who  was  a champion  despite  a 
piece  of  shrapnel  embedded  between  the  pericar- 
dium and  the  pulmonary  artery,  the  swimmer  who 
was  not  deterred  by  cyanotic  heart  disease,  and 
the  long-distance  runner  with  a large  aortic  an- 
eurysm. 

Proper  handling  of  cardiovascular  abnormalities 
lies  somewhere  between  these  extremes.  Dr.  IMer- 
lino  indicated.  Careful  evaluation  is  essential,  and 
since  the  cardiac  examination  is  largely  concerned 
with  heart  sounds,  it  should  be  performed  not  in 
the  noisy  atmosphere  of  the  locker  room,  but  pre- 
ferably in  the  quiet  of  the  team  physician's  or  fam- 
ily physician’s  office.  Recent  studies  of  compensa- 
tory physiologic  reactions  of  cardiac  patients  to 
improved  physical  fitness  indicate  that  actual  work- 
performance,  not  just  structural  diagnosis,  may  de- 
termine whether  the  boy  can  compete. 

Heat  murmur  is  common.  Apical  systolic  mur- 
murs may  be  found  in  40%  of  school-age  subjects, 
but  about  half  of  these  are  functional  and  not  dis- 
qualifying. Mitral  insufficiency,  the  most  common 
valvular  abnormality  in  high  school  and  college 


athletes,  may  be  difficult  to  differentiate,  however, 
from  an  innocent  murmur. 

.\  diastolic  murmur  denotes  organic  heart  disease, 
such  as  aortic  regurgitation  or  mitral  stenosis, 
which  are  second  only  to  mitral  insufficiency  in 
frequency.  While  serious  congenital  abnormalities 
are  usually  discovered  earlier  in  life,  an  asympto- 
matic atrial  septal  defect,  coarctation  of  the  aorta 
or  dextrocardia  is  occasionally  found  in  the  ath- 
lete’s cardiac  examination.  The  single  most  impor- 
tant finding  which  disqualifies  the  boy  from  sports 
is  cardiac  enlargement  of  significant  degree,  said 
Dr.  Merlino. 

Disturbances  in  cardiac  rhythm  are  also  fairly 
common  in  athletic  candidates,  and  generally  they 
are  not  disqualifying.  Sinus  tachycardia,  or  rapid 
pulse,  often  occurs  before  competition  and  disap- 
pears with  rest.  It  requires  study  if  constant,  hyper- 
thyroidism being  only  one  of  the  possible  causes. 
Paroxysmal  atrial  tachycardia,  paroxysmal  flutter 
and  paro.xysmal  atrial  fibrillation  are  usually  brief 
in  occurrence  and  self-limiting,  but  repeated  bouts 
may  require  therapy.  Premature  ventricular  con- 
tractions are  usually  related  to  gastrointestinal  up- 
set, psychosomatic  problems,  caffeine  or  cola  drinks 
and  in  such  cases  are  not  important.  Occasionally, 
they  may  be  precursors  to  serious  disturbances  of 
ventricular  rhythm. 

Elevated  blood  pressure  is  sometimes  difficult  to 
evaluate.  High  systolic  pressures  frequently  occur 
before  competition,  returning  to  normal  with  rest, 
and  some  well-conditioned  athletes  have  shown 
readings  as  high  as  200  to  240  mm.  of  mercury  fol- 
lowing violent  activity.  They  return  to  normal  with- 
in 15  or  20  minutes.  .■Xny  constant  systolic  pressure 
above  140  in  high  school  or  college  athletes  re- 
quires study.  Dr.  Merlino  cited  examinations  of 
candidates  for  the  Police  Athletic  League  of  Xew 
York  Golden  Gloves,  which  suggest  the  following 


MEDICAL  ASPECTS  OF  SPORTS 


733 


“normal”  ranges  for  systolic  pressures:  up  to  14 
years  of  age,  105  to  120;  from  15  to  21,  108  to 
128,  with  a “normal”  upper  limit  of  134. 

Diastolic  elevation  is  more  important.  Any  con- 
stant, resting  level  above  88  calls  for  study,  as  it 
may  be  a sign  of  subclinical  renal  disfunction.  Dan- 
ger lies  in  the  extra  load  imposed  on  kidney  func- 
tion by  anaerobic  muscle  activity  during  oxygen 
debt.  Any  boy  with  a renal  disorder  should  be 
disqualified  from  competitive  activity  and  switched 
to  such  sports  as  golf  or  bowling  with  lower  ana- 
erobic requirements. 

Dr.  Merlino  said  that  coronary  artery  disease  is 
not  a respecter  of  age,  and  that  any  chest  pains  in 
the  young  athlete  should  be  investigated. 

Diabetes  mellitus  is  not  necessarily  a disqualify- 
ing disease  in  the  athlete,  if  it  is  properly  controlled. 
The  “brittle  diabetic”  who  swings  from  insulin  re- 
action to  severe  acidosis,  however,  is  no  candidate 
for  stressful  situations  and  should  not  compete.  The 
coach  or  trainer  should  be  aware  that  a hypogly- 


cemic reaction  may  possibly  occur  even  in  the  well- 
controlled  diabetic,  and  the  diabetic  player  should 
prepare  for  the  stress  of  comiietition  with  increased 
ingestion  of  glucose. 

Hypethyroidism  is  freijuently  di.scovered  in  the 
preseason  e.xamination  and,  if  properly  controlled, 
need  not  prevent  participation.  Other  metabolic  dis- 
orders, such  as  hypothyroidism  or  .Addison’s  dis- 
ea.se,  are  rarely  encountered  by  the  team  jihysician. 
If  present  in  any  significant  degree,  the  patient  will 
probably  not  be  an  athletic  candidate  at  all. 

Urinalysis  should  be  part  of  every  examination 
of  the  athlete,  to  uncover  kidney  disease  that  might 
be  further  aggravated  by  contact  sports.  The  boy 
with  an  undescended  testicle  may  compete  if  the 
testicle  is  high  in  the  canal  or  in  the  abdomen,  but 
not  if  it  lies  over  the  pubic  ramus  where  it  may  be 
injured.  Dr.  Merlino  believes  that  the  boy  with  one 
testicle  — and  the  boy  with  one  kidney  or  one  eye 
— should  not  participate  in  contact  sjxirts. 
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LEGAL  IMPLICATIONS  IN  ATHLETICS 

DONALD  KINGSLEY,  LL.B. 

Commissioner,  Rhode  Island  State  Workmen’s  Compensation  Commission, 

Providence,  R.  I. 


An  injured  college  athlete  is  an  unlikely  candi- 
date for  Workmen’s  Compensation  benefits,  but 
such  claims  can  arise. 

In  a paper  on  the  legal  implications  of  athletic 
injuries,  Donald  Kingsley  cited  two  suits  against 
colleges,  both  upheld  by  state  supreme  court  judg- 
ments, in  which  athletes  recovered  damages  for 
injury  under  the  Workmen’s  Compensation  Law. 
One  was  a football  player  injured  in  the  sport  while 
attending  a Colorado  university  on  a football  schol- 
arship. His  scholarship  was  thereupon  revoked,  and 
the  athlete  sued,  claiming  that  in  offering  the  foot- 
ball scholarship  the  college  was  an  employer,  and 
in  playing  for  the  scholarship  he  was  an  employee. 
Most  schools  and  colleges  do  not  carry  workmen’s 
compensation  insurance  covering  such  claims,  Mr. 
Kingsley  said.  He  pointed  out,  however,  that  col- 
leges run  by  charitable  organizations  or  federal  or 
state  governments  are  immune  from  suits  by  stu- 
dents, unless  as  in  some  states  the  legislature  has 
specifically  revoked  that  immunity. 

A second  basis  on  which  injured  athletes  may 
sue  the  school  or  college  for  damages  is  negligence. 
Improper  safety  equipment  may  be  blamed  for  the 
injury,  or  insufficient  medical  attention  after  in- 
jury, or  absence  of  medical  personnel  from  the  field. 
The  usual  defense  against  such  lawsuits  is  the  the- 
ory that,  in  participating  in  the  sport,  the  athlete 
assumes  the  risk  of  injury  at  the  hands  of  his  team- 
mates or  opponents  — assuming  further  that  prop- 
er equipment  and  resonable  care  are  employed  to 
protect  the  athletes.  Mr.  Kingsley  cautioned  that 


application  of  this  theory  by  the  courts  is  variable. 
In  some  states  it  may  apply  to  one  sport  and  not 
another,  and  in  some  courts  there  appears  to  be  a 
trend  against  applying  it  at  all.  As  a result,  despite 
the  fact  that  colleges  provide  normal  medical  care 
free  of  charge  to  an  injured  athlete,  they  are  vul- 
nerable to  e.xpensive  damage  suits  for  causing  pain 
and' suffering,  or  impairment  of  future  earning  abil- 
ity of  the  injured  athlete  — unless  they  are  suit- 
ably protected  by  liability  insurance. 

Private  secondary  schools  are  in  the  same  posi- 
tion as  colleges,  while  in  the  case  of  public  high 
schools  the  defendant  is  the  municipality.  In  some 
states  the  latter  is  immune  from  suit. 

Mr.  Kingsley  pointed  out  that  in  several  states 
coaches,  trainers  or  physical  instructors  are  held 
personally  liable  if  a boy  is  injured  through  their 
negligence  — by  wrongly  sending  a boy  who  is  hurt 
back  into  the  game,  or  by  being  absent  from  the 
field  while  the  injury  might  have  been  prevented. 
According  to  Mr.  Kingsley,  in  New  York  State, 
California  and  some  of  the  middle  states,  there  have 
been  judgments  against  individuals  “from  $100,000 
and  up.”  Such  incidents  suggest  that  not  only 
schools  but  their  medical  and  athletic  staffs  should 
explore  the  question  of  adequate  liability  protection. 

Physicians,  too,  may  be  individually  liable  in  case 
of  athletic  injuries,  if  they  are  hired  by  the  school 
or  college  — even  if  they  are  not  paid  by  the  in- 
stitution for  their  services.  Negligence  by  a physi- 
cian means  malpractice,  however,  and  malpractice 
(Continued  on  next  page) 
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judgments  require  the  corroborating  testimony  of  has  occurred,  said  Mr.  Kingsley,  the  chances  are 
another  physician.  Unless  actual  gross  negligence  that  such  testimony  will  not  be  forthcoming. 
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xMANAGEMENT  OF  SHOULDER  INJURIES 

J.\CK  HUGHSTOX,  .M.D. 

(of  Columbus,  Georgia) 

Orthopedic  Consultant,  Auburn  University;  Chairman,  Medical  .Aspects  oj  Sports 


Committee,  Medical 

Fifteen  years  ago  many  coaches,  and  physicians 
too,  thought  that  a boy  who  underwent  surgery  for 
recurrent  dislocation  of  the  shoulder  would  never 
again  be  a good  competitive  athlete.  This  belief  has 
gone  by  the  board  now,  according  to  Dr.  Hughston, 
an  orthopedic  surgeon,  who  himself  can  be  credited 
with  returning  many  young  athletes  to  full  func- 
tional capacity  by  arthroplasty. 

Dr.  Hughston  repairs  the  shoulder  which  repeat- 
edly dislocates  by  a modified  Putti-Platt  operation. 
By  transplanting  the  subscapularis  tendon  laterally 
from  the  front  to  the  bicipital  groove  of  the  hu- 
merus, a sling  is  created  to  strengthen  the  joint; 
when  the  arm  is  raised,  the  subscapularis  muscle 
tightens  and  forces  the  humerous  back  into  the 
glenoid  cavity. 

Dr.  Hughston  says  this  procedure  retains  97% 
of  the  shoulder’s  original  function,  adding  that  he 
has  not  seen  any  instance  where  the  athlete's  arm 
has  been  restricted  in  abduction  and  external  ro- 
tation combined,  the  ‘‘position  of  real  function.” 
The  athlete  is  only  restricted  in  degree  of  external 
rotation  when  the  arm  is  down  at  the  side,  the  hu- 
merus adducted. 

Dr.  Hughston  said  emphatically  that  proper  func- 
tion following  this  or  any  other  joint  repair  will 
return  only  if  rehabilitation  is  unhurried.  .Attempts 
to  increase  range  of  motion  of  the  joint  forcibly 
will  only  undo  the  repair.  The  athlete  must  be  al- 
lowed to  do  this  gradually,  without  passive  resis- 
tance, and  if  rehabilitation  takes  several  months, 
said  Dr.  Hughston,  “that’s  all  right  with  me.” 

Improper  “mechanics”  on  the  part  of  the  foot- 
ball player  cause  a majority  of  dislocating  shoul- 
ders, according  to  Dr.  Hughston’s  review  of  a se- 
ries of  50  arthroplasties.  In  36  of  these,  initial 
dislocation  occurred  in  athletics.  Baseball  and  bas- 
ketball follow’ed  football  in  frequency  of  initial  dis- 
locations, and  more  occurred  in  high  school  than  in 
college  athletes.  Dr.  Hughston  blamed  the  practice 
in  football  of  reaching  ‘‘way  out”  with  the  forearm 
to  tackle  an  opponent  speeding  in  the  opposite  di- 
rection. On  impact  the  arm  is  drawn  back  and  an- 
teriorly dislocated.  Improper  falls  on  the  point  of 
the  shoulder,  rather  than  ducking  the  head  and 
rolling  over  onto  the  shoulder,  cause  many  disloca- 
tions, as  well  as  falling  onto  the  outstretched  hand 
or  elbow.  The  untrained  high  school  football  player 
is  most  guilty  of  these  errors. 
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In  Dr.  Hughston’s  series  of  arthroplasties,  the 
first  dislocation  spontaneously  reduced  in  12  of  the 
50  patients.  The  athletic  trainer  or  coach  reduced 
20  on  the  field.  A physician  reduced  13,  and  only  5 
were  reduced  under  general  anesthesia.  Of  these 
patients  who  required  eventual  surgical  repair,  35 
had  no  immobilization  following  their  first  disloca- 
tion, and  1 1 wore  a sling  for  one  to  three  weeks. 
Dr.  Hughston  himself  had  treated  the  remaining  4 
by  immobilizing  them  for  6 weeks  in  a plaster  Vel- 
peau s bandage.  This  method  of  holding  the  arm 
across  the  chest  in  adduction  and  internal  rotation 
is  his  usual  treatment  of  initial  dislocations,  and  it 
offers  an  excellent  chance  of  uncomplicated  healing, 
provided  there  is  no  defect  in  the  head  of  the 
humerus  or  the  cuff  of  the  glenoid  fossa  w'hich  will 
cause  redislocation  despite  immobilization.  Dr. 
Hughston  said  his  four  patients  had  such  defects, 
undetected  after  the  first  episode,  and  therefore 
eventually  required  the  subscapularis  transplant. 

Dr.  Hughston  feels  that  it  is  “all  right”  for  the 
coach  or  trainer  to  reduce  a dislocation  on  the  field. 
It  is  desirable  to  x-ray  the  joint  before  reduction, 
to  uncover  any  accompanying  fracture.  However, 
contrary  to  his  former  belief.  Dr.  Hughston  now 
feels  the  joint  may  be  reduced  on  the  spot  to  relieve 
the  boy’s  pain  and  decrease  resulting  trauma  to 
the  area.  This  is  permissable  if  the  traditional  Hip- 
pocratic method  of  reduction  is  used,  with  a straight 
pull  on  the  arm  to  avoid  twisting  or  tearing  of  blood 
vessels  or  nerves.  An  alternative  is  to  place  the 
athlete  on  the  training  table  face  down,  a pillow 
under  the  shoulder,  the  arm  hanging  straight  down 
with  a weight  in  the  hand.  In  four  or  five  minutes, 
said  Dr.  Hughston,  the  shoulder  should  “pop  into 
place.”  The  joint  should  be  .x-rayed  promptly  in  any 
case  to  show  possible  fracture  or  other  damage  to 
the  shoulder.  He  emphasized  that  the  x-ray  is  only 
an  aid  to  diagnosis,  the  important  factor  being  the 
intelligence  of  the  physician. 

Dr.  Hughston  said  that  an  axillary  view  x-ray  of 
a dislocation  (taken  from  below,  up  into  the  axilla) 
is  more  revealing  than  the  usual  anterior  view.  Pos- 
terior or  anterior  displacement  of  the  bone  will  also 
be  better  seen  in  a transthoracic  view  than  the  .AP 
view.  If  loose  bone  fragments  or  a fracture  of  the 
glenoid  cuff  are  visible  on  .x-ray,  the  shoulder  will 
probably  dislocate  again  and  require  eventual  sur- 
gery. Vol.  5,  A’o.  6,  Dec.  1965 


MEDICAL  ASPECTS  OF  SPORTS 

ATHLETIC  SCREENING  TESTS 

FRANK  WIECHEC 
(of  Pittsburgh,  Pa.) 
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At  the  start  of  the  athletic  season,  the  coach  as- 
sumes that  every  boy  reporting  for  team  practice 
has  passed  his  preseason  physical  examination  and 
is  ready  to  go.  The  squad  works  out  as  a group,  and 
there  is  little  time  for  individual  conditioning. 

This  can  be  a dangerous  situation,  according  to 
Frank  Wiechec  of  the  Department  of  Physical  Me- 
dicine at  Temple  University  and  former  athletic 
trainer  for  the  Philadelphia  Eagles  and  Phillies. 
Some  boys  may  have  hidden  residuals  of  old  in- 
juries not  evident  in  the  routine  physical  exam. 
Resulting  weakness  or  reduced  flexibility  make  the 
athlete  vulnerable  to  new  injury.  Others  may  report 
for  practice  overweight  and  in  poor  condition.  Rou 
tine  conditioning  may  not  be  enough  to  prepare 
them  for  competition. 

Mr.  Wiechec  suggested  “fitness  analysis”  or  ’’fit- 
ness screening”  as  one  approach  to  the  problem. 
This  consists  of  a set  of  simple  physical  tests  given 
by  coach,  trainer  or  phyical  education  teacher,  to 
assess  the  athlete’s  readiness  for  competition  and 
pinpoint  conditions  that  require  individual  condi- 
tioning or  rehabilitation.  Mr.  Wiechec  recommend- 
ed such  tests  as  “another  way  to  prevent  injuries.” 

The  screening  tests  are  given  at  the  start  and  at 
the  close  of  the  athletic  season.  The  first  test  of  a 
new  athlete  helps  the  coach  determine  his  assign- 
ment, on  the  basis  of  fitness  and  somatotype,  or 
body  build.  The  preseason  test  of  a returning  ath- 
lete brings  the  coach  up  to  date  on  his  progress,  or 
on  the  status  of  old  injuries.  It  helps  to  weed  out 
the  boys  who  need  special  conditioning,  so  that  the 
others  may  go  ahead  more  rapidly.  The  post-season 
test  helps  determine  the  fitness  or  rehabilitation 
programs  the  athletes  are  to  continue  on  their  own. 

The  tests  themselves  require  little  time  (a  de- 
monstration by  Mr.  Wiechec  took  approximately 
ten  minutes)  and  no  special  equipment.  The  ath- 
letes are  first  weighed  and  measured.  A common 
weakness  showing  up  at  this  time  in  football  can- 
didates is  a thin  neck.  They  measure  14”  or  15”, 
while  Mr.  Wiechec  feels  they  should  be  16”  to  18”, 
especially  in  linemen.  When  this  or  other  weakness- 


es such  as  tight  hamstring  muscles  or  weak  abdom- 
inals are  characteristic  of  the  squad  as  a whole, 
the  calisthencis  program  is  tailored  to  remedy  them. 

The  tests  are  performed  with  the  athlete  in  four 
positions  — lying  flat  on  his  back,  sitting,  lying 
prone  and  standing.  Strength  and  flexibility  of 
every  significant  joint  and  mu-scle  grouj)  is  evaluat- 
ed and  rated  on  a .scale  of  zero  (normal)  to  3 (very 
poor).  Old  injuries  are  found,  generally,  when  the 
involved  muscle  is  placed  on  a stretch  and  then 
made  to  contract  against  resistance.  Pain  or  sud- 
den weakness  will  show  up  in  areas  of  strain,  he- 
matoma or  contracture.  Where  such  evidence 
causes  a “very  poor”  strength  or  flexibility  rating 
of  a joint  or  muscle  group,  the  athlete  is  referred 
to  the  team  physician  or  family  physician  for  eval- 
uation and  rehabilitation.  In  the  case  of  minor  mus- 
cular weakness  or  restricted  range  of  motion,  ap- 
propriate exercises  to  strengthen  or  stretch  the  in- 
volved muscles,  or  supports  if  necessary,  are  pre- 
scribed. 

Areas  tested  are:  with  the  athlete  flat  on  his 
back,  strength  and  flexibility  of  shoulders,  exten- 
sors, abductors  and  rotator  muscles  of  arms,  and 
muscles  of  hips  and  abdomen.  iVIr.  Wiechec  em- 
phasized the  importance  in  all  sports  of  strong  ab- 
dominal muscles,  tested  here  by  situps  with  arms 
behind  the  head. 

In  the  seated  position,  groin  muscles  are  tested 
by  placing  the  soles  of  the  feet  together,  drawing 
up  the  knees  and  attempting  to  touch  the  table 
with  them.  An  athlete  with  a prior  groin  strain  will 
have  restricted  flexibility.  Knee,  ankle,  elbow,  wrist 
and  thumb  are  also  rated  in  this  position. 

Lying  on  his  stomach,  the  athlete  is  tested  for 
range  of  motion  and  strength  against  resistance  of 
quadriceps,  hamstrings  and  lower  back  muscles.  In 
a standing  position,  bending  forward  to  touch  the 
floor  reveals  tight  hamstrings.  Ankles  and  knees  are 
further  tested  while  standing. 

A screening  test  form  detailing  these  exercises  is 
available  from  Mr.  Wiechec. 
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There  are  three  common  trouble  spots  in  medical 
supervision  of  scholastic  athletics. 

Ur.  .'\gnelli,  school  physician  of  the  Westerly 
(R.I.)  public  school  system,  said  these  are  inade- 


quate physical  care  of  young  athletes,  dangerously 
sketchy  pre-season  physical  examinations,  and 
medico-legal  risks  the  team  physician  must  face. 
(Continued  on  next  page) 
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The  high  school  athlete  is  more  apt  to  be  injured 
than  his  older  brother  in  college,  and  ironically  he 
is  less  apt  to  receive  proper  medical  attention.  The 
school  athlete,  or  one  participating  in  midget  league 
competition,  is  meeting  new  pressures.  His  emo- 
tional immaturity  may  cause  a “do-or-die”  attitude 
a determination  to  play  even  if  he  is  hurt.  Pre-game 
stress,  more  intense  and  longer-lasting  than  in  the 
college  or  professional  athlete,  may  affect  the  scho- 
lastic player’s  judgment  and  coordination,  making 
him  prone  to  injury.  Hero-worship  may  be  a hazard 
to  the  young  athlete,  too.  Ur.  Agnelli  gave  an  ex- 
ample of  “the  fast  little  half-back”  who  affects 
the  low-cut  football  shoe  worn  by  a collegiate  play- 
er — but  without  the  protective  strapping  that  the 
older  player  knows  is  necessary.  Dr.  Agnelli  pointed 
out  that  resulting  ankle  or  knee  injuries  in  the 
growing  schoolboy  can  be  far  more  serious  than 
in  the  older,  physically  mature  player. 

Few  high  schools  (and  even  fewer  non-scholastic 
athletic  leagues)  are  properly  set  up  to  handle  this 
medical  responsibility.  In  the  absence  of  a qualified 
trainer,  high  school  coaches  are  expected  to  keep 
the  athlete  physically  fit,  in  addition  to  their  teach- 
ing and  coaching  duties.  The  coaches’  efforts  are 
admirable  but  not  always  adequate,  said  Dr.  Ag- 
nelli, and  they  should  have  professional  help  in 
conditioning  young  athletes. 

Many  high  schools  tend  to  shrug  off  the  problem 
by  pointing  to  the  team  physician.  Unfortunately, 
the  latter’s  services  may  consist  largely  of  being 
present  at  football  games  and  administering  first 
aid.  This  is  a good  start,  but  Dr.  Agnelli  pointed 
out  that  injuries  occur  in  practices  and  scrimmages, 
too. 

It  is  customary  for  the  school  or  team  physician 
to  perform  a preseason  physical  e.xamination.  While 
the  e.xaminations  may  satisfy  the  requirements  of 
the  school  insurance  plan,  Ur.  Agnelli  claims  they 
are  usually  insufficient  to  uncover  any  but  the  most 
glaring  defects  in  the  athletic  candidate.  The  team 
physician  is  forced  to  give  a hurried  examination, 
only  a week  a so  before  the  start  of  the  athletic 
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season,  in  a crowded  office  or  locker  room.  There 
is  no  opportunity  of  getting  a full  medical  history 
from  the  boy,  who  in  his  eagerness  to  make  the 
team  may  hide  a history  of  hepatitis  or  mononu- 
cleosis from  the  casual  e.xaminer. 

Dr.  Agnelli  said  the  first  responsibility  for  the 
young  athletic  candidate  lies  with  his  parents  and 
the  family  physician.  A rigid  physical  e.xamination 
should  be  performed  well  in  advance  of  the  athletic 
season,  and  the  results  transmitted  to  the  school 
physician  in  time  to  evaluate  his  fitness  for  com- 
petition. 

Dr.  Agnelli  pointed  out  that  the  team  physician, 
too,  faces  risks.  With  the  great  number  of  athletes 
engaged  in  high  school  competitive  athletics,  there 
is  a “rather  imposing”  incidence  of  injuries  which 
present  possible  medico-legal  problems.  He  cited 
a survey  indicating  that  one  out  of  five  competitive 
athletes  is  injured  at  some  point  in  his  high  school 
sports  career;  that  one  out  of  five  of  the  injured 
athletes  (or  4%  of  total  participants)  suffers  a frac- 
ture; and  that  one  out  three  of  the  injuries  is 
either  a fracture,  a concussion  or  an  internal  injury. 

The  team  physician  is  therefore  open  to  law  suits 
for  malpractice  from  many  quarters.  The  statute  of 
limitations  for  such  suits  is  seven  years,  but  in  the 
case  of  a minor  this  runs  for  seven  years  from  the 
age  of  twenty-one.  The  physician  is  liable  regard- 
less of  whether  or  not  he  is  paid  for  his  services. 
Dr.  Agnelli  said  that  the  school  is  not  obligated  to 
defend  its  team  physician  if  he  is  sued  for  malprac- 
tice and  may,  in  fact,  sue  him  in  turn  for  recovery 
of  legal  fees,  settlements  or  judgments  due  to  his 
negligence.  The  physician  must  rely  on  his  own 
liability  insurance.  Dr.  Agnelli  warned. 

He  urged  any  team  physician  to  obtain  written 
permission  from  parents  or  legal  guardian  if  he  is 
called  upon  to  give  more  than  first  aid  treatment 
to  an  injured  athlete.  While  this  is  probably  rela- 
tively easy  in  the  case  of  a member  of  the  home 
team,  an  injury  to  a member  of  a visiting  squad 
may  be  something  else.  Dr.  Agnelli  said  that  the 
rule  should  nevertheless  apply. 
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THE  ESTIMATION  OF  CARDIO- 
VASCULAR PHYSICAL  FITNESS 

('Concluded  from  Page  725) 

lationship  between  the  drop  in  the  C-P  Index(I)) 
and  the  length  of  the  restoration  period,  the  general 
rule  being  that  the  greater  the  drop  the  longer  will 
be  the  restoration  or  recovery  period.  Within  this 
context  restoration  and  recovery  are  synonymous 
terms  but  there  has  been  a tendency  among  inves- 
tigators in  this  field  to  use  the  term  restoration  in 
relation  to  normal  subjects  and  to  reserve  the  term 
recovery  for  cardiac  patients. 

SUMMARY  AND  COMMENT 
The  need  for  a simple  method  of  estimating 
physical  fitness  of  the  cardiovascular-pulmonary 
system  has  been  recognized  by  physicians,  physi- 
cal educators,  and  team  coaches.  The  importance 
of  anaerobic  muscle  metabolism  in  the  production 
of  oxygen  debt  has  long  been  a study  in  the  physi- 
ology of  exercise.  Insofar  as  a high  level  of  physical 
fitness  is  dependent  upon  the  ability  to  endure 
oxygen  debt  the  factors  of  circulation  and  venti- 
lation assume  a practical  importance  in  all  athletic 
activity.  The  investigation  of  these  factors  has  and 


is  occupying  the  attention  of  many  authoritative 
research  groups;  at  high  scientific  level  well 
ecjuipped  laboratory  facilities  and  trained  per.son- 
nel  are  required  to  estimate  functional  ca[)acity 
of  the  cardiovascular-pulmonary  system  in  any 
given  individual.  At  the  moment  such  opportunities 
for  sports  medicine  investigation  are  very  limited 
in  comparison  with  the  huge  number  of  instances 
where  such  examinations  are  im|)ortant  in  the  daily 
work  of  those  interested  in  athletes  and  physical 
education  in  general.  To  this  end  a sinijde  corre- 
lation formula  has  been  discovered  which  employs 
only  7 easily  obtained  cardiova.scular  parameters. 
The  equipment  necessary  has  been  stripped  down 
to  the  ordinary  working  “tools’’  used  for  physical 
examination.  The  Cardio-Pulmonary  Index  at  rest, 
after  an  exerci.se  tolerance  test,  and  after  a resting 
period  may  give  informative  data  of  considerable 
importance.  The  C-P  Index  is  not  intended  to  sub- 
stitute for  scientific  methods  where  available  but 
on  the  field  and  in  clinics  where  a quick  and  ap- 
proximate determination  of  the  physical  fitness  of 
the  cardiovascular-pulmonary  system  is  desirable, 
the  C-P  Index  is  recommended. 


DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  m.d. 


1.  On  side  of  neck,  a scaly,  pink,  oval  spot,  the  longer  2.  Round,  concentric,  whitish-redd.sh  rings  deve  oping 

axis  following  the  lines  of  cleavage.  Duration:  one  progressively  and  concentricaUy  from  a central  spot, 

week  or  two.  Moderately  itching.  Duration:  two  or  three  months.  Moderately  itchmg. 
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CURRENT  MANAGEMENT  OF  BLUNT  LIVER  TRAUMA 

Increased  Use  of  Liver  Resection  Among  Measures  Which 
Have  Reduced  Mortality 

STEPHEN  J.  HOYE,  M.D. 


The  Author.  Stephen  J.  Hoye,  M.D.,  of  Pawtucket,  R.L 
Surgeon-in-Chief,  The  Memorial  Hosptial,  Pawtucket, 
Rhode  Island. 


INTRODUCTION 

Apparently,  ever  since  the  days  of  Hippocrates, 
the  lethality  of  liver  trauma  has  been  recognized, 
as  he  is  purported  to  have  said;  ‘‘A  severe  wound 
of  the  liver  is  deadly.” 

The  incidence  of  liver  trauma  is  increasing  each 
year.  This  is  especially  true  regarding  blunt  trauma 
to  the  liver  since  more  than  4,000,000  people  in  the 
United  States  are  involved  in  automobile  accidents 
each  year.  Many  of  these  injuries  are  abdominal 
injuries,  and  some  15-20  per  cent  of  abdominal 
injuries  involve  trauma  to  the  liver.  Thus,  in  a 
recent  series  the  car  was  responsible  for  80  per  cent 
of  the  blunt  liver  injuries. 

Although  the  mortality  rate  of  penerating 
wounds  of  the  liver  has  progressively  declined  from 
a reported  70  per  cent  in  1939  to  around  20  per 
cent  in  1955,  the  mortality  rate  of  nonpenetrating 
injury  causing  rupture  of  the  liver  remains  around 
75  per  cent  and  has  not  been  affected  by  the  advent 
of  antibiotics,  transfusions,  or  other  technical  ad- 
juvants to  upper  abdominal  surgery. 

The  problem  is  one  of  extensive  maceration  of 
hepatic  tissue,  secondary  to  multiple  radiating  frac- 
tures crossing  interlobar  lines  and  often  extending 
deep  into  the  hilar  region  to  involve  large  blood 
vessels  and  biliary  radicals.  Control  of  hemorrhage 
and  bile  leakage,  both  primary  and  delayed,  is  the 
problem  of  the  surgeon,  and,  from  the  many  meth- 
ods described  in  the  literature  to  accomplish  these 
goals  none  has  been  found  to  be  entirely  accept- 
able. 

REPORT  OF  MEMORIAL  HOSPITAL  SERIES 

In  view  of  the  magnitude  and  importance  of  the 
problem,  a series  of  blunt  liver  trauma  cases  seen 
at  a typical  community  hospital  of  300  beds  was 
reviewed. 

During  the  past  two  years  (January  1,  1963  to 
January  1,  1965)  seven  cases  of  blunt  liver  trauma 
have  been  seen  and  treated  with  a 29  per  cent  mor- 
tality. The  etiology  of  the  blunt  liver  trauma  was 
typical  of  the  recent  .series,  a car  being  involved 
in  71  per  cent  of  the  cases.  Six  of  the  seven  cases 
were  subjected  to  surgery  with  one  death  for  a 16 
per  cent  operative  mortality.  Of  the  six  operative 


cases,  two  were  treated  by  lobectomy,  two  by  sutur- 
ing, and  two  by  hemostatic  packing. 

REPRESENTATIVE  CASES 

The  first  case  history  (PMH  48)  is  a 20-year- 
old  female  who  was  involved  in  a car  to  car  acci- 
dent and  brought  to  the  Emergency  Department 
in  shock.  Positive  physical  findings  were  limited  to 
the  abdomen  which  showed  diffuse  rigidity.  Ad- 
mission hematocrit  was  29  per  cent.  Peritoneal  tap 
in  the  right  flank  was  positive  for  gross  blood. 
After  brief  resuscitation  which  could  not  be  main- 
tained, she  was  taken  to  the  Operating  Room  where 
almost  complete  amputation  of  the  left  lobe  of 
of  the  liver  was  found.  After  several  attempts  to 
suture  and  pack,  and  a brief  period  of  cardiac  ar- 
rest, a partial  left  lobectomy  was  carried  out  and 
large  “hose”  drains  were  left.  Postoperatively, 
there  was  a large  volume  of  biliary  drainage  for  a 
prolonged  period,  but  eventually  she  was  discharged 
on  the  thirty-second  postoperative  day.  Considering 
the  volume  of  drainage,  she  almost  certainly  would 
have  had  subphrenic  accumulation  if  Penrose  drains 
had  been  used. 

The  second  case  (PMH600)  was  an  8-year-old 
boy  who  sustained  typical  fender  trauma  to  the 
right  abdomen  and  was  brought  to  the  Emergency 
Department  in  shock.  Physical  examination  showed 
severe  right-sided  abdominal  spasm;  peritoneal  tap 
yielded  gross  blood  from  the  right  abdomen.  He 
was  taken  to  the  Operating  Room  while  in  the 
process  of  resuscitation.  \ large  deep  laceration  of 
the  apex  of  the  right  hepatic  lobe  was  found.  After 
several  attempts  at  suturing  and  packing  with  he- 
mostatic agents,  the  patient’s  condition  was  so 
precarious  that  a right  lobectomy  was  decided 
against,  and  a large  gauze  pack  provided  hemo- 
stasis. After  forty-eight  hours  of  stabilization,  the 
packing  was  removed  under  direct  vision,  with 
preparation  to  perform  a right  lobectomy  if  neces- 
sary. However,  hemostasis  was  maintained,  and 
large  sump  drain  was  introduced.  Prolonged  biliary 
drainage  and  right  pleural  effusion  were  the  only 
postoperative  morbid  signs.  The  patient  was  dis- 
charged on  the  twenty-seventh  postoperative  day. 

CHANGING  CONCEPTS  IN  OPERATIVE  CRAFT 
A.  Diagnosis.  The  early  use  of  diagnostic  peri- 
toneal tap  in  all  cases  as  recommended  by  several 
authors  recently  was  very  useful  in  early  decision 
for  laparotomy  in  cases  which  might  have  been 
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observed  for  several  hours.  Rives  reported  a large 
series  of  abdominal  paracentesis  from  his  recent 
study  of  blunt  abdominal  trauma  at  Charity  Hos- 
pital in  New  Orleans  with  an  accuracy  rate  of  94 
per  cent.  The  ease  of  2 or  4 quadrant  peritoneal 
tap  with  a Xo.  18  needle  is  valuable  if  positive.  If 
negative,  it  is  ignored  in  weighing  the  decision  to 
operate. 

B.  Lobe  Resection.  The  severely  shattered  liver 
is  a most  difficult  wound  to  treat  since  it  is  difficult 
or  impossible  to  suture  such  complex  injuries.  In 
the  past  it  was  the  custom  to  insert  quantities  of 
gauze  packing  into  the  wound  to  attempt  to  con- 
trol bleeding.  Frequently  this  did  not  control  the 
hemorrhage,  or  if  it  did  fatal  hemorrhage  often  re- 
occurred when  the  pads  were  removed. 

More  frequent  use  of  resections  in  handling  se- 
verely traumatized  livers  has  been  recommended 
by  Byrd  and  McAfee,^  Longmire,^  and  others.  By 
resecting  the  injured  lobe,  one  obtains  accurate 
control  of  the  hemorrhage,  removes  the  devitalized 
liver  tissue,  and  therefore,  reduces  the  probability 
of  continued  or  recurring  hemorrhage  or  the  for- 
mation of  abscess  and  biliary  fistulae.  Langenbuch^ 
performed  the  first  partial  lobectomy  of  the  liver 
for  neoplasm  in  1887,  but  it  has  only  been  re- 
cently that  the  techniques  learned  in  resections  for 
neoplasms  have  been  applied  in  trauma. 

Adequate  exposure  is  obtained  by  taking  down 
the  triangular  ligament  to  the  diaphragm  so  that 
the  liver  may  be  pulled  down,  or  by  extending  a 
midline  incision  into  the  chest  across  the  costo- 
chondral junction  of  the  seventh  or  eighth  inter- 
space and  dividing  the  diaphragm.  Hemorrhage 
may  be  controlled  by  a temporary  gauze  pack,  or, 
as  first  suggested  by  Pringle,  by  occluding  the 
vessels  in  the  portal  triad  at  the  foramen  of  Wins- 
low for  no  more  than  15  minutes  at  a time,  by 
means  of  the  fingers  or  a rubber-shod  clamp.  If 
necessary,  this  period  of  afferent  occlusion  can  be 
extended  to  57  minutes  with  hypothermia.  If  it 
seems  necessary  to  remove  a total  lobe  and  if 
hemorrhage  has  been  adequately  controlled  by  the 
measures  described,  then  the  individual  vessels  and 
hepatic  duct  going  to  the  involved  lobe  are  dis- 
sected out  and  individually  ligated  as  in  elective 
hepatic  resection.  However,  with  extensive  shatter- 
ing, or  continuing  hemorrhage,  or  with  sublobar 
resection,  it  has  been  found  more  expeditious  to 
proceed  immediately  to  placement  of  mattress  su- 
tures and  resection  of  the  liver  rather  than  to  carry 
out  tedious  dissection  of  the  hilum. 

The  newer  surgical-anatomical  concepts,  as  origi- 
nally set  forth  by  Healey'*  in  1954  and  modified  by 
Braasch^  in  1958,  facilitate  lobar  resection  by  de- 
lineating the  vascular  distribution  in  relation  to 
surface  landmarks. 
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The  line  of  re.section  for  the  right  lobe  passes 
from  the  right  margin  of  the  gallbladder  fossa  to 
a point  approximately  2 cm.  to  the  right  of  the 
vena  cava. 

The  line  of  resection  for  the  left  lobe  runs  near 
the  left  margin  of  the  gallbladder  fossa  to  a point 
approximately  2 cm.  to  the  left  of  the  vena  cava. 
The  middle  hepatic  vein  lies  between  the  right  and 
left  hepatic  lobes,  lying  in  the  plane  through  the 
center  of  the  gallbladder  fossa  to  the  vena  cava. 
By  incising  the  liver  on  one  side  or  the  other  of 
the  vein,  the  lobar  resections  may  be  carried  out 
in  anatomical  fashion. 

In  subtotal  resection  of  the  left  lobe,  the  line  of 
resection  should  be  about  3 cm.  to  the  left  or  right 
of  the  falciform  ligament,  since  the  left  branches 
of  the  hepatic  artery,  portal  vein,  and  hepatic 
ducts  are  all  deep  in  this  groove. 

After  the  line  of  resection  has  been  chosen,  a 
row  of  interlocking  No.  1 chromic  catgut  mattress 
sutures  swedged  on  a long  tapered  needle  is  placed 
deeply  parallel  to  the  line  of  resection  and  1.5  cm. 
away  from  it.  After  another  row  is  placed  opposite 
to  this  the  liver  is  divided,  either  sharply  or  bluntly, 
and  the  vessels  ligated  individually  where  possible. 
C.  Drainage.  Since  the  high  morbidity  rates  re- 
ported are  mostly  attributable  to  accumulations  of 
blood  and  bile,  adequate  postoperative  drainage  is 
most  important. 

In  a recent  report  from  Kings  County  Hospital,® 
the  authors  concluded,  “Almost  all  of  the  intra- 
abdominal complications  were  associated  with  in- 
adequate drainage  of  the  wounds  of  the  liver.” 

1.  It  has  been  suggested  by  Longmire^  that  a 
T-tube  might  be  placed  in  the  common  duct  fol- 
lowing resection.  This  allows  decompression  of  the 
biliary  tree  and  therefore  less  bile  leakage  from  the 
raw  surface  of  the  liver.  In  children,  cholecystos- 
tomy  is  to  be  preferred  as  there  is  less  chance  of 
common  duct  damage. 

2.  Multiple  Penrose  or  soft  rubber  drains  are 
brought  out  through  an  adequate  dependent  drain- 
age incision  placed  subcostally  in  the  anterior  or 
mid-axillary  line.  When  passive  gravity  drainage 
with  drains  may  not  be  satisfactory,  the  use  of 
“sump”  drains,  such  as  a Chaffin  or  Byers  drain, 
helps  to  prevent  the  accumulation  of  liquid.  A 
simple  sump  drain  can  be  made  quickly  by  cutting 
the  balloon  end  from  a large  Foley  catheter. 

CONCLUSIONS 

1.  The  present  study  of  seven  cases  of  blunt  liver 
trauma  treated  in  a community  hospital  over  the 
past  two  years  with  a 16  per  cent  operative  mor- 
tality illustrates  the  application  of  changing  con- 
cepts in  the  management  of  blunt  liver  injury. 

2.  Emphasis  is  placed  upon:  a)  The  preopera- 

(Conclucled  on  Page  741") 
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HEPATOMA  WITH  RUPTURE  AND  HEMORRHAGE 

Acute  Occult  Blood  Loss  and  Abdominal  Pain  in  Probable 
Cirrhotic  Suggests  Diagnosis 

CHARLES  L.  HOPPER,  M.D. 


The  Author.  Charles  L.  Hopper,  M.D.,  oj  Newport, 
R.I.  Assistant  Surgeon,  Xewport  Hospital. 

Recent  e.xperience  with  a case  of  massive  intra- 
peritoneal  hemorrhage  due  to  rupture  of  a primary 
hepatoma  prompts  this  report.  This  problem  has 
been  reported  with  increasing  frequency  in  recent 
years.  In  1949  only  13  such  cases  could  be  culled 
from  the  literature  by  Specter  and  Chodoff.*  Gib- 
bon and  Bell-  in  1963  added  6 more  cases,  report- 
ing one  of  their  own.  Yen^  in  1964  reported  rupture 
of  a primary  hepatic  carcinoma  in  a pregnant  fe- 
male. the  first  such  case  recorded.  In  1964  Castle- 
man^  recorded  3 further  cases  of  hemorrhage  due 
to  rupture  of  an  hepatoma.  The  largest  series  to 
date  was  recorded  by  Ong  et  al.^  in  1965  from  an 
Oriental  population  in  South  China.  He  reported 
20  cases  in  a 3 year  span,  1960  to  1963.  Storment 
et  al.®  added  3 cases  in  1965,  a total  of  46  re- 
ported cases. 

CASE  REPORT 

JLV — XH  81532  was  a 74-year-old  white  male 
admitted  to  the  hospital  12T2/65  with  a chief 
complaint  of  abdominal  pain  present  for  appro.xi- 
mately  six  days  and  very  much  worse  on  the  day 
day  of  admission.  Prior  to  the  onset  of  pain  the 
patient  had  fallen,  and  a dog  had  jumped  on  his 
abdomen  while  he  was  supine.  The  patient  denied 
any  alcoholic  intake  or  episodes  of  jaundice.  X'o 
history  of  serious  illness  or  major  operation  was 
obtained. 

The  patient  was  a well  developed  and  nourished 
elderly  white  male  in  mild  distress.  Vital  signs  were 
normal.  The  abdomen  was  slightly  distended  with 
tenderness  and  rebound  tenderness  in  the  right 
lower  quadrant.  There  was  an  easily  reducible 
right  inguinal  hernia. 

The  white  blood  cell  count  was  8,000  with  89 
per  cent  neutrophils.  The  hemoglobin  was  10 
grams,  and  the  hematocrit  31  per  cent. 

Exploratory  laparatomy  was  done  the  day  of 
admission.  The  abdomen  was  filled  withabout  4-5 
liters  of  bloody  fluid  which  was  aspirated.  The  pa- 
tient had  a moderate  sized  aneurysm  of  the  ab- 
dominal aorta  which  was  not  the  source  of  bleeding. 
The  liver  was  markedly  shrunken  and  nodular, 
with  the  gross  appearance  of  cirrhosis.  The  bleeding 
was  apparently  coming  from  a ruptured  4-5  centi- 


meter hepatoma  on  the  anterior  surface  of  the  liver. 
Bleeding  was  controlled  by  packing  with  oxidized 
cellulose  and  gauze  rolls. 

Post-operatively  the  patient  apparently  did  not 
bleed  further,  but  gradually  deteriorated  over  the 
next  5 days  and  died.  .Autopsy  confirmed  the  diag- 
nosis of  primary  hepatoma  with  rupture  and  also 
extensive  post-necrotic  cirrhosis. 

DISCUSSION 

In  most  reported  cases*"®  of  massive  intraperi- 
toneal  hemorrhage  due  to  ruptured  hepatoma, 
rather  severe  cirrhosis  of  the  liver  is  an  associated 
finding.  This  is  not  surprising  in  view  of  the  well 
documented  relationship  of  cirrhosis  to  primary 
liver  carcinoma."  ® The  reason  for  rupture  seems  to 
be  that  the  blood  supply  of  the  tumor  is  principally 
derived  from  the  hepatic  artery  and  drained  by  the 
portal  vein.  Ong  et  al.®  confirmed  this  fact  by 
injecting  fluorescein  into  the  hepatic  artery  and 
observing  fluorescence  in  the  tumor.  Injection  of 
the  dye  into  the  portal  vein  gave  no  fluorescence. 
He  feels  that  the  tumor  eventually  occludes  its  own 
venous  drainage  causing  a tamponade  effect  with 
vascular  rupture  and  bleeding.  He  presents  injec- 
tion corrosion  studies  to  support  this  view. 

The  diagnosis  is  made  difficult  by  the  relative 
rarity  of  the  condition.  Pain,  predominantly  upper 
abdominal  and  in  some  cases  referred  to  the 
shoulders,  is  the  most  common  presenting  com- 
plaint. Pallor  and  shock  with  abdominal  tender- 
ness were  the  other  major  findings.  In  general, 
the  picture  of  acute  occult  blood  loss  with  ab- 
dominal pain  and  tenderness  in  a patient  known 
or  believed  to  have  a cirrhotic  liver  should  alert 
the  doctor  to  the  possibility  of  intraperitoneal  hem- 
orrhage from  rupture  of  a hepatoma.  The  only  ef- 
fective treatment  is  laparotomy  and  direct  control 
of  the  bleeding  site.  Ong®  feels  that  packing  of  the 
bleeding  hepatoma  is  the  most  practicable  method 
of  hemorrhage  control.  Liver  resection,  except  for 
small  peripheral  tumors,  should  probably  be  re- 
served for  hepatomas  in  patients  with  otherwise 
normal  livers,  because  extensive  resection  of  liver 
tissue  in  patients  with  advanced  cirrhosis  is 
often  fatal.  The  outlook  for  patients  with  hemor- 
rhage from  ruptured  hepatoma  is  poor.  Berman® 
reported  that  all  6 of  his  cases  died  with  40  days, 
and  Ong®  lost  18  of  20  within  6 months.  Death  is 
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usually  due  to  recurrent  hemorrhaj^e  or,  as  in  our 
case,  progressive  hepatic  failure. 

SUMMARY 

A case  massive  bleeding  from  intraperitoneal 
hemorrhage  from  a ruptured  hepatoma  is  presented. 
The  pathogenesis,  diagnosis,  treatment,  and  prog- 
ress are  briefly  discussed. 
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(Concluded  from  Page  739) 

live  use  of  diagnostic  peritoneal  tap  to  establish 
the  need  for  urgent  lajtarotomy  in  questionable 
cases;  b)  The  increased  u.se  of  lobar  or  sublobar 
resection  as  methods  of  definitive  surgical  therapy 
for  massive  liver  trauma  and  how  the.se  techniques 
are  facilitated  by  the  newer  knowledge  of  intra- 
hepatic  anatomy;  and  c)  T'he  j)osto[)erative  use 
of  ample  sump  drainage  and  biliary  decompression 
to  decrease  post  operative  morbidity. 
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EXTENDED  CARE  BENEFITS  AFTER  HOSPITALIZATION 
UNDER  THE  MEDICARE  PROGRAM 

Department  of  Health  Education  and  Welfare  Sets  Forth 
Explanation  of  Benefits  to  Be  Started  January  1 


EXTENDED  CARE  BENEFITS  UNDER  THE 
MEDICARE  PROGRAM 

Benefits  for  extended  care  services  after  hospital- 
ization are  included  in  the  hospital  insurance  pro- 
gram under  medicare  beginning  on  January  1,  1967. 
Everyone  65  and  over  whose  health  insurance  card 
shows  entitlement  to  hospital  insurance  benefits 
is  eligibile  for  this  benefit.  However,  the  services 
are  covered  only  when  they  are  provided  by  an 
extended  care  facility  which  has  met  the  standards 
for  participation  in  the  medicare  program. 

WHAT  IS  EXTENDED  CARE? 

Extended  care  is  care  in  a special  kind  of  nursing 
facility.  It  is  not  the  kind  of  custodial  care  which 
many  nursing  homes  provide;  nor  is  it  long-term 
care.  Instead,  it  is  relatively  short-term  skilled  care 
for  the  recently  hospitalized  patient  who  continues 
to  need  full-time  skilled  nursing  care. 

WHAT  IS  THE  IDEA  BEHIND  THESE  BENEFITS? 

The  idea  is  that  at  some  time  during  a hospital 
stay  many  patients  no  longer  need  the  intensive 
care  w'hich  the  hospital  provides,  but  they  still  need 
continuous  skilled  nursing  care  for  a time.  This 
kind  of  care  can  be  provided  just  as  effectively, 
and  at  less  cost,  in  a high-quality  extended  care 
facility.  This  is  what  the  extended  care  benefit 
under  the  medicare  program  is  designed  for. 

There  is,  of  course,  also  great  need  for  good  cus- 
todial care  and  for  residential  homes  for  the  rela- 
tively able-bodied,  but  the  extended  care  benefit 
under  medicare  is  not  m.eant  for  that  type  of  care, 
important  as  it  is. 

WHAT  IS  AN  EXTENDED  CARE  FACILITY? 

It  is  a special  kind  of  nursing  hame,  or  a special 
part  of  a hc.  p tal  or  other  inqitution,  that  provides 
the  continuous  sk.lled  nursing  care  and  other  health 
services  that  ere  often  needed  following  the  acute 
phase  of  an  illness  that  required  hospitalization. 

To  be  approved  for  participation  in  medicare 
as  an  extended  care  facility,  each  institution  must 
meet  special  requirements  of  the  law,  such  as  round- 
the-clock  skilled  nursing  care,  medical  supervision 
of  each  patient,  and  an  arrangement  with  a hos- 
pital for  appropriate  transfer  of  patients.  In  addi- 
tion, each  approved  facility  agrees  to  comply  with 
Title  \ I of  the  Civil  Rights  Act  which  prohibits 
discrimination  based  on  race,  color,  or  national 
origin. 

Your  doctor  will  know  about  extended  care  fa- 
cilities in  your  area,  and  he  will  decide  if  you  need 
extended  care  services  following  hospitalization. 


WHAT  MEDICARE  PAYS 
When  a medicare  beneficiary  is  admitted  to  a 
participating  extended  care  facility  for  further 
treatment  of  a condition  for  which  he  was  hospital- 
ized, the  hospital  insurance  program  helps  to  pay 
the  bill.  Medicare  pays  the  full  costs  of  covered 
services  furnished  by  a participating  extended  care 
facility  for  the  first  20  days  and  all  but  $5  a day 
for  80  additional  days  in  each  ‘‘spell  of  illness.”^ 
\\  ithin  each  “spell  of  illness,”  hospital  insurance 
covers  up  to  90  days  of  hospital  care  and  100  days 
of  extended  care  services. 

UNDER  WHAT  CONDITIONS  ARE  EXTENDED 
CARE  BENEFITS  PAYABLE? 

Your  hospital  insurance  will  provide  extended 
care  benefits  for  you  if: 

• You  are  hospitalized  for  a minimum  of  3 con- 
secutive days  and  are  discharged  after  June  30, 
1966; 

• You  are  admitted,  on  a doctor's  order,  to  the 
extended  care  facility  within  14  days  from  the 
date  of  your  hospital  discharge; 

• Your  admittance  to  the  extended  care  facility  is 
for  further  treatment  of  a condition  for  which 
you  were  hospitalized;  and 

• The  extended  care  facility  is  approved  for  par- 
ticipation in  the  medicare  program. 

If  you  are  admitted  to  a nursing  home  or  other 
facility  for  custodial  or  personal  care  and  not  pri- 
marily for  further  treatment  of  the  condition  for 
which  you  were  hospitalized,  extended  care  benefits 
under  medicare  are  XOT  payable.  This  is  so 
w'hether  or  not  the  institution  is  a medicare- 
approved  extended  care  facility. 

WHAT  EXTENDED  CARE  SERVICES  ARE 
COVERED? 

The  following  list  shows  the  kind  of  services  you 
(Continued  on  Page  743) 


1 “spell  of  illness”  is  a period  of  time  during  which 
benefits  are  payable  for  inpatient  hospital  services 
and  extended  care  services.  It  does  not  refer  to  any 
particular  illness  a patient  may  have,  nor  does  it 
refer  to  a single  stay  in  a hospital  or  extended  care 
facility. patient’s  first  “spell  of  illness”  begins  on 
the  first  day  after  June  30,  1966,  that  he  receives 
covered  inpatient  hospital  or  extended  care  services. 
It  ends  when  the  patient  has  not  been  in  any  hos- 
pital or  extended  care  facility  for  60  consecutive 
days.  Then  a new  “spell  of  illness”  can  begin  the 
next  time  the  patient  receives  covered  inpatient 
hospital  or  extended  care  services. 


“‘Tranquilizer’  is  not  a good  word”' 


rHIS  classification  is  psychologi- 
cally too  seductive,  pharmaco- 
ogically  too  unspecific,  and  in 
erms  of  results  not  infrequently 
intrue."^ 

Vhat  is  a tranquilizer?  According 
0 the  24th  Edition  of  Dorland's 
/ledical  Dictionary^  a tranquilizer 
5 "an  agent  which  acts  on  the 
■motional  state,  quieting  or  calm- 
ig  the  patient  without  affecting 
larity  of  consciousness." 

)efining  a drug  by  its  effects,  how- 
ver,  can  be  misleading.  The  same 
ffects  by  which  the  dictionary 
efines  a tranquilizer  have  some- 
imes  been  seen  after  administra- 
on  of  a sedative  — or,  for  that 
natter,  a placebo, 
ambiguous  though  the  term  may 
le,  it  appears  to  be  here  to  stay, 
he  1966  edition  of  the  Physicians' 
)esk  Reference''  lists  42  tranquil- 
!ers  indicated  for  treatment  of 
nxiety  and  apprehensive  states. 

Tranquilizers'  have  differences  in 
ction,  differences  in  effect 

although  all  tranquilizers  are  in- 
ended  to  calm  anxious  patients 
lere  are  differences  in  their 
ctions  — and  in  their  effects.  They 
ave  been  divided  into  three  cate- 
ories  — the  rauwolfia  group,  the 
minor'  tranquilizers,  and  the  phe- 
othiazines.' 

Jthough  the  tranquilizing  effect 
f rauwolfia  has  been  known  for 
enturies,  its  use  as  an  antipsy- 
hotic  agent  in  current  practice 
as  diminished. 

I 'minor'  tranquilizer  is  often  pre- 
:ribed  to  achieve  more  than  one 
ffect.  Thus,  besides  being  tran- 
uilizers  some  of  these  com- 
tounds  may  be  muscle  relaxants, 
ntihistaminics  with  some  calming 
ction,  anticholinergic  sedatives, 
r antispasmodics.* 

‘ hephenothiazinesare considered 
major'  tranquilizers  because  they 
f-  Iter  psychotic  behavior.'  This  clas- 
i fication  may  have  done  them 
lore  harm  than  good  because  it 
f nplies  that  the  phenothiazines 
bpould  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine."* 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.'  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


Contraindications;  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.' 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES*- 

BASED  ON 

SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

I'  ‘adapted  from  Sainz' 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine  Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  workwith- 
out  their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action.  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information,  see  package  insert. 

References:  1.  Simpson,  C.M.:  Postgrad.  Med. 
39:557,  1966.  2.  Freyhan,  F.A.:  Am.  J.  Psychiat. 
115:577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed.  24,  Philadelphia,  W.  B.  Saunders  Co., 
1965,  p.  1603  . 4.  Physicians'  Desk  Reference,  1966, 
Oradell,  N.J.,  1965,  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  Jarecki,  H.: 
Connecticut  Med.  25:553,  1961.  7.  Sainz,  A.:  Psy- 
chosomatics  5:167,  1964. 


PROLIXIN 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 
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‘The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker 


block 

end 

runs 


LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


tablets/liquid 


tackles  the  problem 
of  diarrhea  directly 


Effectiveness — Physiologic  evidence  indicates  that  Lomotil  acts 
directly  on  the  smooth  muscle  of  the  bowel  to  lower  motility  and 
control  diarrhea.  This  action  is  unsurpassed  in  promptness  and 
efficiency. 

Convenience — Lomotil  is  available  as  small,  easily  carried,  vir- 
tually tasteless  tablets  and  as  a pleasant,  fruit-flavored  liquid. 
Versatility — The  therapeutic  efficiency,  safety  and  convenience 
of  Lomotil  may  be  used  to  advantage  alone  or  adjunctively  in  diar- 
rhea associated  with : 


• Functional  hypermotility  Acute  infections  • Malabsorption  syn- 
drome • Drug  therapy  * Gastroenteritis  and  colitis  Irritable  bowel 

• Regional  enteritis  Ileostomy  Ulcerative  colitis  ' Food  poisoning 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until  diar- 
rhea is  controlled,  are: 


Children:  Total  Daily  Dosage 

3-6  mo.  . 

.Vz  tsp.  t.i.d.  (3  mg.)  • i i 

i|  *1  5 I 

. Vz  tsp.  q.i.d.  (4  mg.)  • • 4 & 

fl  i"!  fl  i"!  fl 

6-12  mo. 

1-2  yr.  . , 

1 ll  1 J 

.>/2  tsp.  5 times  daily  (5  mg.)  » i » 

2-5  yr.  . . 

. 1 tsp.  t.i.d.  (6  mg.)  i i 
. 1 tsp.  q.i.d.  (8  mg.)  ii  « £ i ^ 

. 1 tsp.  5 times  daily  (10  mg.)  ii  1 | i 4 

5-8  yr.  . 

8-12  yr.  . 

Adults: 

2 tsp.  5 times  daily  (20  mg.)^^  ^ 

(or  2 tablets  q.i.d.)  oo  oo 

♦Based  on  4 cc.  per  teaspoonful. 

Precautions:  Lomotil,  brand  of  diphen- 
oxylate hydrochloride  with  atropine  sul- 
fate, is  a Federally  exempt  narcotic 
preparation  of  very  low  addictive  poten- 
tial. Lomotil  should  be  kept  out  of  reach 
of  children  since  accidental  overdosage 
may  cause  severe  respiratory  depression. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting 
drugs  or  barbiturates.  The  subtherapeutic 
amount  of  atropine  is  added  to  discourage 
deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restless- 
ness, insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of 
the  gums,  euphoria,  depression  and  gen- 
eral malaise. 


Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dosage. 


SEARLE 


Research  in  the  Service  of  Medicine 


REGIONAL  WEATHER  FORECAST 

Severe  Snow  Storms,  Strong  Winds  and  Bitter  Cold  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  ...  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 


EXTENDED  CARE  BENEFITS  AFTER  HOSPITALIZATION  UNDER  MEDICARE 


74.5 


EXTENDED  CARE  BENEFITS 

(Continued  from  Page  742) 

may  receive  that  are  covered  and  some  that  are 
not  covered. 

COVERED 

® Room  and  board  in  a semiprivate  room  (2  to  4 
beds).  (A  private  room  is  covered  if  medically 
necessary. ) 

• Physical,  occupational,  or  speech  therapy. 

• Nursing  services,  e.xcept  private  duty  nursing. 

• Drugs,  biologicals,  supplies,  appliances,  and 
equipment  usually  furnished  to  jiatients  by  the 
extended  care  facility. 

• Medical  social  services. 

• Other  services  necessary  to  the  health  of  the 
patient  which  are  ordinarily  furnished  by  ex- 
tended care  facilities. 

• Services  of  interns  and  residents-in-training  of  a 
teaching  hospital  which  has  a transfer  agreement 
with  the  extended  care  facility. 

NOT  COVERED 

• Physicians’  services  are  not  covered  by  medicare 
hospital  insurance.  (However,  if  you  enrolled  for 
voluntary  medical  insurance,  it  covers  physicians’ 
services.) 

• Services  in  a facility  which  is  operated  primarily 
for  the  treatment  of  mental  illness  or  tuberculosis. 

• Private  duty  nursing. 

• Personal  comfort  or  convenience  items. 

• Private  room,  unless  medically  necessary.  (If  the 
patient  is  in  a private  room  at  his  own  request, 
he  will  pay  the  difference  between  the  private 
and  semiprivate  rates.) 

• Any  services  which  would  not  be  covered  as  an 
inpatient  hospital  service. 

HOW  EXTENDED  CARE  BENEFITS  ARE  PAID 
The  extended  care  facility  completes  and  sends 
the  claims  form  to  the  organization  chosen  by  the 
Government  to  pay  these  claims.  Any  payment  due 
is  made  to  the  extended  care  facility,  not  to  you. 

If  you  receive  extended  care  services  covered 
under  medicare,  show  your  health  insurance  card 
when  you  are  admitted  to  the  extended  care  fa- 
cility. You  will  also  be  asked  to  sign  the  special 
medicare  claims  form  which  the  facility  uses  to  get 
paid  for  services  provided  to  you. 

QUESTIONS  AND  ANSWERS  ABOUT 
EXTENDED  CARE  BENEFITS 

Question:  Is  it  possible  for  a person  already  in  an 
extended  care  facility  on  January  1, 
1967, /o  qualify  for  these  benefits? 
Answers  Yes,  but  only  if  all  of  the  conditions  are 
met.  The  following  is  an  example  of  a 
woman  whose  care  would  be  covered  on 
January  1,  1967. 


Mrs.  L,  67,  was  hospitalized  on  August 
25,  1966,  following  a stroke.  By  Sej)- 
tember  22,  she  had  recovered  enough 
so  that  she  no  longer  required  the  in- 
tensive care  provided  by  the  hospital, 
but  she  still  required  continuous  nursing 
care  and  other  health  services  which  she 
could  not  receive  at  home. 

Mrs.  T’s  doctor  arranged  for  her  to  be 
transferred  on  September  23  from  the 
ho.spital  to  an  extended  care  facility 
where  she  could  receive  the  continuous 
skilled  nursing  care  and  other  .services 
she  needed.  On  January  1,  1967,  Mrs. 
L is  still  a patient  there,  and  the  nursing 
home  has  qualified  as  an  extended  care 
facility  under  medicare. 

Mrs.  L’s  hospital  insurance  will  help  to 
pay  for  her  care  in  the  extended  care  fa- 
cility for  up  to  100  days,  starting  on 
January  1,  1967,  because  she  met  all 
the  requirements  of  the  law. 

• Mrs.  L was  ho.spitalized  for  at  least  3 
con.secutive  days  and  was  discharged 
from  the  hospital  after  June  30,  1966; 

® She  was  admitted  to  the  extended  care 
facility  within  14  days  from  the  date 
of  her  hospital  discharge; 

• She  was  admitted  for  further  treat- 
ment of  a condition  for  which  she  was 
hospitalized; 

• The  extended  care  facility  is  partici- 
pating under  medicare. 

Question:  If  a person  has  been  receiving  only  per- 
sonal or  general  care  in  a nursing  home, 
could  such  care  be  paid  for  as  extended 
care  benefits  if  he  goes  to  a hospital  for 
a 5-day  stay? 

.Inswer:  No.  Extended  care  benefits  are  not  in- 
tended for  people  who  need  only  per- 
sonal or  general  institutional  care.  E.x- 
tended  care  benefits  in  a participating 
facility  were  included  in  the  law  to  pro- 
vide an  alternative  to  further  hospital 
care  for  patients  who  still  need  skilled 
nursing  care  but  not  all  the  other  serv- 
ices hospitals  provide.  Transfer  to  an 
extended  care  facility,  in  these  cases, 
helps  keep  hospital  beds  available  for 
those  who  need  the  more  inten.sive  type 
of  care  which  hospitals  provide. 

Question:  When  a medicare  beneficiary  uses  up  the 
entire  100  days  of  extended  care  benefits, 
can  he  ever  qualify  for  these  benefits 
again? 

.Answer:  Yes,  but  only  if,  for  60  consecutive  days, 
(Contitiued  on  Page  748) 
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NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Eeneivable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Medical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 


For  jurther  information,  send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 


“GOODNESS, 


what  must  you  think  of  me, 
dropping  my  purse  so  clum- 
sily in  the  street!”  ex- 
claime  the  flushed  young 
girl.  The  handsome  strang- 
er gallantly  placed  it  in 
her  hand.  “I  think,”  he 
suggested,  “we  should  re- 
fresh ourselves  with  a 
sparkling  glass  of  War- 
wick Club  Pale  Dry  Ginger 
Ale,  available  in  the  full 
32  - ounce  quart  bottle.” 
“What  a pleasant  thought,” 
she  murmured  happily,  “it 
sings  in  the  glass  . . 


MEDICAL  BUREAU 

of  the 


Providence  Medical  Association 


EiliUiriiils 


THE  REPORT  OF  THE  CITIZEN’S  COMMISSION 
ON  GRADUATE  EDUCATION 


Thoughtful  physicians,  concerned  with  the  ob- 
vious changes  that  are  taking  place  in  medical 
education  and  medical  practice,  will  read  this  report 
with  great  interest.  It  is  short  and  to  the  point.  In 
its  112  pages  are  included  clear  discussions  of  the 
objectives  of  the  commission,  the  problems  that  are 
involved,  and  the  recommendations  that  result  from 
the  study  of  these  problems.  These  recommenda- 
tions are  clearly  stated  and  are  printed  in  heavy 
type  so  that  they  can  be  easily  identified  by  the 
reader,  who  naturally  is  primarily  interested  in  the 
changes  in  present  day  organization  and  practice 
that  the  commission  suggests.  The  whole  report  is 
well  worth  careful  study,  but  the  important  results 
of  the  work  of  the  commission  are  embodied  in 
these  recommendations  that  are  easy  to  identify, 
read,  and  understand. 

The  personnel  of  the  commission  includes,  in 
addition  to  its  very  distinguished  chairman  John 
S.  jNIillis,  Ph.D.,  President  of  Western  Reserve 
P'niversity,  leaders  in  law,  education,  business,  and 
medicine  — eleven  in  all,  a twelfth  member  having 
been  forced  to  retire  before  the  end  of  the  work 
of  the  commission  because  of  illness.  Its  establish- 
ment was  authorized  by  the  Board  of  Trustees  of 
the  American  Medical  Association.  This  is  an  e.x- 
ample  of  our  profession  turning  for  aid  to  highly 
able  and  unprejudiced  experts,  all  but  three  from 
outside  the  profession  of  medicine. 

The  problems  that  are  discussed  in  the  report 
are  very  familiar  to  most  physicians.  The  recom- 
mendations represent  the  first  steps  which  the  com- 
mission favors  in  solution  of  these  problems;  two 
are  of  special  interest.  (1)  From  the  point  of  view 
of  practice,  the  pages  on  “comprehensive”  patient 
care  are  well  worth  careful  study  and  represent  a 
very  reasonable  attempt  to  recapture  the  values 
which  are  represented  by  the  ‘‘family  physician” 
who,  as  we  all  know,  has  been  less  and  less  avail- 
able to  a more  sophisticated  but  still  dependent 
public.  People  feel  the  need  of  a trusted  adviser 
who  will  guide  them  through  the  maze  of  modern 
diagnostic  and  therapeutic  procedures  which  spe- 
cialized medical  and  surgical  experts  have  available 
for  them.  (2)  From  the  point  of  view  of  postgradu- 
ate education,  it  is  recommended  that  the  intern- 


ship be  abandoned  as  a step  in  physician  education. 
The  medical  graduate  would  jrroceed  directly  to 
residency  training  in  the  specialty  of  his  choice  or 
to  a new  residency  designed  to  prepare  the  doctor 
for  work  as  a “primary”  physician  competent  to 
give  his  patient  comprehensive  and  continued  care. 

The  commission  has  discarded  the  terms  ‘‘general 
practitioner,”  “personal  physician,”  “first  contact 
physician,”  and  ‘‘family  physician”  and  has  cho.sen 
primary  physician  as  the  best  name  for  the  doctor 
who  should  see  the  patient  first,  guide  him  properly 
through  whatever  vicissitudes  his  contact  with 
properly  .selected  specialists  may  produce,  and  fol- 
low him  continuously  thereafter.  Such  a doctor 
should  be  associated  with  specialists  in  one  way  or 
another  and  should  have  a period  of  graduate  edu- 
cation comparable  to  theirs. 

Doing  away  with  the  internship,  it  is  pointed  out, 
will  shorten  by  at  least  a year  the  unduly  long 
period  of  preparation  that  is  now  required  of  the 
physician.  The  undergraduate  “clinical  clerk.ship” 
should,  it  is  believed,  supply  sufficiently  generalized 
experience  to  allow  the  graduate  in  medicine  to 
proceed  directly  to  the  first  year  of  residency  in 
his  chosen  field. 

Among  the  more  than  a dozen  definite  recom- 
mendations made  by  the  commission  several  are 
related  to  the  two  that  have  been  mentioned.  For 
example,  the  education  and  training  advised  for 
the  “primary”  physician  is  carefully  described,  and 
five  recommendations  have  been  made.  In  connec- 
tion with  the  discontinuance  of  the  internship,  the 
organization  of  committees  on  graduate  education 
and  the  modification  of  state  licensure  regulations 
to  conform  to  the  new  educational  plans  are  ad- 
vised. In  addition,  the  formation  of  program  com- 
mittees, the  discussion  of  methods  of  approval  of 
hospital  educational  programs,  and  the  inclusion 
of  experience  in  long  term  health  care  are  among 
the  objectives  discussed.  Finally  the  creation  of  a 
new  commission  on  Graduate  Medical  Education  is 
urged  to  cover  the  whole  field  of  “planning,  co- 
ordinating, and  periodically  reviewing  standards.” 

All  practicing  physicians  should  read  this  report 
with  care.  Officially  the  profession  has  asked  for 
(Continued  on  next  page) 
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it,  and  now  that  it  is  available  it  is  up  to  us  all 
to  read  and  understand  it.  Copies  are  available  on 
request.  Any  action  which  results  from  the  ex- 


pressed opinions  of  this  distinguished  commission 
must  be  based  on  a clear  understanding  of  this 
report. 


SPORTS  MEDICINE 


This  issue  of  the  Journal  is  devoted  largely  to 
the  problems  of  the  medical  care  of  athletes,  and 
more  particularly  to  those  in  our  schools  and  col- 
leges. The  care  of  young  athletes  has  become  a 
major  concern  of  a growing  number  of  physicians. 
Their  interest  has  extended  well  beyond  the  care 
of  sprains  and  the  tradional  ‘"splint  them  where 
they  lie.”  There  is  a growing  body  of  special 
knowledge  among  interists  and  general  surgeons,  as 
well  as  orthopedists  and  other  specialists  interested 
and  active  in  this  field,  relating  to  the  special  needs 
and  susceptibilities  of  these  young  people. 


It  is  a source  of  great  satisfaction  that  the  yearly 
Conferences  on  Sports  Medicine  jointly  sponsored 
by  the  Rhode  Island  Medical  Society  and  the  Uni- 
versity of  Rhode  Island,  under  the  vigorous  and 
intelligent  leadership  of  our  esteemed  colleague 
Doctor  A.  A.  Savastano,  have  attained  a national 
reputation  for  excellence.  The  material  published 
in  this  issue,  extracted  from  several  of  the  five 
Conferences  so  far  held,  is  a fair  sampling  of  the 
type  of  information  disseminated  and  is  worthy  of 
careful  reading. 


SELECTIVE  SERVICE  AND  STUDENT  DEFERMENT 


We  have  in  these  columns  supported  the  prin- 
ciple of  student  deferment  in  Selective  Service.  .Ad- 
mittedly there  is  a sentimental  appeal  and  a ring 
of  democratic  fairness  in  universal  conscription  at 
a fixed  age  (say  19).  The  mother  who  sees  her 
drafted  son  going  to  \’iet  Xam  while  her  "‘rich’' 
neighbor’s  boy  goes  to  college  may  well  harbor  a 
feeling  of  resentment.  This  resentment  is  grist  for 
the  politicians  who  have  been  more  than  usually 
vocal  of  later  in  promoting  substitutes  for  the  pres- 
end unpopular  system  of  Selective  Service. 

We  are  not  of  the  opinion  that  Selective  Service 
has  operated  without  inequities,  but  we  feel  strongly 
that  student  deferment  is  necessary  to  the  needs 
of  the  Armed  Forces.  It  is  quite  probable  that  the 
military  would  lobby  fiercely  if  reforms  which  elim- 
inated this  device  were  seriously  proposed.  We  need 
not  go  beyond  consideration  of  the  doctor  draft. 
It  must  be  understood  that  no  young  man  could 
be  subjected  to  double  jeopardy  just  because  he 
has  the  capacity  and  the  ambition  to  study  medi- 


cine. The  medical  profession  individually,  collec- 
tively, and  through  its  professional  organizations 
has  strongly  supported  the  doctor  draft.  It  would 
most  certainly  fight  tooth  and  nail  against  a doctor 
draft  superimposed  on  univ'ersal  conscription.  We 
do  believe,  however,  that  those  students  who  have 
been  deferred  to  complete  their  medical  studies  and 
hospital  training  should  not  be  allowed  to  slip  by 
because  of  age,  marital  status,  or  the  acquisition  of 
a family.  Having  been  deferred,  they  should  have 
a fixed  obligation.  They  ought  not  be  allowed  to 
escape  their  obligation,  as  many  have  in  the  past 
who  did  not  participate  in  the  very  generous  and 
fair  Berry  Plan. 

Reforms  of  Selective  Service  in  the  direction  of 
more  general  involvement  would  seem  to  be  highly 
desirable.  Universal  conscription  should  indeed  be 
universal.  Yet  educational  deferment  seems  very 
desirable  in  some  fields.  It  is  inevitable  if  the 
Armed  Forces  are  to  have  enough  physicians  for 
their  needs. 


TRANSMISSION  OF  HUMAN  HEPATITIS  TO  ANIMALS 


.An  important  breakthrough  for  the  study  of  in- 
fectious hepatitis  and  homologous  serum  jaundice 
was  reported  in  the  press  from  the  Ninth  Inter- 
national Congress  for  Alicrobiology  recently  held 
in  AIoscow.  The  work  was  conducted  at  the  Pres- 
byterian -St.  Luke's  Hospital  and  the  University 
of  Illinois  in  Chicago.  It  was  reported  that  hepa- 
titis could  be  produced  in  marmosets  by  the  injec- 
tion of  human  serum,  if  this  was  taken  during  the 
acute  phase  of  the  disease.  Of  further  significance 
is  the  ability  subsequently  to  transmit  the  disease 
from  monkey  to  monkey. 

It  can  now  be  reasonably  anticipated  that  many 
of  the  enigmas  in  the  transmission  and  perpetua- 


tion of  a disease,  which  heretofore  had  been  con- 
sidered to  be  limited  to  human  subjects  and  trans- 
missible only  by  needle  puncture,  may  be  solved. 
It  has  almost  defied  human  comprehension  that 
homologous  serum  jaundice,  with  its  twenty  per 
cent  mortality  and  its  threat  to  the  health  and 
well-being  especially  of  those  patients  requiring 
multiple  transfusions,  could  be  maintained  in  the 
human  population  by  such  an  obscure  method  of 
transmission,  without  non-human  reservoirs. 

The  investigators  are  to  be  commended  for  their 
persistence  and  success  in  solving  one  more  of  the 
riddles  of  medicine.  We  anticipate  with  great  in- 
terest the  results  of  further  investigations  which 
this  breakthrough  will  make  possible. 
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ms  AND  THE  EDI 

The  recent  reversal  of  position  by  the  Internal 
Revenue  Service  so  that  it  will  again  allow  all 
deductions  for  postgraduate  educational  expenses 
is  acknowledged  and  approved.  It  is  gratifving  that 
the  Congress  responded  promptly  and  effectively 
against  the  Internal  Revenue  regulations  of  July 
7,  1966,  which  would  have  disallowed  all  deduc- 
tions for  postgraduate  training  in  an  occuiiation  or 
profession  which  led  to  a degree.  The  original  pro- 
posals of  the  Internal  Revenue  Service  to  tighten 
educational  deductions  clearly  were  illogical,  and 
not  in  the  public  interest.  The  new  revised  guide- 
lines no  longer  discriminate  against  education  which 
leads  to  a degree,  if  such  education  is  required 
to  maintain  and  improve  skill  in  a profession. 

As  it  now  stands,  and  if  the  new  regulation  is 

SOARING 

The  medical  profession  justifiably  or  unjustifi- 
ably is  charged  sooner  or  later  with  the  soaring 
costs  of  medical  care  and  the  escalation  of  hospital 
charges.  That  physicians  are  not  customarily  trus- 
tees of  hospitals  is  rarely  appreciated  by  the  public 
or  the  press.  Physicians  are  in  no  way  involved  in 
pricing  policies  or  in  setting  hospital  rates  and 
charges. 

The  recent  sizable  increase  in  daily  rates  in 
Rhode  Island  hospitals,  and  in  fact  in  hospitals 
throughout  the  country,  has  jolted  many  in  the 
profession  to  the  realization  that  if  we  are  to  be 
be  held  responsible,  albeit  unjustifiably,  we  must 
be  convinced  ourselves  of  the  justification  for  the 
increases,  and  be  certain  that  we  can  support  them. 

At  this  writing  the  reasons  set  forth  by  the  gov- 
erning bodies  of  the  hospitals  of  our  state  seem 
reasonable  and  understandable,  and  have  been  ar- 
rived at  by  men  of  unquestioned  business  and  fi- 
nancial capabilities,  whose  reputations  and  charac- 
ter are  worthy  of  respect. 

This  increase  in  hospital  charges,  however,  jus- 
tifiable, must  be  viewed  as  a challenge  to  the  pro- 
fession to  re-evaluate  its  thinking  and,  in  a sense, 
its  own  practices.  There  is  a philosophy  in  the 
profession,  which  we  have  learned  from  our  teach- 
ers, and  which  we  as  teachers  pass  on  to  our  pupils, 
that  when  the  health  or  well-being  of  a patient  is 
at  stake  no  expense  is  to  be  spared.  The  cost  of  the 
cure  and  of  the  restoration  of  the  patient’s  health 
will  be  met  somehow  or  other. 

We  have  increasingly  and  perhaps  unwittingly 
set  standards  whereby  the  competence  of  a physi- 
cian is  at  times  judged  by  the  number  of  tests  and 
diagnostic  studies  that  have  been  performed  on  a 
patient.  Rarely  is  the  intern  or  resident  challenged 
for  ordering  too  many  tests.  Rather,  many  a col- 


lATION  DEDUCTION 

approved,  the  only  prohibited  deductions  will  be 
for  tho.se  expenses  incident  to  obtaining  the  mini- 
mum level  of  education  for  any  given  iirofession  or 
occupation.  Simply  stated,  it  prohibits  deductions 
for  the  expense  of  obtaining  a first  professional 
degree. 

Even  these  new  Internal  Revenue  Service  guide- 
lines, however,  are  in  a .sense  illogical.  Congress 
literally  gives  away  vast  sums  for  education.  The 
Congress  ta.xes,  and  then  doles  it  back  again  — and 
not  always  to  the  most  deserving. 

Now  that  the  steam  and  heat  is  up,  it  .seems 
high  time  that  realistic  tax  legislation  be  introduced 
which  allows  as  deductions  all  bonafide  educational 
expenses. 

COSTS 

league  has  sought  to  embarra.ss  a young  student 
cr  intern  by  finding  that  a test  has  been  omitted 
which  conceivably  might  have  been  ordered.  There 
has  been  little  recognition  or  praise  for  the  physi- 
cian who  skillfully  arrives  at  the  right  answer  with 
a minimum  of  expense  and  study.  Nor  is  there  al- 
ways the  motivation  to  use  our  heads  instead  of  our 
pens. 

The  present  substantial  rise  in  hospital  rates 
unquestionably  reflects  1 ) the  upgrading  of  types 
of  hospital  personnel,  where  increasing  skills  are 
needed;  2)  the  general  increase  in  the  wage  scales 
of  all  types  of  workers  throughout  the  country;  3) 
the  labor  shortage;  4)  inflation;  and  5)  e.xpanding 
wants  and  levels  of  expectation  in  all  material  mat- 
ters. But  it  is  high  time  that  we  become  economy- 
minded  in  our  practices.  Just  as  a little  leaven 
leavens  the  whole  loaf,  so  will  our  concern  with 
hospital  costs,  as  we  practically  demonstrate  it 
ourselves,  become  contagious,  and  affect  those  with 
whom  we  work  in  the  hospitals. 

In  more  practical  terms  we  may  hope  to  see  this 
philosophy  implemented  in  the  staff  Executive 
Committee  and  communicated  to  the  governing 
bodies  of  our  hospitals.  The  economy  of  the  coun- 
try at  the  present  time  is  such  that  we  should  not 
embark  upon  e.xpensive  and  untried  ventures  in- 
volving great  e.xpense  and  competition  for  labor, 
where  need  is  not  clearly  demonstrated. 

Individually  and  collectively  we  must  exert  our 
influence  towards  genuine  economy  of  operation. 
We  must  temper  our  idealism  with  realism.  As 
physicians  and  physiologists  we  know  only  too  well 
that  an  austere  physical  regimen  may  be  a healthy 
one,  and  that  many  a person  is  rendered  unhealthy 
by  overindulgence. 

(Continued  on  next  page) 
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There  may  be  more  than  a modicum  of  overin-  sponsible  for  rising  hospital  costs,  let  us  to  that 
dulgence  in  present-day  medical  practice,  and  es-  extent  do  something  about  it. 
pecially  in  hospital  practice.  If  we  are  partly  re- 

SHORTAGE  OF  LABORATORY  PERSONNEL 


The  continuously  expanding  role  of  the  labora- 
tory in  the  diagnosis  and  treatment  of  disease  has 
not  been  accompanied  by  a parallel  increase  in 
numbers  of  qualified  personnel.  The  National  Com- 
mittee for  Careers  in  iSIedical  Technology  states 
there  are  currently  40,000  registered  iMedical  Tech- 
nologists (.-^SCP)*,  of  whom  more  than  7,000  are 
not  presently  working  in  the  field.  The  projected 
need  for  1975  is  75,000  medical  technologists. 

Probably  the  most  cogent  reason  for  the  short 
supply  of  qualified  personnel  is  the  relatively  poor 
compensation.  Fortunately,  hospitals  are  trying  to 
correct  this  situation  (a  factor  in  the  recent  hospital 
rate  increase).  Salaries  have  risen  in  the  past  10 
years  nearly  50  per  cent  to  a median  in  1963  of 
S5.190.  With  the  ev'er-rising  cost  of  living  a distinct 
effort  must  be  made  to  compensate  laboratory  em- 
ployees adequately  for  the  service  they  render.  In 
considering  salaries  one  must  be  cognizant  of  the 
burden  of  24-hour  coverage  that  is  frequently  im- 
posed on  laboratory  personnel.  ^lany  laboratories 
are  unable  to  provide  a second  staff  of  employees 
to  work  after  the  usual  working  day;  the  "first 
string”  must  then  remain  until  the  day's  work  is 
completed,  whenever  that  may  be. 

.■\  large  percentage  of  laboratory  employees  are 
young  women,  who  sooner  or  later  (usually  sooner) 
get  married,  raise  families,  and  of  necessity  leave 
the  laboratory.  .An  increasing  number  of  young 
men  are  being  attracted  to  the  field,  but  until  sala- 
ry increases  are  effected  laboratory  work  presents 
little  incentive  as  a career  and  future  for  them. 

EXTENDED  CARE  BENEFITS 

(Concluded  from  Page  743) 
the  beneficiary  is  not  a patient  in  a 
hospital  or  other  institution  that  pro- 
vides skilled  nursing  care.  This  would 
end  his  spell  of  illness.  He  would  then 
be  eligible  again  for  up  to  100  days  of 
extended  care  benefits  in  the  next  spell 
of  illness  if  he  had  to  be  hospitalized 
again  for  at  least  a 3-day  period. 
Question:  Will  medicare  continue  to  pay  for  ex- 
tended care  services  if  the  patient  con- 
tracts a new  illness  "while  in  the  extended 
care  facility?  In  other  words,  does  medi- 
care pay  if  the  patient  has  to  stay  longer, 
not  for  treatment  of  the  condition  which 
required  hospitalization,  but  for  the  new 
condition? 

Answer:  Yes,  provided  the  new  condition  arose 


Not  every  personality  tj'pe  is  suited  for  labora- 
tory work,  and  often  requirements  in  science  cours- 
es as  determined  by  the  Registry  are  not  met.  The 
necessity  for  three  years  of  college,  heavily  weighted 
in  subjects  such  as  chemistry,  mathematics  and 
physics,  is  a deterrent  to  the  scholastically  average 
student.  There  is  a very  large  drop-out  rate  among 
medical  technology  students  during  the  college 
years.  Probably  the  term  “transfer  rate”  is  more 
accurate,  since  many  students  originally  interested 
in  medical  technology  change  their  field  of  study 
but  do  not  necessarily  leave  the  university.  It  has 
been  proved  that  close  contact  of  students  during 
the  college  years  with  hospital  medical  technologists 
can  markedly  reduce  this  attrition  rate.  A medical 
technology  coordinator  on  the  college  campus,  field 
trips  to  hospital  laboratories,  and  the  provision  of 
summer  jobs  for  these  students  will  give  encourage- 
ment to  them  as  potential  medical  technologists  by 
providing  meaning  to  the  basic  science  courses. 

The  shortage  of  laboratory  personnel  is  very 
real  and  will  become  more  acute.  Every  effort  must 
be  made  to  give  recognition  to  the  working  medi- 
cal technologists  and  to  encourage  them  to  grow  in 
stature  that  they  may  fill  available  positions. 
Young  people  must  be  made  aware  of  the  vast  op- 
portunities in  the  laboratory  field  and  must  be 
aided  with  reassurance  and  financial  help  to  meet 
the  ever-increasing  need  for  laboratory  personnel. 
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while  he  was  still  being  treated  for  the 
condition  for  which  he  was  originally 
hospitalized.  Extended  care  benefits 
would  be  payable  — as  long  as  the 
services  are  medically  necessary  — for 
up  to  the  maximum  of  100  days  in  that 
spell  of  illness. 

Question:  If  a patient  is  transferred  from  a hospital 
to  a participating  extended  care  facility, 
qualifies  for  extended  care  benefits,  but 
then  needs  to  go  back  to  the  hospital, 
will  medicare  still  pay  the  hospital  bill? 

Answer:  Yes,  if  the  beneficiary  has  not  already 
used  up  his  90  days  of  hospital  benefits 
in  that  spell  of  illness. 

DERMAQUIZ  ANSWERS 
(See  Page  737) 

1.  The  mother  (or  herald)  spot  of  Pityriasis  Rosea. 

2.  Tinea  circinata  (ringworm  outside  of  scalp). 
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Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube-a  size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone'"^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregn 
females  has  not  absolutely  been  established.  Therefore,  they  should  notl 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolon^l 
periods  of  time.  2.  Occlusive  dressing  method— With  occlusion  of  extensii 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suita* 
precautions  should  be  taken.  Occasional  patients  may  show  contact  set 


tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis, r_ 


pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique. 


development  of  infection  requires  appropriate  antibacterial  therapy  and 


Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components  Precautions:  1.  General -Syna\ar  Cream  0 01%  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing  While  topical  steroids  have  not  been  reported  to 


continuation  of  the  occlusive  dressing  method.  Local  atrophy  and  strf 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesijj 
relapses  can  be  expected  to  occur  In  many  psoriatic  patients,  remissiij’' 
may  persist  for  several  weeks  to  several  months  in  favorable  cases, 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  ri 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  So, 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  tt! 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on^ 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation,  S 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  appi 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react  ul 
vorably  to  Synalar  under  certain  conditions  References:  1 Cahn,  M M..  i| 
Levy,  E.  J : J New  Drugs  1 262  (Nov. -Dec  ) 1961.  2.  Meenan,  F.  0.  J III 
Med  Ass  52  75  (Mar.)  1963.  3.  Robinson.  H.  M , Jr.,  Raskin.  J . and  Dunse| 
W,  J.  R.  Southern  Med  J 56  797  (Jul  ) 1963.  i" 
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Norinylai,.. 

(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus’-*3  and  an  acceleration 
of  endometrial  changes.  1-3.7-16  with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  2.3%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24  hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


kctosleroids  and  decrease  in  I7-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans.  F.  £.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldrieher.  J.  W : Med  Clin  N Amer 
48:529  (Mar.)  1964  4.  Cohen.  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Pale 
Alto.  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray.  E.. 
Goidzieher,  J.  W.,  and  Aranda ■ RoseM,  A.:  Fertil  Stenl 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  w . Moses, 
L.  E.,  and  Ellis.  L.  T.:  JAMA  180:359  (May  5)  1962, 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964  9.  Tyler.  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W . Mar- 
ti nez-M  a nautou.J.,  and  Maqueo-Topete,  M ,:  Fertil  Steril 
16:158  (Mar.  Apr.)  1965.  II.  Flowers.  C.  E . Jr.:  N 
Carolina  Med  J 25:139  (Apr  ) 1964.  12.  Goidzieher.  J. 
W.:  Appi  Ther  6:503  (June)  1964,  13.  The  Control  ol 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E..  Jr.:  JAMA 
188: 11 15  (June  29)  1964.  15.  Merrill.  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland.  D.  O.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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THE  BUREAUCRAT  AND  THE  DOCTOR 

A spokesman  for  medicare,  commenting  on  a re- 
port that  doctors  have  raised  their  fees  for  elderly 
patients  by  ‘‘as  much  as  300  per  cent"  since  the 
program  began,  jumped  to  a hasty  and  predictable 
concluson.  "This  is  a situation,”  he  told  the  New 
York  Times,  "in  which  the  professional  takes  ad- 
vantage of  the  plan.” 

What  the  Times  report  boiled  down  to  was  sim- 
ply that  many  doctors  who  have  been  treating  the 
elderly  and  indigent  at  cut-rate  fees,  out  of  con- 
sideration for  these  patients,  are  raising  the  fees  to 
conform  to  their  standard  fees.  "I'm  not  raising 
fees,’’  one  doctor  protested,  ‘‘but  eliminating  a dis- 
count.” 

This  doesn't  strike  us  as  unreasonable.  There 
is  no  reason  why  a doctor  who  has  been  helping 
elderly  patients  by  charging  less  than  the  going  rate 
should  now  be  expected  to  grant  the  same  subsidy 
to  the  government — especially  when  he  is  paying 
social  security  taxes  himself  for  benefits  which,  in 
all  likelihood,  he  will  never  receive.  Doctors  rarely 
retire  at  65,  and  with  today's  shortage  there  is 
more  need  than  ever  for  them  to  stay  on  the  job. 

If  the  government,  for  its  part,  wants  the  elderly 
to  receive  the  quality  of  care  that  they  have  been 
promised  under  the  voluntary,  supplemental  pro- 
gram to  which  nearly  all  of  them  have  subscribed, 
it  hardly  makes  sense  for  it  to  refuse  to  pay  what 
other  patients  pay. 

This  isn't  to  say  that  all  doctors  are  perfect  or 
that  there  won't  be  any  abuses  on  their  part.  But 
when  a government  spokesman  suggests  that  the 
medical  profession  is  profiteering  simply  because 
doctors  object  to  subsidizing  the  government  more 
than  they  already  are,  the  doctors  can’t  be  blamed 
for  looking  at  the  whole  program  with  a jaundiced 
eye. 

This  is  the  way  schisms  have  developed  between 
doctors  and  bureaucrats  wherever  a government  has 
stepped  into  the  practice  of  medicine.  If  it  is  an 
indication  of  the  way  things  are  to  be  here,  too,  the 
prognosis  for  medicare  is  a gloomy  one. 

Chicago  Tribune.  8-27-66) 

— Reprinted  from  Insurance  Economic  Surveys, 
September,  1966. 


U.S.  MEDICAL  CARE  COST:  $28  BILLION 

Over  the  past  decade  spending  by  the  American 
people  on  medical  care  more  than  doubled  to  reach 
a record  S28.1  billion  in  1965,  the  Health  Insur- 
ance Institute  said  recently. 

The  money,  which  went  toward  the  cost  of  ev- 
erything from  aspirins  to  operations,  averaged  out 
last  year  to  $145  paid  on  behalf  of  each  man, 
woman  and  child. 

1960-1964 

Per  capita  expenditures  in  1964  came  to  $130; 
and  in  1960  to  $104. 

The  Institute  report  is  based  on  data  provided 
by  the  United  States  Departments  of  Commerce, 
and  Health,  Education,  and  Welfare,  and  by  the 
Health  Insurance  Association  of  America. 

The  1965  outlay,  w’hich  included  the  cost  of  pri- 
vate health  insurance  but  excluded  all  government 
expenditures,  paid  for  hospital  care,  doctors,  den- 
tists, nursing  homes,  medicines,  drugs,  appliances, 
as  well  as  many  noninsured  items  such  as  non- 
prescribed  drugs,  eyeglasses  and  extra  hospital  ac- 
commodations. 

The  $28  billion  paid  by  the  public  in  1965  was 
$2.4  billion  more  than  was  similarly  expended  in 
1964;  $9.5  billion  more  than  in  1960;  and  almost 
$16  billion  more  than  in  1955,  the  Institute  said. 

Recreation 

The  Institute  noted  that  in  1965,  the  public  spent 
nearly  as  much  for  recreation  ($26.3  billion)  as  it 
did  for  medical  care. 

The  total  hospital  bill  in  1965  was  $8.4  billion, 
two  thirds  more  than  in  1960,  and  two  and  one-half 
times  the  1955  figure. 

The  total  doctor  bill  in  1965  was  $7.8  billion. 
This  was  an  increase  of  47  per  cent  over  similar 
payments  made  in  1960  and  123  per  cent  over 
1955. 

Factors  influencing  the  increase  included  a ris- 
ing United  States  economy,  improved  quality  of 
hospital  care,  new  and  e.xpensive  medical  instru- 
ments and  appliances,  bigger  hospital  staffs  and  in- 
creased wages,  and  greater  utilization  of  hospital 
facilities  made  possible  to  a large  degree  by  more 
numerous  health  insurance  programs. 

(Continued  on  Page  756) 


new  from  Ames 
5 basic  uro-analyticai 
facts  in  30  seconds 


Labstix 

brand  reagent  strips 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urme  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive"  may  enable  you  to  detect 
hidden  pathology— long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein- results  are  read  either  in  the  "plus"  system  or  in 
mg.  % in  amounts  approximating  "trace,"  30, 100, 300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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THROUGH  THE  MICROSCOPE 

(Continued  from  Page  754) 

Expenditures 

Expenditures  for  medicines  and  appliances 
amounted  to  $5.8  billion  in  1965,  an  increase  of  32 
f>er  cent  over  1960,  and  93  per  cent  over  1955. 

There  was  a rise  of  40  per  cent  in  money  spent 
for  other  types  of  medical  care  (nursing  home  care, 
rehabilitation,  and  physical  therapy)  from  1960 
to  1965,  and  a 133  per  cent  rise  for  the  decade. 

The  public  paid  an  estimated  2.8  cents  for  each 
medical  care  dollar  for  hospital  expense  insurance 
in  1964,  and  1.9  cents  for  insurance  to  cover  physi- 
cians’ fees. 

Medical  care  costs  have  shown  a greater  increase 
over  the  years  than  any  other  personal  expense, 
the  Institute  said,  increasing  22  per  cent  from  the 
1957-59  base  period  to  1965. 

PROVIDENCE  EXECUTIVE  NAMED  TO 
NATIONAL  POST 

Lewis  Tanner,  Director  of  the  Medical  Clearing 
Bureau,  Providence,  R.  I.  has  been  elected 
President-Elect  of  the  Medical-Dental-Hospital 
Bureaus  of  .\merica  (MDHB.A)  at  its  28th  An- 
nual Convention  in  San  Francisco. 

MDHB.\  is  a national  trade  association  (includ- 
ing Canada)  specializing  in  the  business  side  of 
the  health  professions  providing  the  management 
services  of  personnel  and  office  management,  tele- 
phone answering,  accounts  receivable  management, 
taxes,  and  investments  for  physicians,  dentists, 
and  hospitals. 

Its  Executiv^e  Offices  in  Chicago  w'ork  closely 
with  all  organizations  in  the  health  field,  particu- 
larly with  the  .American  Medical  .Association,  the 
•American  Dental  .Association,  the  .American  Hos- 
pital .Association,  the  .American  .Association  of 
Medical  .Assistants,  and  the  .As.sociation  of  Dental 
.Assistants  of  .America. 

WAR  ON  POVERTY  NOT  SECURING 
EMPLOYMENT  FOR  UNSKILLED 

If  it  is  a valid  aim  of  the  War  on  Poverty  to 
secure  employment  for  the  unskilled,  then  it  ap- 
pears this  is  a war  that  is  being  rapidly  lost. 

This  appears  to  be  emerging  from  the  data  being 
collected  by  the  National  Federation  of  Indepen- 
dent Business  in  conducting  its  year-long  continu- 
ous field  survey. 

.A  computer  check  shows  that  since  the  end  of 
1965,  through  the  end  of  the  third  quarter  of  1966, 
new  job  creation  by  the  nation's  4,700,000  inde- 
pendent business  firms  has  decreased  by  23  per 
cent.  In  other  terms,  at  the  end  of  1965  new  jobs 
were  being  created  at  the  average  rate  of  almost 
one  ( 1 ) per  firm,  but  by  the  end  of  the  third 
quarter  of  the  current  year  this  has  dropped  to  an 
average  of  7/lOths  of  a job  per  firm. 

It  also  appeats  significant  that  this  trend  is  quite 
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appreciable  in  those  areas  that  have  suffered  race 
riots  where  the  cause  is  said  to  stem  substantially 
from  the  lack  of  employment  opportunity. 

New  job  formation  in  California  is  averaging 
only  5/lOths  of  a job  per  independent  firm,  or  a 
drop  of  almost  17  per  cent.  Illinois  is  showing  only 
an  average  of  6/lOths  of  a new  job  per  indepen- 
dent firm.  In  Georgia  the  rate  is  7/lOths  of  a new 
job  per  firm,  down  sharply  from  an  average  of  1.2 
new  jobs  being  created  at  the  end  of  last  year. 
Florida  also  shows  the  same  level,  down  from  1.3 
average  new  jobs  the  end  of  1965. 

There  appears  to  be  no  shortage  of  skilled  labor 
available,  as  21  per  cent  report  trained  help  is 
available;  but  the  critical  figure  is  the  fact  that 
68  per  cent  report  that  if  they  expanded  their  work 
force,  they  are  able  and  willing  to  train  the  un- 
skilled, unemployed. 

Declining  expansion  of  independent  business  thus 
appears  to  be  the  biggest  deterrent  to  the  the  em- 
ployment of  the  unskilled,  and  it  would  also  appear 
than  any  tax-financed  training  programs  will  do 
no  more  than  increase  the  supply  of  available 
skilled  labor. 

IMPACT  OF  SCHOOLS  ON  HUMAN 
DEVELOPMENT 

How  can  schools  help  our  children  acquire  the 
personal  competence  to  cope  with  the  realities  of 
today’s  and  tomorrow’s  world?  Can  we  achieve  a 
balance  between  technological  and  humanistic  man? 
How’  can  clinical  knowledge  best  be  used  to  pro- 
duce changes  in  our  educational  institutions  that 
wall  eliminate  some  of  the  factors  interfering  with 
effective  learning? 

These  and  other  vital  issues  in  education  will  be 
carefully  examined  at  the  44th  annual  meeting  of 
the  .American  Orthopsychiatric  .Association  to  be 
held  March  20  through  23,  1967,  in  Washington, 
D.C. 

.Appro.ximately  9,000  mental  health  specialists, 
educators,  political  scientists  and  other  profession- 
als from  all  parts  of  the  country  and  abroad  will 
convene  at  the  Washington  Hilton  to  participate 
in  16  sessions,  14  workshops  and  8 panels  devoted 
to  the  1967  theme:  The  Impact  of  Schools  on  Hu- 
man Development  — A Critical  .Appraisal  of  a 
Social  Institution. 

The  .American  Orthopsychiatric  .Association  has 
worked  for  more  than  two  decades  to  close  the 
gap  between  educator  and  clinician.  .A  marked  ac- 
celeration in  collaboration  has  developed  in  recent 
years.  With  the  current  crisis  in  education,  this 
meeting  appropriately  seeks  to  combine  the  knowl- 
edge and  resources  of  mental  health  and  education 
specialists  to  further  the  effectiveness  of  schools 
as  a major  instrument  of  learning  and  acculteration. 
The  number  of  educators  attending  .AO.A  meetings 
(Continued  on  Page  758) 
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SMITH  KLINE  A FRENCH  LABORATORIES 


758 


RHODE  ISLAND  MEDICAL  JOURNAL 


THROUGH  THE  MICROSCOPE 

(Continued  from  Page  756) 

has  increased  considerably  in  recent  years  and  there 
has  been  a significant  growth  in  association  mem- 
bership in  the  education  field.  Non-members  are 
welcome  at  annual  meetings  as  full  participants. 

rUFTS-NEW  ENGLAND  MEDICAL  CENTER 
PLANS  MAJOR  EXPANSION 

A $72.5  million  construction  and  expansion  pro- 
gram for  Tufts-Xew  England  Medical  Center, 
which  will  make  it  one  of  the  most  advanced  medi- 
cal centers  in  concept  and  design  anywhere  in  the 
nation,  was  announced  recently.  Tufts-Xew  Eng- 
land Medical  Center  is  composed  of  the  New  Eng- 
land Medical  Center  Hospitals  and  Tufts  Univer- 
sity. 

All  the  new  structures,  several  of  them  high  rise, 
and  existing  medical  and  educational  facilities,  will 
be  located  on  13  acres  in  Boston’s  South  Cove, 
between  Tremont  and  Tyler  Streets,  south  of  Stuart 
and  Kneeland  Streets. 

Geared  to  Boston  Redevelopment  Authority  and 
transit  plans  for  the  area,  the  project  will  take  15 
years  to  complete. 

First  of  the  new  structures,  to  be  started  in  1968, 
is  a 12-story  Dental  Health  Science  Building  for 
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Tufts  University  School  of  Dental  ^ledicine,  which 
will  be  located  at  the  corner  of  Washington  Street 
and  Stuart-Kneeland  Streets.  This  new  building 
will  enlarge  the  school’s  capacity  to  train  dentists. 
At  the  same  time  a component  of  the  Medical  Cen- 
ter’s adult  care  facilities  at  X"ew  England  Medical 
Center  Hospitals  will  be  built  adjacent  to  the  Den- 
tal Building  and  connecting  it  with  the  existing 
Hospital  building. 

New  facilities  for  Tufts  University  School  of 
Medicine  will  follow  and  include  a 20-story  basic 
science  building,  a new  library  and  several  research 
buildings  — all  physically  connected  with  the  Hos- 
pital. At  the  same  time  a new  pediatric  hospital 
will  rise  between  Washington  and  Tremont  Streets. 
This  phase  of  the  program  calls  for  bridging  Wash- 
ington Street  between  Stuart-Kneeland  and  Ben- 
net  Streets,  with  a building  that  will  include  addi- 
tional adult  care  facilities.  Additional  hospital 
facilities,  designed  to  meet  the  anticipated  needs 
of  the  I980’s  eventually  will  rise  on  the  corner  of 
Tremont  and  Stuart  Streets. 

HOSPITAL  EXPENSE  PER  PATIENT  DAY 
UP  $2.90  IN  1965  FOR  RECORD 

The  cost  to  a hospital  of  caring  for  a patient  has 
risen  again,  along  with  the  number  of  hospital 
workers  caring  for  each  patient. 

The  Health  Insurance  Institute,  citing  from  data 
in  the  annual  Guide  Issue  of  Hospitals  Magazine 
published  by  the  American  Hospital  Association 
said  recently  that  in  1965  hospital  expense  per 
patient  day  increased  throughout  the  country  an 
average  of  $2.90,  or  seven  per  cent. 

Daily  Average 

The  daily  average  cost  per  patient  has  now 
reached  an  all-time  high  of  $44.48. 

On  a regional  basis,  the  top  daily  e.xpense,  $56.26 
occurred  in  the  Pacific  states  of  Alaska,  Hawaii!, 
California,  Oregon  and  Washington.  A low  of 
$37.29  was  posted  in  the  East  South  Central  region 
of  .Alabama,  Kentucky,  Mississippi  and  Tennessee. 

Payroll  Expense 

Payroll  expense  was  listed  as  the  prime  reason 
for  the  increases.  Of  the  total  hospital  expenses  in 
the  Pacific  region,  61.7  per  cent  went  for  payroll 
while  it  was  57.3  per  cent  in  the  East  South  Cen- 
tral region. 

Other  findings  in  the  Guide  Issue  showed  the 
53,500  additional  fulltime  workers  were  hired  by 
hospitals  in  1965,  and  that  on  a national  average 
there  were  246  fulltime  hospital  personnel  per  100 
patients  per  day.  In  1961,  there  were  226  fulltime 
hospital  personnel. 

(Continued  on  Page  760) 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels* 

DEXTRO-AMPHETAMINE  sulfate  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphelomine  sulfolsi  in 
hyperexcitobility  and  in  agitated  prepiycholic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobomate. 

Precautions:  Use  with  caution  in  potients  hypersensi- 
tive to  sympathomimetic  compounds,  who  hove 
coronory  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-omphetomine  sulfote;  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate;  Careful  supervision  of  dose  ond 
amounts  prescribed  is  advised,  especioily  for  pa- 
tients with  known  propensity  for  taking  excessive 
quontities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  oddicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  graduolly.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  onxiety,  anorexio,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamote  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mol  epilepsy  meprobamate  may  precipi- 
tate grand  mol  attacks.  Prescribe  cautiously  ond  in 
smoll  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate;  Insomnia,  excitability, 
and  increased  motor  octivity  ore  common  and  ordi- 
norily  mild  side  effects.  Confusion,  anxiety,  oggres- 
siveness,  increased  libido,  and  hollucinotions  have 
also  been  observed,  especioily  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulotion.  Other  effects  may  include  dry 
mouth,  onorexia,  nausea,  vomiting,  diorrheo,  and 
increased  cardiovascular  reactivity. 

Meprobamate;  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreosing  the  dose,  or  by  concomi- 
tant administratian  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions;  maculopopulor  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenic. A cose  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  cose),  onaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatol  instonce  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  ofter 
excessive  dosage.  Impairment  cf  visual  accommo- 
dation. Massive  overdosoge  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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EDtICATiONAL  BACKGROUND  OF 
CHIROPRACTIC  FACULTIES 

More  than  half  the  faculty  members  of  the  13 
■‘approved”  chiropractic  schools  in  the  United 
States  and  Canada  lack  recognized  four-year  aca- 
demic degrees. 

Twenty-three  of  126  recognized  degrees  claimed 
by  some  members  of  these  faculties  were  not  con- 
firmed by  the  granting  institutions.  Two-hundred 
twenty-eight  of  267  faculty  members  lifted  the 
■‘spurious”  D.C.  (doctor  of  chiropractic)  degree, 
a survey  reveals.  (The  U.S.  Office  of  Education 
defines  ‘‘spurious  degree"  as  one  purporting  to  be 
a legitimate  degree,  duplicating  those  given  by  le- 
gitimate^dnstitutions,  but  granted  by  “diploma 
mills,”  of  ^"degree  not  granted  or  offered  by  a le- 
gitimate institutidn,  but  unique  to  the  granting  in- 
stitution.) - 

Many  other  faculty  members  hold  degrees  that 
are  not  remotely  related  to  the  subjects  they  teach. 

‘■ft  is  not  surprising,  therefore,  that  no  chiroprac- 
tic school  is  accredited  by  any  recognized  educa- 
tional accrediting  agency  in  the  E'nited  States," 
says  a report  in  the  September  19  Journal  of  the 
American  Medical  Association. 

The  AMA’s  Department  of  Investigation  sur- 
ve\'ed  the  catalogs  of  the  13  chiropractic  schools, 
and  found  these  things: 

Three  of  the  13  schools  did  not  list  their  facul- 
ties,. and  three  others  list  the  teachers  and  their 
degrees,  but  not  the  schools  granting  the  degrees. 
Such  practices  make  it  almost  impossible  for  a 
prospective  student  to  check  the  academic  qualifi- 
cation of  a faculty. 

Some  schools  list  an  “administrative  staff,”  but 
no  faculty.  The  six-member  administrative  staff  of 
one  institution  has  the  prefix  “Dr."  before  five 
names  in  the  catalog,  but  no  educational  qualifi- 
cations are  listed. 

The  president  of  one  chiropractic  school  has  de- 
grees in  engineering,  but  none  in  the  biological 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

IXDUSTRT AT  AM)  AVHOLESALE 
FUEL  OILS 


sciences.  He  teaches  pathology.  The  school’s  clinic 
director  holds  a BS  degree  in  industrial  arts. 

At  another  chiropractic  school,  three  faculty 
members  without  recognized  four-year  academic 
degrees  teach  clinical  neurology,  cardiology,  and 
chiropractic  orthopedics.  A person  who  holds  a 
machelor’s  degree  in  biology  is  listed  in  the  school 
bulletin  as  teaching  neuroanatomy. 

Among  confirmed  degrees  held  by  faculty  mem- 
bers at  one  school,  bachelor’s  degrees  included  two 
in  education,  two  in  social  studies,  one  in  com- 
munity recreation,  one  in  home  economics,  two  in 
French,  one  in  speech,  one  in  physical  education, 
and  one  in  anthropolgy.  Some  of  the  confirmed 
master's  degrees  include  three  in  education,  one  in 
community  recreation,  one  in  mathematics,  one  in 
psychology,  and  one  in  educational  anthropology. 

LANDSTEINER  AWARD  TO  COLUMBIA 
IMMUNOLOGIST 

Dr.  Elvin  A.  Rabat,  professor  of  Alicrobiology 
at  Columbia  University’s  College  of  Physicians  and 
Surgeons,  received  the  1966  Karl  Landsteiner 
Memorial  Award  of  the  American  Association  of 
Blood  Banks. 

Professor  Rabat  is  on  sabbatical  leave  in  Paris, 
France.  A colleague  accepted  the  award,  a scroll 
and  $1,000,  in  his  behalf  on  October  27  at  the  an- 
nual convention  of  the  association  in  Los  Angeles. 
The  award  is  a memorial  to  the  late  Dr.  Land- 
steiner, discoverer  of  the  A,  B and  O blood  types, 
who  received  the  1930  Xobel  Prize  in  Aledicine  and 
Physiology. 

Dr.  E.  Arthur  Dreskin,  association  president, 
said  the  Columbia  professor  is  being  honored“  for 
his  pioneering  work  in  immunochemistry  leading  to 
greater  understanding  of  basic  mechanics  of  im- 
munohematology  and  blood  banking,  including  the 
fundamental  demonstration  that  antibodies  are 
gamma  globulins,  that  immunologic  reactions  may 
be  studied  quantitatively,  and  for  the  elucidation 
of  the  structure  of  specific  antigenic  determinants, 
particularly  as  related  to  A and  B specificity,  and 
for  stimulating  and  training  more  than  a generation 
of  immunochemists.” 

Professor  Rabat  is  the  author  of  two  book?, 
■■Blood  Group  Substances,”  and  ‘■Rabat  and  May- 
er’s E.xperimental  Immunochemistry,"  and  more 
than  200  articles  in  scientific  journals. 

DISCUSS  “MEDICAID"  PROBLEMS  IN  NEW  YORK 

The  second  chapter  in  the  story  of  New  York 
State’s  so-called  Medicaid  program  may  be  even 
more  intriguing  than  the  first,  according  to  an  .Al- 
bany, N.Y.,  attorney. 

.Addressing  the  .Annual  Program  Conference  of 
the  National  .Association  of  Blue  Shield  Plans  in 
Chicago  in  October,  Joseph  Boochever.  LL.B.,  an 
(Continued  on  Page  762) 
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attorney  for  Blue  Shield  and  Blue  Cross  in  New 
York  State,  observed  that  confusion  and  contro- 
versy over  implementation  of  New  York’s  Title  19 
‘•Medicaid”  program  have  been  built  up  over  the 
fact  that  the  benefits  furnished  under  the  bill  are 
so  broad  and  that  the  federal  government  has  still 
not  approved  the  program. 

“Although  the  law  covers  every  medical  need  a 
person  could  require,  the  comprehensiveness  of 
the  coverage  was  not  really  the  reason  for  all  the 
excitement,”  Boochever  noted.  “What  caused  all 
the  clamor  was  the  estimate  of  the  number  of  peo- 
ple who  would  be  eligible  to  obtain  benefits  under 
the  bill,  and  the  projected  cost  of  the  program.” 

The  federal  law  sets  no  eligibility  standard,  but 
the  New  York  program  provides  that  the  scale 
begin  at  a maximum  net  income  of  $2,900  for  a 
single  person  and  $4,000  for  a couple. 

The  original  estimates  on  the  number  of  persons 
who  would  qualify  for  coverage  varied  between 
six  and  eight  million  which  would  include  between 
40  and  50  per  cent  of  the  entire  population  of  the 
state. 

“An  actuarial  study  made  by  the  New  York  State 
Blue  Cross  and  Blue  Shield  Plans  projected  an  an- 
nual cost  to  New  York  State,  before  any  federal 
reimbursement,  of  1.4  billion  dollars  for  the  pro- 
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gram  when  it  became  fully  implemented,”  he  said. 

Despite  the  growing  realization  that  New  York’s 
program  could  in  subsequent  years  cost  between 
2.5  to  three  times  the  amount  of  the  Governor’s 
projection  for  the  first  year,  he  continued,  only 
four  amendments  were  passed  in  the  closing  days 
of  the  state  legislature. 

Boochever  explained  that  these  amendments  did 
not  alter  materially  the  eligibility  standards  with 
respect  to  income. 

Of  interest  to  Blue  Shield  and  the  medical  pro- 
fession is  another  law  which  the  legislature  passed 
making  it  possible  for  Blue  Cross,  Blue  Shield, 
other  non-profit  health  insurance  corporations,  and 
commercial  insurance  carriers  to  act  as  fiscal  in- 
termediaries for  local  public  welfare  districts  in 
administering  the  Medicaid  Law. 

One  problem  of  vital  importance  to  the  medical 
profession  which  has  not  as  yet  been  finally  re- 
solved, according  to  Boochever,  concerns  physician 
charges  which  would  be  satisfactory  to  both  the 
state  and  medical  society. 

The  medical  society  has  proposed  that  fees  paid 
under  the  Medicaid  Law  be  determined  in  the  same 
manner  as  fees  paid  by  a carrier  under  Medicare, 
and  that  the  state  consider  using  carriers  as  inter- 
mediaries to  administer  payments  to  physicians 
under  the  Medicaid  Law. 

AMA  COUNCIL  PROPOSES  SPECIALTY  FOR 
"FAMILY  PHYSICIAN" 

The  American  Medical  Association's  Council  on 
Medical  Education  will  seek  authorization  from  the 
House  of  Delegates  this  month  to  develop  and 
initiate  plans  for  creation  of  a new  specialist  — 
the  family  physician. 

The  Council’s  action  is  being  made  on  the  basis 
of  recommendations  in  a major  report  of  its  Ad 
Hoc  Committee  on  Education  for  Family  Practice. 

The  committee  was  charged  in  September,  1964, 
to  review  AMA  policy  regarding  the  future  of  fami- 
ly practice  and  to  recommend  the  educational  ap- 
proach by  which  the  goals  of  such  policy  might 
be  achieved. 

In  its  report,  the  committee  said  preparation  of 
a sufficient  number  of  family  physicians  to  meet 
the  public  need  is  “a  major  national  problem”  re- 
quiring a “bold  approach”  with  the  full  co-opera- 
tion of  medical  educators  and  the  practicing  pro- 
fession.” 

“The  committee  believes,”  it  said  in  its  report, 
•‘that  the  American  public  needs  and  wants  a large 
number  of  well-qualified  family  physicians  to  pro- 
vide comprehensive  personal  health  care. 

‘•These  physicians  should  be  specialists  prepared 
through  new  kinds  of  educational  programs  to  meet 
the  medical  care  needs  of  the  future.  As  specialists, 
they  should  be  entitled  to  appropriate  specialty 
board  certification.” 

(Continued  on  Page  765) 
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BOOK  REVIEWS 


SEARCH  THE  SCRIPTURES  by  Robert  B. 

Greenblatt,  M.D.  J.  B.  Lippincott  Company, 

Philadelphia,  1963.  $4.00 

Twenty  short  essays  based  on  the  medical  refer- 
ences in  the  Old  and  New  Testaments  have  been 
collected  in  this  volume  by  the  Professor  and 
Chairman  of  the  Department  of  Endocrinology  at 
the  Medical  College  of  Georgia.  Many  of  the  medi- 
cal references  in  the  Bible  are  brief,  sketchy,  and 
subject  to  a high  degree  of  speculation  and  indi- 
vidual interpretation.  Dr.  Greenblatt  is  a specula- 
tive thinker,  and  one  interested  in  endocrinology. 
It  follows  that  much  is  speculative  interpretation 
of  those  medical  references  that  may  have  an  en- 
docrinological basis. 

Hypoglycemia  and  its  sub=equent  enervating  ef- 
fect led  Esau  to  give  up  his  birthright.  He  simply 
lacked  the  vigor  to  live  up  to  it.  The  endocrinology 
and  genetics  of  growth  hormone  are  read  into  the 
personality  of  Zaccheus,  “the  small,  sanguine  per- 
sonality” whom  Greenblatt  recognized  as  a distinct 
type  who  usually  gets  along  with  anyone,  and  re- 
ceived a pardon  from  Jesus  for  his  over-zealousness 
as  a tax  collector. 

Joseph  in  Egypt  resisted  sexual  temptation,  as- 
cording  to  Greenblatt,  not  because  he  was  merely 
capable  or  doing  so,  as  some  men  are,  but  rather 
because  of  delayed  sexual  maturation.  Furthermore 
his  personality  type  — as  illustrated  by  his  being 
an  interpretor  of  dreams  — rendered  him  impotent 
in  the  presence  of  his  temptress.  He  fled  more  from 
fear  of  his  lack  of  manliness  than  from  fear  of 
betraying  his  virtue.  Such  a behavioristic  interpre- 
tation certain  is  speculative.  I find  no  difficulty  in 
believing  that  Joseph  was  quite  potent,  and  pos- 
sessed that  combination  of  genes  which  permits  men 
to  go  to  the  top.  This  often  involves  the  capacity 
to  avoid  slips  by  the  wayside.  He  became  premier 
of  the  greatest  civilized  country  of  that  time.  I 
credit  Joseph  with  having  the  simple  common  sense 
of  knowing  that  to  carry  on  a liaison  with  a minor 
official’s  wife  was  not  a way  to  greatness. 

The  morally  and  ethically  perplexing  story  of 
David  and  Bathsheba  interested  Greenblatt.  In  all 
civilizations,  David’s  act  of  taking  another  man  s 
wife  and  then  having  his  rival  slain  would  come 
under  the  highest  condemnation.  Indeed  Dr.  Green- 
blatt speculates  that  David’s  impotence  at  an  early 
age  was  the  result  of  this  guilt  complex  which  he 


was  never  able  to  overcome.  It  is  only  fair  to  .say 
that  it  was  reinforced  more  than  one  by  the  king’s 
“confe.ssor,”  Samuel.  On  the  genetic  and  physiolo- 
gical side  we  should  recall  that  David  and  Bath- 
sheba in  lust  and  adultery  created  one  of  the 
world’s  great  men  in  the  person  of  Solomon.  This 
paradox  has  perplexed  moralists  for  ages,  as  it 
ever  must. 

In  the  realm  of  pharmacology,  the  purification  of 
contaminated  water  with  alcohol  in  the  form  of 
red  wine  — rather  than  with  chlorine  as  in  the 
present  day  — is  discu.ssed.  The  analgesic  effect 
of  wine  mixed  with  gall  for  tho.se  suffering  cruci- 
fixion is  discussed,  and  the  mythology  and  pharma- 
cology of  the  aphrodisiacal  mandrake  root  are  each 
considered  in  separate  essays. 

I think  the  harm  in  all  of  Greenblatt’s  essays  is 
that  they  are  read  not  only  by  medical  students 
and  physicians,  but  by  others  as  well.  The  book  is 
advertised,  for  example,  in  religious  periodicals. 
The  personal  speculative  nature  of  the  essays  is 
not  formally  acknowledged  by  the  author.  They 
are  given  an  authoritarian  stamp. 

The  twenty-two  essays  cover  a broad  spectrum  of 
human  aberration  and  ills,  both  material  and  psy- 
cological,  as  found  in  the  Bible.  Familiarity  with 
the  Bible  furnishes  one  with  a number  of  excellent 
reference  points  for  society  and  the  individual.  It 
is  said  that  the  Bible  and  Shakespeare  each  en- 
compasses most  human  situations  and  that  a knowl- 
edge of  them  gives  one  vicariously  the  gamut  of 
human  experiences.  It  seems  that  they  can  make 
us  wiser,  even  medically.  In  Ecclesiastes  the  preach- 
er said,  “There  is  nothing  new  under  the  sun.”  Dr. 
Greenblatt’s  most  interesting  collection  of  medical 
essays  on  Biblical  medical  topics  proves  the  point 
effectively. 

Robert  V.  Lewis,  m.d. 


ONE  SENTENCE  ESSAY 

High-sounding  generalities  smothered  in  enough 
words  no  matter  how  well  meant  if  said  in  the  right 
place  by  the  right  people  almost  guarantee  that 
little  or  nothing  will  get  done. 

Irvine  H.  Page,  from  Editorial  in  Modern 
Medicine,  Oct.  24,  1966 
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SCANNING  THE  MEDICAL  LITERATURE 


FRACTURES  OF  THE  FEMORAL  XECK:  Pri- 
mary Treatment  With  a Smith-Petersen  Xail  and 
Primary  Autogenous-Bone  Graft.  A Long-Term 
Follow-up  Study  by  Kenneth  G.  Burton.  J.  Bone 
& Joint  Surg.  46A:1659,  1964. 

This  is  a critical  evaluation  of  the  first  twenty- 
eight  cases  in  a series  of  sixty-five  done  by  the  au- 
thor in  which  a bone  graft  was  used  in  addition  to 
a nail.  The  reported  cases  are  at  least  five  years 
post-operative  and  all  of  them  had  autogenous 
grafts.  The  study  is  concerned  primarily  with  the 
percentage  of  cases  obtaining  bony  union  and  the 
percentage  of  cases  that  develop  late  aseptic  ne- 
crosis of  the  femoral  head  in  spite  of  union. 

Bony  union  was  obtained  in  84  per  cent  of  cases. 
Some  degree  of  necrosis  w’as  manifest  in  X-ray  in 
35  per  cent  of  the  united  cases,  but  in  only  7 per 
cent  was  the  necrosis  of  sufficient  extent  to  produce 
disabling  symptoms.  The  author  has  stressed  the 
importance  of  long  term  roentgenological  follow-up 
(at  least  three  years)  before  any  statistics  relative 
to  necrosis  are  significant. 

The  author  admits  that  the  cases  are  too  few'  in 
number  to  justify  conclusions,  but  it  is  his  feeling 
that  the  incidence  of  union  is  somewhat  higher  and 
perhaps  a little  earlier,  and  the  degree  of  symto- 
rnatic  necrosis  is  lower  in  cases  where  an  autogenous 
graft  has  been  used  to  supplement  the  nail  in  fresh 
fractures  of  the  femoral  neck. 

PROBLEMS  OF  THE  FOOT  IX  ATHLETICS. 

\.  Savastano.  M.  Times.  93:1276,  1965. 

This  is  an  article  which  deals  largely  with  the 
problems  of  the  foot  in  athletics.  It  explains  the 
anatomical  and  functional  considerations  of  the 
foot.  Hygiene  of  the  foot  is  given  a considerable 
amount  of  attention.  As  a matter  of  fact,  the  writer 
states  that  the  same  stocking  should  be  worn  on 
the  same  foot  at  all  times.  He  further  states  that 
it  would  be  desirable  to  mark  stockings  “left”  and 
“right.”  Conditions  such  as  hyperhidrosis,  epider- 
mophytosis, contusion,  abrasions,  blisters,  and  so 
forth  are  discussed  in  the  article.  Tenosynovitis, 
neuroma  formation,  ingrown  toenail,  and  w'arts  are 
also  given  a considerable  amount  of  attention  in  the 
article. 


OBSTETRIC  BEHAVIOR  OF  THE  GR.AXD 
MULTIP.ARA.  S.  Leon  Israel  and  Andrew  S. 
Blazar.  Am.  J.  Obst.  & Gynec.  91:326,  1965. 
The  data  concerning  5,551  grand  multiparas, 
representing  4.3  per  cent  of  the  128,568  women 
who  bore  children  during  a three  year  period  (1958 
through  1960)  in  13  collaborating  hospitals  of  the 
Obstetrical  Statistical  Cooperative,  have  been  re- 
viewed. 

An  obstetrically  disconcerting,  statistically  sig- 
nificant heightening  of  the  incidence  of  anemia, 
pre-eclampsia,  chronic  hypertension,  placental  dis- 
asters, uterine  rupture,  and  postpartum  hemorrhage 
has  emerged  as  characteristic  of  e.xcessive  multi- 
parity. 

The  failure  of  the  primary  cesarian  section  rate 
to  fall  with  increasing  parity  may  be  attributed  to 
the  greater  number  of  malpresentations  and  plac- 
ental disorders  encountered  among  grand  multi- 
paras. 

Genital  tract  infection  giving  rise  to  febrile  mor- 
bidity was  more  common  among  the  pluriparas. 

In  spite  of  the  several  complications  that  im- 
peril the  pregnant  grand  multipara,  some  of  which 
represent  the  adversity  of  age,  the  present  evidence 
is  clear-cut  that  she  is  nowadays  being  cared  for 
with  no  greater  risk  of  life  than  that  of  any  other 
pregnant  w'oman. 

DISE.ASES  OF  THE  XAILS.  iMethod  of  Francesco 
Ronchese.  In  Current  Therapy.  Edited  by  How- 
ard F.  Conn.  W.  B.  Saunders  Company,  Philadel- 
phia, 1966.  P.  519. 

The  subject  appeared  before  in  the  1959  and  1960 
editions.  This  revision  updates  our  knowledge  on 
the  particularly  difficult  therapy  of  nail  disorders. 


ONE  SENTENCE  ESSAY 

When  a highlj'  “mission-oriented”  task  force  is 
organized,  take  care  because  it  may  not  only  be 
impotent  itself  but  may  spread  impotence  by  make- 
believe  accomplishment. 

. . . Irvine  H . Page,  from  Editorial  in  Modern 
Medicine,  Oct.  24,  1966 
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ECOLOGY 

Idiopathic  Cecocecal  Intussusception 
The  clinical  pattern  of  intussusception  in  West 
Africa  is  strikingly  different  from  that  reported 
in  the  American  and  European  literature.  To  date, 
a high  incidence  of  cecocecal  intussusception  has 
been  reported  only  among  the  Yoruba  people  of 
western  Nigeria. 

A review  of  110  cases  of  cecocecal  intussuscep- 
tion is  presented.  The  lesion  constitutes  72  per 
cent  of  all  intussusceptions  reported  from  Uuni- 
versity  College  Hospital,  Ibadan,  Nigeria,  and  it 
is  confined  predominantly  to  the  Yoruba  tribe. 
Mean  age  of  onset  of  the  disease  is  ten  years  and 
the  process  presents  clinically  as  a chronic,  low 
grade  small  bowel  obstruction  associated  with  a 
palpable  abdominal  mass  in  the  area  of  the  colon. 
Resection  for  the  obstructing  lesion  was  necessary 
in  only  10.9  per  cent  of  cases  and  over-all  mortality 
was  6.4  per  cent  even  though  more  than  60  per 
cent  of  the  patients  had  symptoms  for  more  than 
six  days  duration.  The  pathogenesis  of  the  process 
is  discussed  but  the  causes  remain  obscure. 

. . . Richards,  R.C.,  and  Richards,  R.C., 
Am.  ].  Surg.  112:641,  (Nov..)  1966 


PAWTUCKET  MEDICAL  ASSN. 

(Concluded  from  Page  716) 

Stephen  J.  Hoye,  Dr.  Earl  Kelly  and  Dr.  Earl 
Mara. 

Communication  from  the  Halfway  House  Inc. 
concerning  this  society’s  purpose  was  read.  This 
letter  was  tabled. 

A communication  from  Dr.  Pietro  Russo  was 
read  to  the  society  stating  the  date  of  his  induction 
to  the  U.S.  Army  and  requesting  a leave  of  absence 
from  the  Society  for  his  duration  of  service. 

Dr.  Alton  M.  Pauli,  a delegate  to  the  Rhode 
Island  Medical  Society,  gave  a report  on  a recent 
meeting. 

Dr.  Sanford  Reitman  and  Dr.  Neil  Diorio  have 
applied  for  membership  and  their  applications  were 
submitted  to  the  Society  and  forwarded  to  the 
Standing  Committee  for  further  action. 

The  Rhode  Island  Bar  Association  Committee 
on  Continuing  Legal  Education  presented  a mal- 
practice seminar  and  demonstration  to  the  Medical 
Society.  The  participants  were  Mr.  William  Gilroy, 
Mr.  Edward  Gnys,  Mr.  John  Mutter  and  Mr.  Guy 
J.  W’ells.  The  resultent  demonstration  was  of  su- 
perior quality  and  was  received  most  enthusiasti- 
cally by  the  physicians  in  attendance.  The  partici- 
pating lawyers  described  what  they  attempted  to 
do  in  a mock  trial  in  an  effort  to  either  attack  a 


physician’s  position  in  a trial  ca.se  or  sup[)ort  and 
substantiate  the  physician's  relationship  in  a par- 
ticular case.  A highly  informative  question  and 
answer  period  followed  the  demonstration. 

There  being  no  further  business,  the  meeting 
was  adjourned  at  10:30  p.m. 

Respectfully  submitted, 

Paul  J.  M.  Healey,  m.d. 
Secretary 


THROUGH  THE  MICROSCOPE 

(Continued  from  Page  762) 

The  certification,  the  committee  .said,  should  be 
the  primary  and  major  certification  provided  by 
the  board,  and  not  secondary  to  that  of  .some  other 
specialty. 

In  addition,  it  recommended  that  certification 
be  for  a specified  period  of  time,  such  as  five  years, 
“and  demonstration  of  continued  competence  in 
family  practice  should  be  required  periodically  for 
recertification.” 

The  family  physician  was  defined  as  one  who 
would  be  a personal  physician,  oriented  to  the 
whole  patient,  who  practices  both  .scientific  and 
humanistic  medicine. 

The  committee  said  he  would: 

• Serve  as  the  physician  of  first  contact  with 
(Continued  on  next  page) 
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1890  - THEODOR  BILLROTH 

Vienna,  5 March  1809 

(To  Brahms) 

It  was  a hurried,  mosth'  bitter  day  today,  as 
usual;  everything  according  to  the  clock.  The  in- 
fection in  my  finger,  which  comes  from  my  having 
touched  some  pus,  wakened  me  early  in  the  morn- 
ing. But  I'm  used  to  that.  It  will  soon  be  better. 
Then  the  constant  ringing  of  bells;  people  scarcely 
let  me  eat  breakfast  in  peace  with  my  wife  and 
children.  Porters  come  from  hotels  who  want  ap- 
pointments for  some  of  their  guests;  the  secretary 
of  the  Rudolfiner  Society,  who  wishes  signatures, 
etc.  .-^t  last  a visit  with  the  private  patients  yes- 
terday, and  now  to  the  clinic  I .Assistants,  operators, 
directors  of  this  and  that,  and  every  one  wants 
something  — Himmelsakrament ! — it  is  already 
twenty  minutes  past  ten  o’clock.  Forward  — get 
into  the  operating  room,  be  a schoolmaster  for  two 
hours,  and  then  the  operations.  Scarcely  have  1 
left  the  operating  room  when  people  attack  me 
from  all  sides.  .At  last  to  my  home.  Twenty  min- 
utes for  my  luncheon.  Then  a very  difficult  opera- 
tion which  took  over  two  hours  — carefulness  and 
yet  boldness  indicated — at  last  successful!  Every- 
thing went  well.  Quick,  two  glasses  of  cognac! 
Home.  Six  patients  there.  Fifteen  minutes  for  five 
o’clock  tea  with  my  family.  Again  four  sick  people. 
.At  last  a half-hour  of  rest.  What  happiness!  . . . 
Xow'  into  the  Renaissance  Concert.  I had  great  joy 
in  an  hour  of  beautiful  quiet  music.  . . . Now  back 
to  my  house  in  the  best  of  spirits.  .At  last  a little 
rest.  Six  necessary  business  letters  and  I am  alone. 

A'ours  faithfully, 

Th.  Billroth 

. . . Johannes  Brahms  and  Theodor  Billroth'.  Let- 
ters From  a Musical  Friendship,  H.  Barkan, 
trans.-ed.,  Norman:  University  of  Oklahoma 
Press.  1957,  pp  212-214. 

(Quoted  in  JAAIA  195:107,  (Jan.  10)  1966) 

1966  - MICHAEL  E.  DeBAKEY 

Dr.  DeBakey  is  up  ever}'  morning  at  4:30  or  5 
to  catch  up  on  his  reading  and  to  go  over  articles 
for  the  journals  he  edits  in  the  welcome  solitude 
of  his  study.  It  is  the  one  room  in  the  unimposing 
but  comfortable  Regency  house  that  is  denied  to 
Mrs.  Diana  DeBakey  and  their  four  sons,  when 
they  are  home.  Bv  6:30  a.m.,  how'ever,  the  quiet  is 
over.  Dr.  DeBakey  wheels  off  to  hospital  (five 
minutes  away  in  .Alfa  Romeo  Sprint)  and  by  7:30 
is  shuttling  between  Operating  Room  3 and  4.  In 
one  typical  day,  he  closed  a septal  defect  in  a girl's 
heart,  performed  a carotid  endarterectomy  on  a 
stroke  victim,  replaced  an  aneurysmal  aortic  arch, 
installed  a mitral  valve,  and  inserted  a Dacron 
graft  for  an  occluded  iliac  artery. 

Between  operations,  Dr.  DeBakey  bounds  down 
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to  his  office  to  dictate  letters,  telephone  referring 
physicians,  check  on  the  progress  of  his  new  car- 
diovascular research  building,  and  confer  by  tele- 
phone with  officials  in  Washington,  D.C.  About 
midaftemoon,  he  meets  with  his  teams  of  surgical 
residents  and  cardiologists  to  go  over  the  arterio- 
grams and  charts  of  patients  scheduled  for  surgery 
the  next  day.  Then  he  makes  rounds  until  6 or  7 
p.m. 

. . . Baylor’s  Mike  DeBakey:  Texas  Tornado  oj 
Medicine,  Medical  World  Xews,  Jan.  14,  1966 


THROUGH  THE  MICROSCOPE 

(Concluded  from  preceding  page) 
the  patient  and  provide  a means  of  entry  into  the 
health  care  system. 

• Evaluate  the  patient’s  total  health  needs,  pro- 
viding personal  medical  care  within  one  or  more 
fields  of  medicine  and  referring  the  patient,  when 
indicated,  to  appropriate  sources  of  care  while  pre- 
serving the  continuity  of  care. 

• .Assume  responsibility  for  the  patient’s  com- 
prehensive and  continuous  health  care  and  act  as 
leader  or  coordinator  of  the  team  that  provides 
health  services. 

• .Accept  responsibility  for  the  patient's  total 
health  care  within  the  context  of  his  environment, 
including  the  community  and  the  family  or  com- 
parable social  unit. 

BASIC  SCIENCE  LECTURES 

Auditorium— George  Building,  R.l.  Hospital 
WEDNESDAYS  at  4:30  p.m. 

Sponsored  by  the  R.l.  Hospital  Department  of 
Orthopedic  Surgery  and  Fractures  with  the  co- 
operation of  the  Division  of  Biological  and  Medi- 
cal Sciences  of  Brown  University. 


OPEN  TO  ALL  PHYSICIANS  IN  RHODE  ISLAND 


Jan.  4,  1967 

10.  SKIN  COVERAGE  IN  ORTHOPEDIC 
SURGERY  AND  TREATMENT  OF  DECUBITI 

Dr.  Richard  P.  Sexton,  Surgeon-ln-Charge, 
Div.  of  Plastic  Surgery,  Rhode  Island  Hospital 

Jan.  11,  1967 

11.  STRUCTURE  AND  ORGANIZATION  OF  BONE 

Dr.  George  E.  Eriksen,  Division  of  Biological 
and  Medical  Sciences,  Brown  F’niversity 

Jan.  18.  1967 

12.  MECHANISM  OF  CALCIFICATION 

Dr.  Julien  L.  Van  Lancker,  Division  of  Bio- 
logical and  Aledical  Sciences,  Brown  University 

Jan.  25,  1967 

13.  PROSTHESES  AND  BRACES 

Dr.  Henry  B.  Fletcher,  .Associate  Surgeon, 
Dept,  of  Orthopedic  Surgery.  Rhode  Island 
Hospital 


DECEMBER,  1966 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 

The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2 % benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone^  OB 

Squibb  Testosterone  Enanthate  ( 1 80  mg./cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 


TIRR  Priceless  Ingredient’  of  every  product 

is  the  honor  and  integrity  of  its  maker. 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vit? 
mins  and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  coij 
taining  therapeutic  cpiantitics  of  vitamins  B and  C,  are  fonnulated  to  meet  tli 
increased  metabolic  demands  of  patients  with  phwsiologic  stress.  In  chronic  il; 
ness,  as  with  manv  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains:  I 

Vitamin  Bt  (as  Thiamine  Mononitrate)  10  mg  I 


Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies, Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
NEUROTIC  FATIGUE— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


ous procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEC  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  llCl. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d;  or  q.i.d.  Geriatric  patients: 

1 or  2 mg /day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  S mg  and  10  mg;  bottles  of  50  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 
-w-  -y  ^ • 2-mg,  5-mg,  10-mg  tablets 

yaliumL 

(diazepam) 
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Start  with  an  industrial  National  checking  account.  It’s  the 
quick,  safe,  “do-it-by-mail”  way  to  handle  your  financial  affairs. 

Add  an  Industrial  National  savings  account.  It’s  a good  way 
to  make  funds  grow  fast  — your  savings  at  Industrial  National 
earn  interest  every  day  from  day  of  deposit  to  day  of  with- 
drawal, when  you  keep  a balance  of  S5  or  more.  Your  interest 
is  compounded  and  credited  four  times  a year,  too. 

Blend  in  other  helpful  Industrial  National  services  from 
time  to  time.  Like  a handy  safe  deposit  box.  Insured  personal 
loans.  Real  estate  mortgages.  Trust  assistance. 


Industrial  National 

Neighborhood  Offices  Serving 
Ail  of  Rhode  Island 


To  keep  your  finances  healthy,  follow  this  prescription  at 

Member  Federal  Reserve  System 

your  neighborhood  Industrial  National  office.  There’s  bound  Member  Federal  Deposit  insurance  corporation 

to  be  one  near  your  home  or  office. 
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The  New  York  Academy  of  Medicine 

Due  in  two  weeks  unless  renewed 
Not  renewable  after  s weeks 
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